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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LAURA BROWN-HUESKEN (503)
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The purpose of this inspection was to conduct a Critical Inmdent'System
inspection.

This inspection was conducted on the following date(s): January 9-10, 2014

During the course of the inspection, the inspector(s) spoke with Quality and
Development Nurse, Registered Nursing staff, Personal Support Workers and
Resident.

During the course of the inspection, the inspector(s) reviewed clinical records,
reviewed policies related the home's falls prevention program and observed the
provision of resident care.

The following Inspection Protocols were used during this inspection:
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Findings of Non-Compliance were found during this inspection.
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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:

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 :

1. The Licensee failed to ensure that when a resident has fallen a post-fall
assessment is conducted using a clinically appropriate assessment instrument that is
specifically designed for falls.

The home's Fall Prevention Policy, NPC E-25 effective date September 2010, directs
nursing staff to complete the home’s Post Falls Assessment whenever a resident has
fallen or is discovered on the ground. The home's Quality and Development Nurse
indicated in an interview that the home's clinically appropriate assessment instrument
that is specifically designed for falls is the Post Fall Assessment in Point Click Care
(PCC).

Resident 001 had four documented falls in an identified time period of two months.
Following this time period, on an identified date, nursing progress notes indicate that
resident 001 was found on the floor of the resident's room, the fifth fall. Progress
notes further indicate that a physical assessment of the resident was completed at the
time of the fall. In 12 days following this fall, resident 001 had three additional falls
resulting in an injury and a significant change in status. Review of clinical records and
an interview with the home's Quality and Development Nurse confirm there was no
Post Fall Assessment completed for the fifth fall. [s. 49. (2)]
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Issued on this 13th day of January, 2014

Inspecteur ou des iNspecieurs
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