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The purpose of this inspection was to conduct an inspection related to transferring of residents.

During the course of the inspection, the inspector spoke with: nursing staff, Assistant Director of Care, Acting
Administrator, residents.

During the course of the inspection, the inspector observed care, observed fransfer equipment, interviewed
residents, interviewed staff, reviewed the clinical record of 5 residents.

The following Inspection Protocols were used in part or in whole during this inspection: Falls Prevention and
Management Protocol.

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

[21WN
[2]VPC

_NON-

-_3_Definitions!Déﬁnition

ff__wu — wiitien NotﬁcaﬁonslAws berit

poct
durée & frouvé: (Une exigenoe dans le lol comprend ies 8 gences
conten s dans les points énumérés dans Ja définttion de exigenoe

r Ia présente iot” au paragraphe 2(1) de la [oi e

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, c. 8, s.6(7)

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:

1. Three residents were transferred back to bed by one Personal Support Worker instead of two and
with the mechanical lift.
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2. Anidentified resident required a device while sitting in their chair, however this was not provided.

2. An identified resident did not receive a device on their bed as part of their fall prevention plan.

Inspector ID#: | 169

Additional Required Actions

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 that ensures resident’s receive care
according to their plan of care, This plan is to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg. 79/10, s. 36.

36 Every licensee of a long-term care home shall ensure that staff uses safe transferring and
positioning devices or techniques when assisting residents.

Findings:

1. Three residents were transferred back to bed in an unsafe manner. They were fo be transferred
using the mechanical lift and this was not done.

2. An identified resident was observed self transferring into bed and the personal support worker did
not intervene to provide the assistance as per the plan of care.

‘Inspector ID #: | 169

Additiohal Required Actions

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance that ensures resident’s are
transferred using safe methods, according to their plan of care . Also residents will be provided with all safety
equipment, according to their plan of care.. This plan is to be implemented voluntarily.

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Divisicn
Signature du Titulaire du représentant désigné representative/Signature du (de ia) représentant(e) de la Division de la
responsabilisation et de la performance du systéme de santé.

Page 3 of 4




.P\'";> .
ff*' Ontario

Ministry of Health and
Long-Term Care

Ministére de la Santé et

Inspection Report
under the Long-
Term Care Homes
Act, 2007

des Soins de longue durée

Rapport
d’inspection prévue
le Loi de 2007 les
foyers de soins de
longue durée

e

Title:

Date:

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

Page 4 of 4




