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The purpose of this ins'pection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): December 17,18 2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care, registered staff, personal support workers and identified
residents and family members.

During the course of the inspection, the inspector(s) reviewed home's applicable
pollcy and procedures, clmlcal records and observation of resident care
services.

The following Inspection Protocols were used during this inspection:
Falls Prevention
Personal Support Services

Findings of Non-Compliance were found during this inspection.
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' 'f NON COMPL!ANCE l NON RESPECT DES EXIGENCES

:The fol[owmg constatutes wrlltten :
=_notlflcatu:nf\ of non compitance under.

WN #1: The Licensee has failed fo comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 6.
Plan of care

Specifically failed to comply with the following:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is
provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The care set out in the plan of care, was not provided to the resident as specified in
the plan.

A. The plan of care for resident #004 identified that staff were to ensure that the bed
was in the lowest position due to fall risk. In December, 2013, on two separate
occasions, the resident was observed in bed, with the bed in a raised position, not
lowered to the floor. Care was not provided to the resident as specified in the plan.

B. The plan of care for resident #001 identified the need to be supervised in all activity
areas and the requirement for a secured unit for safety, due to wandering. In June
2013, the resident was taken, by a staff member, to an activity area, outside of the
secured unit and was able to exit the home unaccompanied, without the knowledge of
staff. The resident was not supervised as specified in the plan of care. [s. 6. (7)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records

Specifically failed to comply with the following:

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term
care home to have, institute or otherwise put in place any plan, policy, protocol,
procedure, strategy or system, the licensee is required to ensure that the plan,
policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable
requirements under the Act; and 0. Reg. 79/10, s. 8 (1). ‘

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :
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1. The licensee did not ensure where the Act or this Regulation required the licensee
of a long-term care home fo have, instituted or otherwise put in place any plan, policy,
protocol, procedure, strategy or system, the licensee was required to ensure that the
plan, policy, protocol, procedure, strategy or system was complied with.

The home's Fall Prevention program (MP00-002) read residents who sustained falls
within the home would have their falis assessed and analyzed using a collaborative
professional team approach with a goal of reducing falls while minimizing injuries.
Clinical records revealed resident #002 sustained multiple falls in August, 2013 and in
September, 2013 sustained an injury from a fall that required hospitalization. On
return from the hospital to the home in September, 2013 the resident continued to
experience more falls. The Director of Care confirmed resident #002's falls were not
assessed and analyzed by the home's collaborated professional team at the onset of
the falls and was not placed on the "Falling leaf program" until November, 2013 after
sustaining numerous falls in the home. The Director of Care confirmed resident #002
had sustained recurrent falls and these falls were not analyzed by the home's fall team -
with a goal of reducing falls while minimizing injuries as per their Falls Prevention
program. [s. 8. (1) (b)]

Issued on this 12th day of February, 2014

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs

| JQ M aokic
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