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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): October 16, 2013 

During the course of the inspection, the inspector(s) spoke with The 
Administrator, Director of Care (DOC), Registered Practical Nurse (RPN), 
Personal Support Worker(PSW) 

During the course of the inspection, the inspector(s) reviewed clinical health 
record, policies and procedures and observed care interventions 

The following Inspection.Protocols were used during this inspection: 
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Findings of Non-Compliance were found during this inspection. 

:.'_.,;/-·;;.;');'~·.-·:t;;:.lw~~r.f7•i'~'~~~-'c· if:ii1~;~1~.,·:,ttJ1~cle;::, ·. N'•*ic<:R•·:·r!fs···~ec·:·~,o··:':-e·:s·""fe·~".x··• ,··G'>e" ... N.; •• c •• •e···.s· ··,-;.;,;j{?~:, ,.;, 
,;!'..;:~ · :,_' .. . J.~::~; ,'-;;i· •:__43·.'1 :-·1 .. J~,UI~~- ~UI.VJrnl.,.; l."\N,u ; ' • .. \;Jl,tt • ·,' . ~ ... . r:;~ '. I i- • .,_ , ~ ' . " 1• ·.-:;.~fl•':¥~-.). 

:';. :: ::}-: ,,~· 

- . - : ! 

The foll.owir1Q 0to.t:iS.titbtes-wrfften·•·•: • :~ ,: .• c.e· g!-!F§uit QO}lstitue un avi~·.e9rit d.er nqrit i, . 
. ·notifi1/~Jt~·9··;0.f}j1§'.q~{~lbPh~il;q~:·un-cfeft,:· . . resi5-~d-'aux;l~hries du·.paragr'aphe::1 d.Ei{:,:'. 
p~ragraph .-f i'(!j:f-ts~g!L9h -'l9? ofJh.~ urpHA. · l'~rti:cHe•:·-1s£ci~"fo ,LFSL6: .··• • • : C:'/~~r:,:: .. -
• •• •. ,) • ' ·~:,:-;..>:~\::tJ?t!~fiJr:):: _:::}t •• > ~ 

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

s. 6. (8) The licensee shall ensure that the staff and others who provide direct 
care to a resident are kept aware of the contents of the resident's plan of care 
and have convenient and immediate access to it. 2007, c. 8, s. 6 (8). 

s. 6. (10) The licensee shall ensure that the resident is reassessed and the plan 
of care reviewed and revised at least every six months and at any other time 
when, 
(a) a goal in the plan is met; 2007, c. 8, s. 6 (10). 
(b) the resident's care needs change or care set out in the plan is no longer 
necessary; or 2007, c. 8, s. 6 (10). 
(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10). 
Findings/Faits saillants : 
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1. The licensee did not ensure that the care set out in the plan of care was provided to 
the resident as specified in the plan. 
Resident #001 's high risk for falls plan of care directed staff to ensure the bed sensor 
was in place and in working order when laying down in bed. In October 2013, the 
resident had been laying in bed however; crawled out of bed to use the bathroom. 
The DOC confirmed that the bed alarm was not in working order at the time and did 
not alarm staff when the resident crawled out of bed. The resident was found on the 
bathroom floor by staff and was sent to hospital with injury. [s. 6. (7)] 

2. The licensee did not ensure that the staff and others who provide direct care to a 
resident were kept aware of the contents of the resident's plan of care and have 
convenient and immediate access to it. 
A) The last print date for resident #001 's high risk for falls plan of care that was 
accessible to all staff was April 2013. The only intervention indicated for PSW staff 
who provided direct care was to monitor the resident for 72 hours post fall. The 
computerized plan of care included interventions to promote exercise, ensure the bed 
sensor was in place and in working order when the resident was laying in bed, ensure 
the resident was wearing appropriate footwear and review information post falls to 
determine cause. Registered staff confirmed that PSW staff did not have access to 
the computerized plan of care which was last updated in September 2013, and 
confirmed that the plan of care accessible for staff who provide direct care was not 
updated with the current content of the resident's plan of care. [s. 6. (8)] 

3. The licehsee did not ensure that the resident was reassessed and the plan of care 
reviewed and revised at least every six months and at any other time when the 
resident's care needs change or care set out in the plan was no longer necessary. 
A) The RPN reported that the residents health condition and care needs had recently 
changed. The resident previously used one side rail to transfer out of bed, they were 
able to use their walker and transfer themselves to the toilet however; the resident's 
health condition and care needs had recently changed. On October 16, 2013, at 
approximately 1005 hours the resident was observed in bed with both side rails in the 
up position. PSW staff confirmed that the resident used both side rails when in bed 
for safety. Staff reported that the resident used a chair alarm when up in their wheel 
chair as an intervention for the prevention of falls and this was observed by the 
inspector. The RPN confirmed that the residents current plan of care did not include 
recent changes in the residents care needs including interventions for safety and the 
use of side rails and interventions for the prevention of falls including a chair alarm. [s. <a{,o){t)] 
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--- -----------------------··---

Additional Required Actions: 

. . . 
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 , to be implemented voluntarily. 

Issued on this 28th day of October, 2013 

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