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rleesume de

The purpose of thls lnspectlon was to conduct a Cntlcal Inmdent System
inspection.

This inspection was conducted on the following date(s): March 7, 2013
During the course of the inspection, the inspector(s) spoke with one resident,
the Executive Director, Director of Care, Restorative Care Manager, one
Registered Nurse and Personal Service Manager.

During the course of the inspection, the inspector(s) reviewed one resident
health record and the home's Fall interventions, Risk Management Policy.

The following Inspection Protocols were used during this inspection:
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Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

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).
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Findings/Faits saillants :

1. The licensee of the home did not ensure that when a resident has fallen, the
resident is assessed and that where the condition or circumstances of the resident
requires, a post-fall assessment is conducted using a clinically appropriate
assessment instrument that is specifically designed for falls. Review of the health
record for one resident identifies an unwitnessed fall occurred and that a post fall
assessment using a clinically appropriate assessment instrument that is specifically
designed for falls, was not completed. Two staff confirm a post fall assessment was
not completed. [s. 49. (2)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance related to ensuring when a resident has fallen. the
resident is assessed that where the condition or circumstances of the resident
requires, a post-fall assessment is conducted using a clinically appropriate
assessment instrument that is specifically designed for falls,, to be
implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 50. Skin and
wound care

Specifically failed to comply with the following:

s. 50. (1) The skin and wound care program must, at a minimum, provide for the
following:

3. Strategies to transfer and position residents to reduce and prevent skin
breakdown and reduce and relieve pressure, including the use of equipment,
supplies, devices and positioning aids. O. Req. 79/10, s. 50 (1).

Findings/Faits saillants :
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1. The licensee did not ensure that the skin and wound care program at a minimum,
provided strategies to reduce and prevent skin breakdown and reduce and relieve
pressure including the use of equipment, supplies, devices and positioning aids.
Review of the health record for one resident revealed the presence of a pressure
wound and referral {o the Restorative Care Department for the resident to be
assessed for a pressure relief mattress. Since the referral to the Restorative Care
Department, the resident has presented with a second wound. On the date of
inspection, treatment continues to be administered to both areas of skin break down.
Three staff confirmed the resident has not been assessed for a pressure relief
mattress. [s. 50. (1) 3.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance related to the skin and wound care program providing
strategies to reduce and prevent skin breakdown and reduce and relieve
pressure, including the use of equipment, supplies, devices and positioning
aids,, to be implemented voluntarily.

Issued on this 12th day of March, 2013

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