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Date of inspection/Date de I'inspection

July 8, 2011

Inspection No/ d’inspection

2011-159120-0020

Type of Inspection/Genre d’inspection

H-001003-11 Critical Incident

Licensee/Titulaire

Revera Long Term Care Inc., 55 Standish Court, 8" Floor, Mississauga ON L5R 4B2

Long-Term Care Home/Foyer de soins de longue durée
Kilean Lodge, 83 Main Street E., Grimsby, ON L3M 1N6

Name of Inspector(s)/Nom de 'inspecteur(s)
Bernadette Susnik - Environmental Health #120

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

During the course of the inspection, the inspector spoke with the Director of Care.

During the course of the inspection, the home's investigative notes regarding the incident were reviewed, along
with the resident’s clinical records, the home’s policies and procedures and employee educational attendance

records.

The following Inspection Protocols were used during this inspection:

* Dignity Choice and Privacy
» Falls Prevention

Findings of Non-Compliance were found during this inspection. The following actions were taken:

2 WN

Pang 1 nf 2

IR - 0ORMH2 /K00




Ministry of Health and Inspection Keport Rapport d’'inspection

z l.ong-Term Care under the Long- prevue le Loi de 2007
/~ Ontario Term Care Homes  les foyers de soins
Ministére de la Santé et Act, 2007 de longue durée

des Soins de Iongue durée

-Definitlons}’Déflnitions _

.oluntary Plan of Correction/Plan de redressement volontatre

Irecm{ Beferratfﬁégtsseur envoyé -

-W'A Work and Actwlty Order/Ordres: _travaux et activités

--:The following constitutes written notifi cation of non-compliance un Le suivant constituer un avls d'éorit de l'exigence. prévue te paragraphe 1 '
':'paragrap 1.0f sectlo B2'of the LTCHA de sectson 152 ds les foyers de soins de iongus duré __

"Non omphance. thh requirements under the Long-Term Care Home: Non- tespect avec Jes exigences sut le Lof de 2007 les foyers de $oins de: ;_':
Act 2007 (LTCHA) was found.. {A requirement under the LTCHA includes | longue. durée A trouvé. (Une exigence dans le loi comprend les exlgences .
the'requirements contained in the items listed in the definition of: | contenues dans les peints énumérés dans la definlt[on de” exagence prévue '_3
“requirement under this Act' n subsection 2(1) of the LTCHA. _par !a présente lol" au paragraphe 2(1 Sl

WN #1: The licensee has failed to comply with the LTCHA, 2007, S.0. 2007, c.8, s.3.(1)1. Every hcensee_ '
of a Iong term care home shall ensure that the followmg nghts of restdents are fuliy respected and promoted

1 Every reSIdent has the rfght to be treated w:th courtesy and respect and in a way that fuﬂy recogmzes the:'_
: res;fdents mdtwdualtty and respects the resrdents o‘tgmty e '

Fmdmgs.

In 2011, 2 perscnal service workers were assisting a resident when one worker made an inappropriate and
derogatory statement to the other worker regarding the elderly. This statement was made disrespectfully in the
presence of the resident. The home conducted an investigation and took appropriate actions.

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 transfemng and posrtfomng dewces or techmques when assrstrng
res:dents S R B R T e e s e e e
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In 2011, a personal service worker transferred a resident using an inappropriate lift for the resident’s condition,
compromising the safety of the resident. Another worker witnessed the unsafe transfer technique and reported
it to their supervisor. According to the Director of Care, the worker admitted that they knew that the decision to
use one lift over another was not appropriate and that it could have compromised the safety of the resident.
The resident was not injured. The home conducted an investigation and took appropriate actions.

Slgnature of Hea!th System Accountabtlity and Performance Divislon representatwefStgnature du (de lay représentant(e) de Ia Dlwsmn de la
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