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Date(s) of inspection/Date de l'inspection Inspection No/ d'inspection 

May 12-13, 2011 2011_106_9608_12May151804 
Licensee/Titulaire 
Kenora District Home for the Aged Board of Management 
35 Van Home Avenue, Box 725, Dryden, ON P8N 224 
Long-Term Care Home/Foyer de soins de longue duree 
Princess Court 
Princess Street, Box 725, Dryden, ON P8N 224 
Name of lnspector(s)/Nom de l'inspecteur(s) 
Margot Bums-Prouty (106) 

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

Type of Inspection/Genre d'inspection 

Critical Incident 

During the course of the inspection, the inspector spoke with: Director of Care, RAI Coordinator, Registered 
Practical Nurses, Personal Support Workers, and Residents 

During the course of the inspection, the inspector: Conducted a walk-through of all resident home areas and 
various common areas, observed care provided to residents in the home, reviewed electronic plans of care, 
reviewed written plans of care, reviewed progress notes, and interviewed staff members. 

The following Inspection Protocols were used during this inspection: Prevention of Falls and Minimizing of 
Restraints. 

i:gj Findings of Non-Compliance were found during this inspection. The following action was taken: 
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WN #1: 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. 

Findings: 
1. The admission progress note for a resident indicates that a resident is to have a bed alarm installed. 
2. In the plan of care for a resident, there is an intervention that states, "Install bed alert'' 
3. The resident had an unwitnessed fall and was found on the floor by staff. 
4. A progress note for the resident states, "During check to see why bed alarm did not alert the staff to 

this fall writer found it at the bedside but not hooked up ie pad to unit and electricity to unit.." 
5. The licensee failed to ensure that the bed alarm was installed as specified in a resident's plan of care. 

Inspector ID #: 
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Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division 
Signature du Titulaire du representant designe representative/Signature du (de la) representant(e) de la Division de la 

responsabilisation et de la performance du systeme de sante. 
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