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

This inspection was conducted on the following date(s): August 28, 2013
H-000380-13

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care (DOC), Supervisor of Care, Charge nurse and Environmental
Manager.

During the course of the inspection, the inspector(s) reviewed the resident's
clinical records, home's internal investigation notes, staff personnel file and
policy and procedures related to Falls Prevention, Minimizing of Restraints and
Prevention of Abuse and Neglect.

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 S.0. 2007, c¢.8, s. 6.
Plan of care '

- Specifically failed to comply with the fbl!owing: .

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).

Findings/Faits saillants :
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1. The licensee failed to ensure the care set out in the plan of care was prowded to
resident #101 as specified in the plan.

Review of the resident #101 plan of care, Resident Assessment Protocol (RAP) for the
past three quarters and interview with the staff indicated that the resident is a total
mechanical lift, requires total assistance of two staff for all aspects of activities of daily
fiving (ADL) and the bed to be at the lowest position while in bed for safety and falls
prevention strategies.

Interview with the Registered Staff, Supervisor of Care and review of the home's
internal investigation notes confirmed that in June 2013 two Personal Support :
Workers (PSW) initiated care for resident #101. While providing care, one PSW left to
assist another resident while the second PSW continued to provide care for the
resident. While providing care alone to the resident, the second PSW left the resident
unattended, leaving the resident in an unsafe situation. While unattended, the resident
fell out of bed and sustained an injury. [s. 6. (7)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure the care set out in the plan of care is provided
to resident as specified in the plan, to be implemented voluntarily.

Issued on this 3rd day of September, 2013

Signature of Inspector(s)/Signature de Pinspecteur ou des inspecteur
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