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Licensee/Titulaire de permis

TORONTO LONG-TERM CARE HOMES AND SERVICES
55 JOHN STREET, METRO HALL, 11th FLOOR, TORONTQ, ON. M5V-3C6

Long-Term Care Home/Foyer de soins de longue durée

CASTLEVIEW WYCHWOOD TOWERS
351 CHRISTIE STREET, TORONTO. ON, M6G-3C3

Name of Inspector(s)/Nem de l'inspecteur ou des inspecteurs
MONICA NOURI (1931____________ .

i R :"‘ume de I’ mspectlon

Inspectlon Summ ar

The purpose of this |nspectlon was to conduct a Complaint |nspect|on

During the course of the inspection, the inspector(s) spoke with direct care staff, physiotherapist and family

member
Inspection relates to log # T-2688-11.

During the course of the inspection, the inspector(s) reviewed health care records, home's Falis prevention and
management program

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

Findings of Non-Compliance were found during this inspection.

NON COMPLIANCE l NON RESPECT DES EXEGENCES
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_WN— erttenNotlfcatlon S s IWN
VPCi= Votunlary Planof Correctlon v RO P
DRm; ‘Director Referral . o e A
CO-=> Compllance Order ,' ZZ'
WAQ - Work and- Aciwlty Order

'. .'Algmllage au directeur
Ordre de conformste

Homes Act, 2007 (LTCHA) was found.. (A requlrement under the soins da longlie durée (LFSLD) a &t constats; (Une emgence de Eai
LTCHA ntludes the regquirements contained in the items listed i in|lof comprend |es exigances qui font partie des elements enumeres -
the definition of "raquurement under thlS Act" in subsectlon 2(1)
OfthELTCHA)

under paragraph 1'of section 152 of the LTCHA

WN #1: The Licensee has failed to compty w:th 0 Reg 79]10 5. 8 Pohctes etc.,, to be followed, and records
- Specifically failed to comply with the following subsections:

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
(b) is complied with. O. Reg. 78/10, s. 8 {1).

Findings/Faits saillants :

1. According to O. Reg. 79/10, s. 48(1).1. every licensee of a long term care home shall ensure that a falls prevention
and management program to reduce the incidence of falls and the risk of injury is developed and implemented in the
home.

The licensee failed to ensure that Resident #1 was screened for risk of falling at time of admission using the Morse
Scale, an assessment tool in the Resident Admission Assessment, as per home's "Falis prevention and management”
policy from January 3/2012. [r. 8. {1)}(b)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 26. Plan of care
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Specifically failed to comply with the following subsections:

s. 26, (3} A plan of care must be based on, at a minimum, interdisciplinary assessment of the following with
respect to the resident:

1. Customary routines.

2. Cognition ability.

3. Communication abilities, including hearing and language.

4 Vision.
5. Mocd and behaviour patterns, including wandering, any identified responsive behaviours, any potential

behavioural triggers and variations in resident functioning at different times of the day.

6. Psychological well-being.

7. Physical functioning, and the type and level of assistance that is required relating to activities of daily living,
including hygiene and grooming.

8. Continence, including bladder and bowel elimination.

9, Disease diagnosis.

10. Health conditions, including allergies, pain, risk of falls and other special needs.
11. Seasonal risk relating to hot weather.

12. Dental and oral status, including oral hygiene.

13. Nutritional status, including height, weight and any risks relating to nutrition care.
14. Hydration status and any risks relating to hydration.

15. Skin condition, including altered skin integrity and foot conditions.

16. Activity patterns and pursuits.

17. Brugs and treatments.

18. Special treatments and interventions.

19. Safety risks.

20. Nausea and vomifing.

21, Sleep patterns and preferences.

22. Cultural, spiritual and religious preferences and age-related needs and preferences.

23. Potential for discharge. Q. Reg. 79/10, s. 26 (3).

Findings/Faits saillants :
1. The licensee failed to ensure that the written plan of care for Resident #1 was based on interdisciplinary assessment
of the risk of falls, as per record review and staff interview.[r. 26(3)10]

Issued on this 15th day of November, 2012

lgnature of Inspector(s)/Signature de/l inspecteur ou des inspecteurs

Jian
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