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Ministry of Health and Long-Term Care Hamilton Service Area Office Bureau réglonal de services de Hamillton
Health System Accountability and Performance Division 119 King Street West, 11™ Floor 119, rue King OQuest, 11iém étage
Performance Improvement and Compliance Branch Hamilton ON L8P 4Y7 Hamilton ON L8P 4Y7

Ministére de la Santé et des Soins de Telephone: 905-546-8294 Téléphone: 905-546-8294

longue durée Facsimile: 905-546-8255 Télécopleur: 905-546-8255

Division de ta responsabilisation et de la performance du
systéme de santé
Direction de Famélioration de la performance et de [a

" conformité
. N —
I:I Licensee Copy/Copie du Titulaire Public Copy/Cople Public
Date(s) of inspection/Date de I'inspection | inspection No/ d’inspection Type of Inspection/Genre d'inspection
April 26 & 27, 2011 2011_167_2912_26Apr104255 Inspection related to critical
incidents H-00414 and H-01120

Licensee/Titulaire
Delcare LTC inc.
4800 Dufferin Street,
Toronto, Ontario
M3H 558

Long-Terim Care Home/Foyer de soins de longue durée
Cawthra Gardens Long Term Care Community

590 Lolita Gardens

Mississauga, Ontario

L5A 4N8

Name of Inspector{s)/Nom de Pinspecteur(s)

Marilyn Tone # 167 _ o _

.Thé”purpose' 6f' this inspection was to conduc'f an "iﬁspéctiho“n related to two critical incident réﬁoris.

During the course of the inspection, the inspector spoke with: The Director of Care, the Administrator and staff
on the unit where the identified residents reside.

During the course of the inspection, the inspector conducted a review of the health files for the identified
residents, reviewed the investigation notes related to both incidents and reviewed the home’s policy and
‘procedure related to Falls Prevention.

The following Inspection Protocols were used in part or in whole during this inspection:

Personal Support Services Inspection Protocol
Falis Prevention Inspection Protocol

E Findings of Non-Compliance were found during this inspection. The following action was taken:

2WN
1VPC
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Z;DeflnTtionleéfinitions

WN - Wiitten Notifications/Avis écrit - '
VPG — VoluntaryP}an ofOorrecuoanEan de redressementvolontalre S

16 sulvant constltuer un avis d’écnt del’ exlgence prévue Ee paragraphe 1

The fo][ovwng conslitutes written notlﬂcatson of non cempliance under .
R T ‘de echon 152 de los foyers de soms de Iongua durée

_paragraph of sectlort 152 of the LTCHA

Non compﬂance with requrrements under Ehe Long-Term Care Homes ] Non- respect avecles exigenoes sur le Lcur de 2007195 foyers de soins. de

‘Act, 2007 (LTCHA) was found, (A requirement under the LTCHA in_c{udes {ongue durde 2 trouveé. (Une exigence dans le lol comprend les exagences
the requirernénts contalned In the ftsms Histed in the deflnition of “: U contenuas dans les polnts énumérés dans la définition de. exlgence b
reqmrement under this Act“ in subsection 2{1) of the LTCHA) ~ 0 0 '_prévue par Ia présente Ioi” au paragraphe 2(1idela Iol ISR

WN #1: The Licensee has failed to comply with LTCHA, 2007, $.0. 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:
The identified resident was not transferred as directed in their plan of care.

The plan of care indicated that the identified resident was to be transferred using a sit/stand lift and with the
assistance of two staff. The identified resident did not receive the required amount of assistance during the
transfer resulting in a fall.

Inspector ID #:. | # 167

WN #2: 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.

Findings:

The identified resident was not transferred using safe transferring technique.
The identified resident was transferred with a sit/stand lift with assistance of only one staff.
1) The identified resident’s plan of care indicates that they are to be transferred using a sit/stand lift and
{wo staff assistance.
The assessed number of staff were not used to provide safe transferring technique for the identified resident.

Inspector ID#: | #167
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VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 8.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that staff use safe
transferring and positioning devices or techniques when assisting residents, to be implemented voluntarily.

Signature of Licensee or Representative of Licensee
Signature du Titulaire du représentant désigné

Signature of Health System Accountability and Performance Division
representative/Signature du {de [a) représentant({e) de la Division de la
responsabilisation et de la performance du systéme de santé.

Title: Date:

Date of Report: (if different from date(s) of inspection}.

May 4, 2011
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