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

During the course of the inspection, the inspector(s) spoke with - Administrator, Director of Care, Assistant
Director of Care, Registered Staff, RAI/MDS Coordinator, Residents, Families/visitors

During the course of the inspection, the inspector(s) - made direct observations of the delivery of care and
services to residents.

- did daily environmental walk-through of the home

- reviewed resident health care records

- reviewed policies and procedures manuals,

- reviewed the home's programs in regards to fall prevention and responsive behaviour management,

- reviewed the home's policy on abuse

The following Inspection Protocols were used during this inspection:
Accommodation Services - Laundry

Falls Prevention
Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours
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Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES

‘Legend « Legende

WN — Written Notification i  [WIN— Avis écrit
VPC % Voluntary Plan of Ccrrectlon = = IVPEG~iPlan.de fedfesse
DR~ DirectorReferral = e iPRe-Aiguillage au ¢
CO -~ Compliance Drder CO —." Ordre de conform: i
WAO — Work and Activity Order. (WAQO - Ordres:: travaux et actlwtés :

‘Non=compliance with reqisiremerits under the Lang-'?erm Care:JLe non-respéct des exigences de la Loi,de 2007 surles feyers de
Homes'Act, 2007 (LTCHA) was found. (A requirement under the| samsde Ilongue ciizree (LFSLD) a été consta e exigence de la
LTCHA includes the téquirements contained in the items listed in| pret 6

2 ces qui font partie des éléments énumérés
the definition of” requlremertt under this Act“ in subsectlon 2( ) ) cepreviie par la présente-loi»;au.
of tl're LTCHA e : : - Lo

dans'la défi nmon
‘paragraphe 2(1)yde ia LFSE.Q

(The fellowmg constitutes written nottficatlon of non-compkazxce Ce quisuiticonstitue:un’avis écrit'de non-respect ax termes du
under paragraph 1 of section. 152 of the LTCHA paragfaphe 1 de E’artlcle 162:dela LFSLD' . .

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 49. Falls prevention and management
Specifically failed to comply with the following subsections:

s. 49. (2) Every licensee of a long-term care home shall ensure that when a resident has fallen, the resident is
assessed and that where the condition or circumstances of the resident require, a post-fall assessment is
conducted using a clinically appropriate assessment instrument that is specifically designed for falls. O. Reg.
79/10, s. 49 (2).

Findings/Faits saillants :
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1. **** A Resident had a fall resulting in transfer to hospital.

No Post fall assessment was found in the resident's health record for the period immediately after the fall. No Falls Risk
Assessment is found until one month past the fall.

The home did document the fall on a separate, internal and generic incident report that is not specifically designed for

falls

The home's policy: FALLS PREVENTION AND MANAGEMENT: NR G 533, page 4 directs staff: "When a resident has
fallen, the resident will be assessed regarding the nature of the fall and associated consequences, the cause of the fall
and the post fall care management needs". The internal incident report currently being used by the home does not meet
this requirement.

Further, Page 5, #10 directs staff to: " Redo the "Fall Risk Assessment" and complete a "Post Fall Screen" for
Resident/Environmental Factors (Appendix D) form , review the fall prevention strategies and modify the plan of care in
collaboration with interdisciplinary team." For this resident, this was not done until one month past the fall.

The resident had fall and did not receive a timely post-fall assessment using a clinically appropriate assessment
instrument that is specifically designed for falls. [0.Reg.79/10, s.49. (2)].

2. **** A second resident had a fall resulting in transfer to hospital.

No post fall assessment was found in the resident's health care record for the period immediately after the fall. Falls
Risk Screening tool assessment is found for one month past this fall. The home did document the fall on a separate,
internal and generic incident report that is not specifically designed for falls.

The home's policy: FALLS PREVENTION AND MANAGEMENT: NR G 533, page 4 directs staff: "When a resident has
fallen, the resident will be assessed regarding the nature of the fall and associated consequences, the cause of the fall
and the post fall care management needs". The internal incident report currently being used by the home does not meet
this requirement.

Further, Page 5, #10 directs staff to: " Redo the Fall Risk Assessment and complete a Post Fall Screen for
Resident/Environmental Factors (Appendix D) form , review the fall prevention strategies and modify the plan of care in
collaboration with interdisciplinary team." For this resident, this was not done until one month past the fall.

The resident had a fall and did not receive a timely post-fall assessment using a clinically appropriate assessment
instrument that is specifically designed for falls. [0.Reg.79/10, 5.49. (2)].

Issued on this 27th day of March, 2012

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

PNt gce X Gergey , Tnspitor 157
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