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Licensee/THulaire de permis

9556464 ONTARIO LIMITED
3700 BILLINGS COURT. BURLINGTON, ON, L7N-3N6

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

MILLENNIUM TRAIL MANOR
6861 OAKWOOD BRIVE, NIAGARA FALLS, ON, L2E-685

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

BERNADETTE SUSNIK (120)

The purpose of this inspection was to conduct a Critical Incident inspection.
During the course of the inspection, the inspector(s) spoke with the acting Administrator and Director of Care
regarding the submission of critical incident related to an injury sustained by a resident during a transfer. (H-
001141-11)

During the course of the inspection, the inspector(s) reviewed the home's investigative documents, transfer and
lift policies and procedures, staff educational attendance records and the resident's care documents,

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

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S,0. 2007, c.8, s. 6. Plan of care
Specifically faited to comply with the following subsections:

$. 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, ¢. 8, s. 6 (7).

Findings/Faits saillants :

A personal care worker caring for a resident in 2011 did nof follow the resident's plan of care. The resident's plan of-care
describes the resident as "high risk" for falls and that they need to be fransferred by two people when they are being
transferred. The worker did not follow the directive and transferred the resident by themselves. As a result, the resident
was injured and was transferred to hospital. The management of the home conducted an investigation immediately and
took follow-up action.

Issued on this 2{s}t day of November, 2011

Signature of Inspector(s)/Signature de I'inspecteur ou des ingpecteurs
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