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Critical Incident 
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INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): June 25-28, 2024 and 
July 2-5, 2024. 
 
 
The following intake(s) were inspected: 

• Intake: #00115155 - 2863-000008-24 -Fall of a resident resulting in an 
injury 

• Intake: #00118714 - 2863-000014-24 Fall of a resident resulting in Lan 
injury 
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The following Inspection Protocols were used during this inspection: 

Infection Prevention and Control 
Falls Prevention and Management 
 
 

 

INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Falls prevention and management 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 54 (1) 
Falls prevention and management 
s. 54 (1) The falls prevention and management program must, at a minimum, provide 
for strategies to reduce or mitigate falls, including the monitoring of residents, the 
review of residents’ drug regimes, the implementation of restorative care 
approaches and the use of equipment, supplies, devices and assistive aids. O. Reg. 
246/22, s. 54 (1). 
 
The licensee failed to ensure that staff implemented the fall and injury prevention 
strategies for a resident. 
 
Rationale and Summary: 
 
The home's fall prevention program identified that prevention strategies to reduce 
or mitigate falls should be in place for each resident. 
 
A resident's falls prevention strategies were not followed when their call bell was 
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ringing for an extended period of time without response. 
 
The ED said staff should have responded to the resident's call bell when they came 
on their shift. 
 
 Failure to respond to a resident's call for assistance put the resident at risk for harm 
due to unsuccessful self transfers. 
 
 Sources: CIS 2863-000014-24, plan of care, Tacera call history, home's 
investigation, interviews with resident and staff. 
 
[659] 
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