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Name of Inspector{s)/Nom de inspecteur ou des inspecteurs
LALEH NEWELL (147)

0 Inspection Summary/Résumé de P'inspection

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

During the course of the inspection, the inspector(s) spoke with Administrator, Assistant Director of Care

(ADOC), Nurse Consultant, Registered Staff and Personal Support Workers (PSWs)

During the course of the inspection, the inspector(s) reviewed resident health record, observed resident care
and reviewed home's policy and procedures.

H-000809-12
H-000786-12
H-000491-12

PLEASE NOTE: One non-compliance was found related fo the Licensee's failure to ensure that the drugs are
administered to residents in accordance with the direction for use specified by the prescriber under the Long

Term-Care Homes Act.
This non-compliance [0.Reg 79/10, s. 131{2)] was issued in RQl inspection #2012_026147_0013, commenced on
April 13, 2012 and is contained in the report of that inspection.

The following Inspection Protocols were used during this inspection:
Falls Prevention

Medication
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Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

NON-COMP_LIANCE / NON RESPECT DES. EXIGENCES

Legend o '.-;'Legendé S

WN — Writlen Nofification ~~++~* i N s écrit

VPC - Voluntary Plan of Correction - ' VPC — ‘Plan de redressement volontaire
DR = .Director'Referrai : : _ DR - Alguillage au. directeur. . -
CQ = Compliance Order : : “|CO = Qrdre de conformnte T

WAO — Work and Activity Order - S IWAQ = Ordres travaux e__act:wtes

Non- compnance with requnrements under thex Long-Term Cara Le nen- respect des zamgences de la L0| de 2007 sur les foyers de
Homes Act, 2007 (LTCHA) was found, {A requirement under the[soins de longue durée (LF_SLD) a été constaté. (Une exigence de la
LTCHA includes the requirements contained in the items listed inJloi comprend les exigences qui fant partie des éléments énumérés
the definition of * requtrement under this Act” in subsection 2(1) dans la définition de « exigence prévue par la présente loj », au

of the LTCI-EA ) ' T paragraphe 2{1) de la LFSLD.

The followmg constl_tutes wﬁtten notification of noen-compliance - {Ce qui, suit constltue un avis. écnt de nomn- respect aux termes du
under paragraph 1 of section 152 of the LTCHA. - ek paragraphe ‘i de lartlcle_’i 52 de ia LFSLD

WN #1: The Licensee has failed to comply with O.Reg 79)’1 0, s. 36. Every licensee of a Iong-term care home
shall ensure that staff use safe transferring and positioning devices or technigues when assisting residents. O,
Reg. 79/10, s. 36.

Findings/Faits saillants :

1. The licensee failed to ensure that staff use safe transferring and positioning devices or techniques when assisting
residents.

a) The plan of care for an identified resident related to transferring stated the resident is required to have iwo staff using
the mechanical [ift for all transfers.

b) Evidence shared with the home indicated staff were using improper {ransferring techniques while transferring resident.
¢} The improper transferring was confirmed with interviews with the family member, Administrator and Nurse Consultant.
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 5.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance to ensure that staff use safe
transferring and positioning devices or technigques when assisting residents, to be implemented voluntarily.

Issued on this 6th day of September, 2012
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