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REVERA LONG TERM CARE INC.
55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, LSR 4B2

Long-Term Care Home/Foyer de soins de longue durée

BURLOAK
5059 NEW STREET, BURLINGTON, ON, L7L-6W5

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs

lnspection SummaryIResume de I’mspect{on

The purpose of this mspectlon was to conduct a Mandatory Reporting mspectlon

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care, and nursing
staff

During the course of the inspection, the inspector(s) Reviewed resident's records, home's investigation
notes,and home's policies and procedures for Fall Infervention Risk Management, Transferring Requirements,
and Documentation .

The following Inspection Protocols were used during this inspection:
Falls Prevention

Personal Support Services

. Prevention of Abuse, Neglect and Retaliation

- Findings of Non-Compliance were found during this inspection.

'NON-COMPLIANCE / NON-RESPECT
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-WN #1 The Llcensee has failed to comply w;th LTCHA, 2007 S. 0 2007 c. 8 s, 6 Plan of care
Specifically failed to comply with the fol!owing subsections:

5. 6.(7) The llcensee shall ensure that the care set out in the plan of care is provided to the res:dent as specified
in the plan. 2007, c.8,s.6 (7)

Findings/Faits saillants :

1. The care for an identifed resident was not provided as set out in the resident's plan of care. The resident fell in
2011 while beirig assisted by one Personal Support Workér (PSW) in bathing. The fall resulted in an injury. The
resident's plan of care stated three staff should provide some physical assist for bathing as resident refuses to be
bathed. s5.6(7)

WN #2: The Licensee has failed fo comply with LTCHA, 2007 S.0. 2007, c.8, s. 19. Duty to protect
Specifically failed to comply with the following subsections:

s.19. (1) Every licensee of a long-term care home shall protect residents from abuse by anyone and shall
ensure that residents are not neglected by the licensee or staff. 2007, c. 8, s. 19 (1).

Findings/Falts saillants ;

1. An identifled resident was neglected by the staff in the home. The resident had a fali in the presence of the first PSW.
The resident was transferred o a chair by 2 PSWSs, without assessment by a registered nursing staff. The resident
complained of an inability to weight bear and pain when transferred to the chair. The first PSW then proceeded to
provide care without the 2nd PSW. The first PSW then left the resident alone for approximately 45 minutes, without
access to a call bell, while the PSW completed the nourishment pass for the home area. Staff who found the resident
described them as being slouched in'the chair and when they attempted to straighten them pain was evident. The fall
and subsequént change in mobility status was not reported to the charge nurse at the time of the incident. The resident
was transferred to hospital for further assessment. As resu[t of injuries resident's care needs for multiple activities of
daily living have increased. s.19(1)

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 36. Every licensee of a long-term care home
shall ensure that staff use safe transferring and positioning devices or techniques when assisting residents.
Reg. 79/10, s. 36.
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Findings/Faits saillants :

1. An identified resident was not transferred by staff in a safe manner. The resident had a fall in 2011 while in presence
of a Personal Support Worker (FSW). As a result of the fall the resident was unable to stand and expressed pain. The
resident was transferred to their bedroom using the sit/stand liff without transferring the resident to another chair for
mobilizing. The resident was not assessed by a registered staff prior to using the sit/stand lift. r.36

Issued on this 28th day of November, 2011

Signature of Inspector(s)S;gnature de 'inspecteur ou des inspecteurs

a7

Page 3 of 3



