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Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 
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The purpose of this inspection was to conduct a Complaint inspection. 

During the course 6f the inspection, the inspector(s) spoke with the Administrator, Assistant Director of Care, 
Registered/Personal Support nursing staff and the Physiotherapist 

During the course of the inspection, the inspector{s) observed the resident, reviewed the clinical record and 
reviewed the homes policies/procedures and program related to falls. 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Findings of Non-Compliance were found during this inspection. 

Legend 

WN - Written. Notification ., 
VPC '- Voluntary Plan of Correction 
DR- Director Referral • • • 
CO~ Compliance Order -
WAO - Work and Activity Order 
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Non-compliance with requirements.un4.ertheLong,Temi¢are ....•.• Le r1on,respecf.des;exige11ces del~Lc,ide. 2007 sur lesJoyers de. 
Homes Act, 2007 (LTCHA) was found, (Are.quirementunder the soins deJongue duree.(LFSLD) a ete.constate/(Une.exigence de la 
L TCHA includes. the require.ments· contal.ned. in .the .. items Hsted•.ln lol comprendles•exigences qui font partie .des.elements enurneres 
the definition of "requirement under lhisAct'!Jn subsecUo~ 2(1) ct.an~_la definmond.e « exigenceprevue.par la ptesente loi », au 
oftheLTCHA.) • paragraplle 2(1) de laLFSLD; • • 

The.folio.wing ·constitutes·wrtUen n~tificatici~~f non-09111J11anc,, ii~ui;ulf~niuMJVo a&is JcrWde•non'resi~c;~~xterrnes•du 
under paragraph 1 of section 152of the LTCHA: • •• paragrapheJ dfl'article 152 de la LFSLD. ' .,, 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (4) The licensee shall ensure that the staff and others involved in the different aspects of care of the 
resident collaborate with each other, 
(a) in the assessment of the resident so that their assessments are integrated and are consistent with and 
complement each other; and 
(b) in the development and implementation of the plan of care so that the different aspects of care are integrated 
and are consistent with and complement each other. 2007, c. 8, s. 6 (4). 

Findings/Fails saillants : 

1. Physiotherapy and Nursing staff did not collaborate in the assessment of an identified resident, with respect to multiple 
falls. 
a) The resident experienced multiple episodes of falling in 2011. Nursing staff conducted an assessment of the resident 
related to falls and identified the resident as a risk for falling. The Physiotherapy staff confirmed that a physiotherapy 
assessment of the resident during this time period did not address falls and particularly the recent increase in falls 
experienced by this resident. Physiotherapy staff confirmed they were not aware that this resident was having falls and 
the results of the assessments completed by nursing staff were not shared with the physiotherapy staff. 

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

Specifically failed to comply with the following subsections: 

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 
(b) is complied with. 0. Reg. 79/10, s. 8 (1). 

Findings/Fails saillants : 

1. The licensee did not comply with their established policies, procedures and process required with respect to falls 
prevention and management. 
The licensee policy# NUR-V-66 "Falls - Resident" directs staff to notify physician of the incident, notify the family of the 
incident, complete an "Incident Report", document the resident's condition for 48 hours following all falls and complete an 
"Immediate Fall Debrief'. 
An identified resident had multiple falls in 2011 and the Power of Attorney(POA) was not notified on 2 occasions, an 
immediate fall debrief was not completed by the multidisciplinary team on 5 occasions, the physician was not notified on 
2 occasions and the resident's condition was not monitored for 48 hours following the fall on 3 occasions. 
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Issued on this 6th day of December, 2011 
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Homes Act, 2007 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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