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

This inspection was conducted on the following date(s): May 29, 30, 31, 2013

This inspection was conducted concurrently with complaint inspections H-
002012-12 and H-000206-13.

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care (DOC), registered staff, Personal Support
Workers (PSW'S), physiotherapy staff and residents.

During the course of the inspection, the inspector(s) reviewed policies and
procedures, resident health records, post-falls evaluation documents and
observed resident care.

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

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 $.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).

s. 6. (11) When a resident is reassessed and the plan of care reviewed and
revised,

(a) subsections (4) and (5) apply, with necessary modifications, with respect to
the reassessment and revision; and 2007, c. 8, s. 6 (11).

(b} if the plan of care is being revised because care set out in the plan has not
been effective, the licensee shall ensure that different approaches are
considered in the revision of the plan of care. 2007, c. 8, s. 6 (11).

Findings/Faits saillants :
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1. a. Resident #002's plan of care directed that the resident have a restraint in place
in February 2013. In March 2013, the resident's restraint was not in place and the
resident fell and was uninjured. The care set out in the plan was not provided.

b. Resident #001's plan of care directed that the resident was to have a safety alarm
in place because of falls risk, initiated in September 2012. In February 2013, the
resident fell. According to the post fall evaluation the safety alarm was not in place
and was added post fall. The resident again fell in February 2013 without injury and
the post fall evaluation stated the safety alarm was added on that date. The care was
not provided as set out in the plan.

c. Resident #001's plan of care from September 2012, directed staff to stay with the
resident during toileting. One week later, the resident had been put in the bathroom by
staff, left unattended and was found on the floor uninjured. Care was not provided as
set out in the plan.

d. Resident #001's progress notes in May 2013, directed that the resident was to
have an appliance applied until a date in June 2013. When observed during this
inspection, resident #001 had no appliance in place. Care as set out in the plan of
care was not provided.

This information was confirmed by documentation in the heaith records the post falls
evaluation tools, observation and the DOC. [s. 6. (7)]

2. a. Resident #002 fell on a date in February 2013 and was injured. The resident fell
again 2 days later and was injured. In March 2013, the resident fell again with no
injury. Care plan revisions related to falls prevention after the first and second falls
were not effective. No different approaches were considered.

b. Resident #001 fell in September 2012, October 2012, twice in February 2013, and
in April 2013. No injuries occurred from the first 4 falls but the 5th fall resulted in
fracture. Care plan revisions related to falls prevention were not effective. Alternate
approaches were not considered .

¢. Resident #001 undid a restraint in October 2012 as recorded in the progress notes.
Later in October 2012, the resident again undid the restraint and fell as a result. There
was no injury. The resident undid the restraint again 2 more times in October 2012
before an alternate approach was considered.

This information was confirmed by the health records and the DOC. [s. 6. (11) (b)]
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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 to prepare a written plan of correction for
achieving compliance to ensure that:

~ the care set out in the plan of care is provided to the resident as specified in
the plan and to ensure that:
when the resident is reassessed and the plan of care reviewed and revised, if
the plan of care is revised because care set out in the plan has not been
effective, the licensee shall ensure that different approaches are considered in
the revision of the plan of care, to be implemented voluntarily.

Issued on this 10th day of June, 2013

ignature of insector(s)lSitreI’ispet odes incts o |
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