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.ion Sum~/ 

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

During the course of the inspection, the inspector(s) spoke with the Director of Care(DOC), the Long-Term Care 
Unit Manager, the RAI Coordinator, several Registered Nurses (RN), several Registered Practical Nurses (RPN) 
and the Restorative Care Worker 

During the course of the inspection, the inspector(s) reviewed the home's policy on Falls Prevention and 
Management (policy # 605-96), reviewed a resident's health care record, reviewed the home's education plan 
related to Falls Prevention and Management, and observed resident care. 

The following Inspection Protocols were used during this inspection: 

Falls Prevention 

Personal Support Services 

Findings of Non-Compliance were found during this inspection. 
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WN #1: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each 
resident that sets out, 
(a) the planned care for the resident; 
(b) the goals the care is intended to achieve; and 
(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

Findings/Faits saillants : 

1. A resident's plan of care does not set out clear direction related to the resident's anxiety. The doctor documented in 
the resident's progress notes that the resident expressed anxiety to a specific situation. The anxiety and the strategies 
to manage the anxiety were identified in the resident's progress notes. 
Two RPNs were interviewed by the inspector on September 22/11 and stated that the resident continues to have the 
same anxieties and outlined the interventions that are usually successful. These interventions, however, were not 
included in the resident's plan of care. 
2.A resident's plan of care does not set out clear direction related to Falls Prevention and Management. A resident fell in 
the hallway outside the unit as the resident was ambulating. The resident's plan of care does identify that the resident is 
at high risk to fall, however, the long term actions identified in the Critical Incident sent to the Ministry of Health and Long 
Term Care (MOHL TC) were not included in the resident's plan of care. 
[L TCHA 2007, S. 0 2007, c.8, s, 6( 1 )( c )] 

Issued on this 15th day of December, 2011 
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