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Licensee/Titulaire de permis

CHARTWELL MASTER CARE LP
100 Milverion Drive, Suite 700, MISSISSAUGA, ON, L5R-4H1

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

THE GIBSON LONG TERM CARE CENTRE
1925 STEELES AVENUE EAST, NORTH YORK, ON, M2H-2H3

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

SUSAN SQUIRES (109)
Inspection Summary/Résumé de I'inspection

The purpose of this inspection was to conduct a Follow up inspection.

This inspection was conducted on the following date(s): May 28, 2013

During the course of the inspection, the inspector(s) spoke with Director of Care,
Residents, PSW staff, Registered nurses

During the course of the inspection, the inspector(s) Observed the care activities
related to safe transfers, conducted a walk through of the units, reviewed
components of the health record for resident # 2 and # 3, reviewed the homes
education materials, meeting minutes related to nursing practice and
mechanical lift safety, audit tool developed by the home

The following Inspection Protocols were used during this inspection:
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Personal Support Services

Findings of Non-Compliance were found

during this inspection.

NON-COMPLIANCE / NON - RESPECT DES EXIGENCES
Legend Legendeé
WN — Written Notification WN — Auvis ecrit

VPC — Voluntary Plan of Correction
DR — Director Referral

CO - Compliance Order

WAQO — Work and Activity Order

VPC - Plan de redressement volontaire
DR - Aiguillage au directeur

CO - Ordre de conformité

WAO - Ordres : travaux et activités

Non-compliance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the
requirements contained in the items listed
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

The foliowing constitutes written
notificaticn of non-compliance under
paragraph 1 of section 152 of the LTCHA.

Le non-respect des exigences de la Loi de
2007 sur les foyers de soins de longue
durée (LFSLD) a été constaté. (Une
exigence de la loi comprend les exigences
qui font partie des éléments énumeérés
dans la définition de « exigence prévue
par la présente |oi », au paragraphe 2(1)
de la LFSLD.

Ce qui suit constitue un avis écrit de non-
respect aux fermes du paragraphe 1 de
l'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.

Plan of care

Specifically failed to comply with the following:

s. 6. (7) The licensee shall ensure that th

e care set out in the plan of care is

provided to the resident as specified in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The licensee failed to ensure that the care set out in the plan of care is provided to
the resident as specified in the plan.

Resident # 3 requires a full hoyer mechanical lift and 2 staff for all transfers.

On an identified date, a Personal Support Worker (PSW) transferred the resident
without a mechanicat lift and without ancther staff member. The PSW transferred the
resident by standing the resident up and pivoting the resident to turn and sit.

This posed a risk of injury to the resident and did not follow the plan of care as
specified. [s. 6. (7)]

THE FOLLOWING NON-COMPLIANCE AND/OR ACTION(S)/ORDER(S) HAVE
BEEN COMPLIED WITH/

LES CAS DE NON-RESPECTS ET/OU LES ACTIONS ET/OU LES ORDRES
SUIVANT SONT MAINTENANT CONFORME AUX EXIGENCES:

COMPLIED NON-COMPLIANCE/ORDER(S)

“REDRESSEMENT EN CAS DE NON-RESPECT OU LES ORDERS:

REQUIREMENT:" TYPE OF ACTION/ INSPECTION # / INSPECTOR ID #/
EXIGENCE GENRE DE MESURE NO DE L'INSPECTION |NO DE L'INSPECTEUR
O.Reg 79/10 s. 36. |CO #001 2013_162109_0002 108

Issued on this 4th day of June, 2013
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