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The purpose of this inspection was to conduct a Critical Incident inspection.
During the course of the inspection, the inspector spoke with:

Administrator, Director of Care, Unit Registered Practical Nurse and Resident.
During the course of the inspection, the inspector:

- Reviewed health care records, reviewed policy and procedures related to safe transfers and lifts,
reviewed personnel file of staff member involved in the incident, reviewed internal incident report and
home’s investigation repott related to the incident, toured the home, and observed staff in routine
duties.

The following Inspection Protocols were used during this inspection:

- Personal Support Services Inspection Protocol

X Findings of Non-Compliance were found during this inspection. The following action was taken:
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~ NON- COMPLIANCE / (
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_Nozlficataons/Aws écrit. L S
luntary Plan of Correctiom’Plan de redressement Volontalre
] _ector ﬁeferral/Reglsseu_r envoyé : g

A Non respect avec les emgences surle Lo: de 2007 fos foyers d
1 longue durée 3 1rouvé, (Une exigence dans e ol comprend les. extgences
contenues dans les pomis enumerés dans la’ dehnmon de ™ emgence S

WN #1: 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 transferring and positioning
devices or techniques when assisting residents.

Findings:

1. An identified resident was assessed as being a two person mechanical transfer, however, the resident
was transferred by one staff member which placed resident at potential risk for harm.
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