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LAUREN TENHUNEN (196} 

Critical Incident 

Inspection Summary/Resume de l'inspection 

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

During the course of the inspection, the inspector(s) spoke with the administrator, the Director of Care (DOC}, 
the Assistant Director of Care (ADOC), Registered Nurses (RN), Registered Practical Nurses {RPN), Personal 
Support Workers (PSW} 

During the course of the inspection, the inspector(s) conducted a tour of the home, observed the provision of 
care and services to residents, reviewed the resident's health care record, reviewed the critical incident report 
submitted to the Ministry of Health and Long-Term Care (MOHL TC), reviewed the home's fall prevention and 
management program and policies 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES 
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WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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legends 

WN - Avis ecrit 
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Soins de longue duree 
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VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 

Non-compliance with.requirements under the Long-Term Care le non-respect des exigences de la Loi de 2007 sur les foyers de 
Homes Act, 2007 (LTCHA}was found. (A requirement under the soins. de tongue duree {LFSLO) a ete constate. (Une exigence de la 
LT CHA includes the requirements contained in the items listed in loi comprend les exigences qui font partie des elements enumeres 
the definition of "requirement under this Act" in °subsection 2( 1) dans la definition de « exigence prevue par la presente loi », au 
of the L TCHA.) ••• • • • paragraphe 2(1) de la LFSLD. 

The following constituteswritten notification of non:..Compliance 
under paragraph 1 of section 152 of the L TCHA 

Ce qui suit constitue un avis, ecrit de non-respect aux termes du 
paragraphe 1 de !'article 152 de la LFSLD. 

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 subsections: 

s. 49. (1) The falls prevention and management program must, at a minimum, provide for strategies to reduce 
or mitigate falls, including the monitoring of residents, the review of residents' drug regimes, the 
implementation of restorative care approaches and the use of equipment, supplies, devices and assistive aids. 
0. Reg. 79/10, s. 49 (1). 

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. 0. Reg. 
79/10, s. 49 (2). 

Findings/Fails saillants : 

1. An interview was conducted with the DOC regarding the home's current falls prevention and management program 
and subsequent Policy# NSPOL 144, with a revision date of March 2010. The DOC stated to the inspector "this is the 
policy in place at this time, and encompasses the whole program of falls prevention and management". Inspector 
reviewed the home's falls prevention and management program and identified that it does not contain strategies to 
reduce or mitigate falls, and there is no reference to the monitoring of residents, the review of residents' drug regimes, 
the implementation of restorative care approaches and the use of equipment, supplies, devices and assistive aids. The 
licensee failed to ensure the falls prevention and management program, at a minimum, provides for strategies to reduce 
or mitigate falls, including the monitoring of residents, the review of residents' drug regimes, the implementation of 
restorative care approaches and the use of equipment, supplies, devices and assistive aids. [O. Reg. 79/10, s. 49 (1 ). ] 
2. A Critical incident report was submitted to the MOHL TC in August 2011 for an injury to a resident that resulted in 
transfer to hospital. During the inspection, the progress notes for this resident were reviewed by the inspector and 
identified a prior fall earlier in August 2011. A "post fall investigation" was completed by registered staff after the fall 
early in August 2011 and this document outlined the circumstances surrounding the fall. An interview was conducted 
with the DOC, and it was verified that the home utilized the "post fall investigation" document as a post-fall assessment 
instrument. This document did not include a clinically appropriate assessment instrument. The licensee failed to 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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VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance ensuring the licensee's fall 
prevention and management program provides for strategies to reduce or mitigate falls, the monitoring of 
residents, the review of residents' drug regimes, the implementation of restorative care approaches and the use 
of equipment, supplies, devices and assistive aids and includes post-fall assessments using a clinically 
appropriate assessment instrument that is specifically designed for falls, to be implemented voluntarily. 

Issued on this 24th day of February, 2012 

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