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Name of Inspector(s)/Nom de l'inspecteur(s)

abuse.

Falls Prevention

2 WN
2VPC

The purpose of this inspection was to conduct a critical incident inspection regarding alleged staff to resident
During the course of the inspection, the inspector spoke with: The Administrator, Director of Resident
Services, Dirgctor of Clinical Services, Registered and direct care staff members.

During the course of the inspectidn, the inspector: Reviewed the health record of a resident, reviewed in
service records on training related to safe lifts and transfers and zero tolerance for abuse.

The following Inspection Protocols were used in part or in whole during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection. The following action was taken: 4
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PRV BT

Definitions/Définitions

WN ~ Wiritten Notifications/Avis écrit

VPC - Voluntary Plan of Gorrection/Plan de redressement volontaire
DR - Diractor Referral/Régisseur envoyé

CO - Compliance Order/Ordres de conformité

WAO - Work and Activity Order/Ordres: travaux et activités

" The following constitutes written notification of non-compliance under Le suivant constituer un avis d'écrit de I'exigence prévue te paragraphe 1
paragraph 1 of section 152 of the LTCHA. de section 152 de-les foyers de solns de longue durge.

Non-compliance with-requirements under the- Long-Term { Cam Hames

Act, 2007-{LTCHA) wasfound. g@\w‘equh‘gmenl undgr 1haaL”(;§JE
the requiremenis coritained in‘the ftems listed In the definition 5t
"requirement under thls Act”in: subsectfon 2(1) of the' T.TGHA. }

1 Nan '-espact avec les exigences: sur Je:L:oj 08 2007.les foy&rs de soins de

WN #1: The Licensee has failed to comply with LTCHA, 2007. 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

U

Findings:
» The care plan specifies the resident requires assistance to be provided by two person(s) and
the usage of a hoyer lift for all transfers.
¢ Resident’s transferring requirements as per plan of care were not followed.

InspectorID#: | 116

VPC - pursuant'to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 8.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that the care set out in
the plan of care is provided to all residents as specified in the plan. To be implemented voluntarily.

WN #2: The Licensee has failed fo 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: :
» Plan of care for resident identifies requirement for all transfers to be provided by two persons
with the use of a hoyer lift.
+ Resident's transferring requirements as per plan of care were not followed.

Inspector ID #: 116

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.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.

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

Signature of Health System Accountability and Performance Divislon
representative/Signature du (de Ia) représentant(e} de la Division de la
responsabilisation et de la performance du systéme de santé.

A nLidied

| Title: Date:

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

June 16, 2011
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