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The purpose of this mspectlon was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): January 16, 17, 2013.

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care (DOC), Assistant Director of Care (ADOC), Resident Assessment
Instrument (RAI- Coordinator), Registered Nurse (RN}, Registered Practical
Nurses (RPN), Recreationist, Life Enrichment Manager, Lead Rehabilitation and
Restorative Care Nurse, and Personal Support Workers (PSW).

During the course of the inspection, the inspector(s) toured the home, observed
the provision of care,interviewed staff, reviewed health records and relevant
policies and procedures.

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

Findings of Non-Compliance were found during this inspection.

Paga 2 ofide 5



~Ministry of Health and

Long-Term Care

Inspection Report under
the Long-Term Care
Homes Act, 2007

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la
Loi de 2007 sur les foyers de
soins de fongue durée

Page 3 of/de &



Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

}}w OﬂtaﬁO Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

WN #1: The Licensee has failed to 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 :

1. The licensee did not ensure that the care set out in the plan of care was provided to
the resident as specified in the plan.

The plan of care for resident #001 was updated in December 2013, post-fall and
stated that the resident required extensive assistance and supervision when walking
with a walker. The plan of care directed staff to walk side by side and step by step with
the resident. The plan of care also identified that the resident required one staff
extensive assistance for transfers on/off the toilet.

A) In December 2013, documentation identified that resident #001 attended a
recreation program in the celebration room. Prior o the activity commencing the
resident walked with a walker into the washroom, independently, without staff
supervision. The resident was found alone laying on the floor in the washroom and
complained of hip pain. An interview with the recreation staff in charge of the program
confirmed that they were on another floor gathering residents at the time of the
incident. The home could not confirm that there was other staff supervision in the
celebration room during this time to assist residents as needed. Interviews with staff
confirmed that the resident did walk unsupervised into the washroom. Staff interviews
also confirmed that they, including recreation staff, were aware the resident required
supervision walking and extensive one person assistance WIth transferring and
toileting. [s. 6. (7)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested fo prepare a written plan of correction for
achieving compliance ensuring that the care set out in the plan of care is
provided to the resident as specified in the plan, to be implemented voluntarily.
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