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Licensee/Titulaire 
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tongue duree 

Bureau regional de services de Hamilton 
119, rue King Quest, 11 iem etage 
Hamilton ON L8P 4Y7 

Telephone: 905-546-8294 
Telecopleur: 905-546-8255 

D Licensee Copy/Copie du Tltulalre ~ Public Copy/Copie Public 

Inspection No/ d'lnspection 
2010_146_2890_27Sept140222 

Type of Inspection/Genre d'lnspectfon 

Critical incident 2890-000007-10 

Bella Senior Care Residences Incorporated, 1000 Finch Avenue West, Suite 901, Toronto, On., M3J 2V5 

Long-Term Care Home/Foyer de soins de longue duree 
Bella Senior Care Residence, 8720 Willoughby Drive, Niagara Falls, ON., l2G 7X3 

Name of lnspector(s)/Nom de l'lnspecteur(s) 

Barbara Naykalyk-Hunt, L TC Homes Inspector - Nursina #146 

The purpose of this inspection was to conduct a Critical Incident inspection regarding a resident fall with injury 
possibly from improper care. 

During the course of the inspection, the inspector spoke with: the Director of Care (DOC), registered nursing 
staff, receptionist, 3 residents, 

During the course of the inspection, the inspector: reviewed the health file, reviewed the policy regarding falls 
prevention, reviewed the Falls Management Program written guidelines, met and observed the resident 

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

~ Findings of Non-Compliance were found during this inspection. The following action was taken: 
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Wh~l6llo~ln~ co~tit~t~ \Vri~~n n~tiflcatlo~ of no~~com~llance un<lir > : . ~~ ~lli~~nf<;oriiititu~r Gn ~iris ~;~0ritd~iexig~p~e pr~\!U8 I~ paragraph& 1 .•• 
piiragraph J of section 152 of the L TCHA. •• • • • • • • •• • • •• • • • • • • • •• •• ··• • tie sectlcm 152 de le~ foyEin;i de solris de l_ongue duree. > • • • • 

••Jo~-d;~~li~hd~;[ithiequifEHTient~· uncJer tha.IconJ-.Term •• Care •~~mes •.·· •·.• ·. No~-rispect.~v~~ ,~•e~gences'iur 1i£Jj~~? 1;}oj,~~ .de s~~·d; •.• • 
·Act, 200? (L TCHA) Was f<>uhd, JA rEiqtilrement unifertf,le LTGHA Includes • longua durtja a trouvl3. (Una exigence dans le loi i:omprend las exigences.·· 
the reqtiirame~ts co11tairiediri thi item{11sted .,n.ttiedefinmonof .•:ii•·••.·.·•··••.•·•/· conteriuas. dans les points enurrieres dans la definition de •exigence••·.·•··•···· 
~requirement under ttiis A.::t• .iri-stJbsi:lcticin 2(11 of the LTCl-lA:) < • • ·• • prei.:ue pa( la presente_ loi" au paragrapha ?(1) de la lot •• •• 

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.O.2007, c.8, s.24(1): 

A person who has reasonable grounds to suspect that any of the following has occurred or may occur 
shall immediately report the suspicion and the information upon which it is based to the Director: 

1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to 
the resident. 

Findings: 

1. A resident, fell with injury while seated in wheelchair in hallway. According to the Critical Incident (Cl) 
report, the chair alarm had not been attached as per the care plan(improper care). The Cl was reported to the 
Ministry 8 days after the fall. The resident sustained a bump on the head, an abrased left knee and a painful, 
swollen left wrist which was later diagnosed as fractured. 

WN #2: The Licensee has failed to comply with LTCHA, 2007, S.O.2007, c.8, 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). 
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1 A resident attempted to self-transfer out of a chair and fell to the floor, sustaining injuries. The Posey alarm 
had not been attached and/or checked by staff as directed in the care plan's intervention. 

Signature of Licensee or Representative of Licensee 
Signature du Titulalre du representant deslgne 

Title: Date: 
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Signature of Health System Accountability and Performance Division 
representative/Signature du (de la) representant(e) de la Division de la 
resp nsabillsation et e la performance du systeme de sante. 

~-1,C,V'- - ~r 

Date of Report: (if different from date(s) of inspection). 


