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

This inspection was conducted on the following date(s): November 19, 20, 21,
22,2013

During the course of the inspection, the inspector(s) spoke with Resident,
Director of Nursing, Nurse Manager, Staff Education Coordinator, Registered
Practical Nurses (RPN), and Personal Support Workers (PSW).

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

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

Findings of Non-Compliance were found during this inspection.
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|Le non- respect des exig
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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 following:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a
written plan of care for each resident that sets out,

(a) the planned care for the resident; 2007, c. 8, s. 6 (1).

(b) the goals the care is intended to achieve; and 2007, c. 8, s. 6 (1).

(c) clear directions to staff and others who provide direct care to the resident.
2007, c. 8, s. 6 (1).

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 that there is a written plan of care for each resident
that sets out clear directions to staff who provide direct care to the resident.

Review of the written plan of care for resident #001 directs staff to have resident #001
on bed rest and provides no directions for assistance required for transferring. On an
identified date resident #001 was observed to be out of bed and seated in a
wheelchair. An interview with RPN #1 revealed that resident #001 was not currently
on bed rest and has been getting out of bed for approximately one week with two
person assistance for transferring. An interview with PSW #1 indicated that resident
#001 required one person assistance for transferring. An interview with an identified
‘Nurse Manager indicated that the written plan of care for resident #0001 did not provide
clear directions for staff related to transferring assistance needs. [s. 6. (1) ()]

2. The licensee failed to ensure that the care set out in the plan of care is provided to
the resident as specified in the plan.

The written plan of care for resident #001 indicated that the floor alarm with sensor
was to be applied near the bedside. Resident #001 was observed in bed on an
identified date with the floor mat placed primarily under the bed. An interview with
RPN #1 confirmed that the floor mat was not properly positioned and the RPN then
pulled the floor mat out from under the bed and positioned it near the bedside as per
the the written plan of care. [s. 6. (7)]

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 to ensure that the written plan of care provides clear
directions to staff and others who provide direct care to the resident and that
the care set out in the plan of care is provided to the resident as specified in the
plan, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc.,
to be followed, and records
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Specifically failed to comply with the following:

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 O. Reg. 79/10, s. 8 (1).

(b) is complied with. O. Reg. 79/10, s. 8 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that the home's Post Fall Assessment Policy revised
July 2010 within the Falls Prevention Program was complied with.

The home's Post Fall Assessment Policy revised July 2010 states that after each fall
the resident will be assessed using the the Risk Incident assessment in Point Click
Care. Review of the clinical record for resident #001 revealed that resident #001 had a
fall on a specified date and the Risk Incident assessment was not completed. An
interview with the identified Nurse Manager responsible for the Falls Prevention
Program confirmed that the Risk Incident assessment was not completed following
this fall and that the aforementioned policy had not been complied with. [s. 8. (1)]

Issued on this 26th day of November, 2013

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