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

This inspection was conducted on the following date(s): February 6, 7 2014
This critical incident inspection refers to Log # H-000131-14

" During the course of the inspection, the inspector(s) spoke with Environmental
Services Supervisor, Assistant Director of Care, Administrator, Regional
Manager of Clinical Services, Registered nursing staff and Personal Support
Workers.

During the course of the inspection, the inspector(s) observed several tub lift
chairs, toured the home, reviewed manufacturers' instructions for tub lift chair,
observed care provided, reviewed clinical notes and policies of the home.

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 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. O. Reg. 79/10,
s. 36.

Findings/Faits saillants :

1. The licensee did not ensure that safe transferring and positioning techniques were
used when assisting Resident #1 into the bath tub via the bath chair lift. The bath
chair lift tipped over while Resident #1 was still sitting in it. Resident #1 did not sustain
any injury. The Regional Manager of Clinical Services and the Administrator confirmed
this unsafe transfer occured. [s. 36.]

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 all staff use safe transferring and
positioning devices or techniques when assisting residents, to be implemented
voluntarily.

Issued on this 21st day of February, 2014
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