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Long-Term Care Home/Foyer de soins de longue durée
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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
RICHARD HAYDEN (127)

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

During the course of the inspection, the inspector(s) spoke with the administrator and co-directors of care
regarding H-002071-11.

During the course of the inspection, the inspector{s) reviewed management's investigation file of the incident, a
resident's plan of care, policies and procedures, and an employee's personnel flle.

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

Findings of Non-Compliance were found during this inspection.

Page1of2



Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed fo comply with the foliowing subsections:

s. 6. {T7) The licensee shall ensure that the care set out in the plan of care is provided {o the resident as specified
in the plan. 2007, c. 8, 5. 6 (7).

Findings/Faits saillants :

1. On January 24, 2012, the inspector confirmed the foltowing:

The licensee failed to ensure the care set out in an identified resident's plan of care was provided to him/her as specified
in the plan. In 2011, a staff member did not ensure the resident's safety when hefshe left him/her alone while he/she was
being toileted. The resident attempted to get off the toilet without assistance and was found on the floor by staff. The
resident did not sustain any injury as a result of the fall.

The resident's plan of care that was current at the time of the incident indicated he/she required extensive assistance for
the entire toileting process, transferring on/off toilet and that staff were to ensure his/her safety.

Management's documentation included a signed letter from staff describing the incident. They were trained in 2011 on
proper transfer techniques and subsequently retrained.

Issued on this 16th day of February, 2012

:gnrof Ispector)Slgnature del msece ou des mspcteurs

Page 2 of 2



