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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): November 16, 22, 27,
2012,

Log# T1036-12

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, residents, Registered staff and Personal Support

Workers.

During the course of the inspection, the inspector(s) reviewed the health record
of residents and observed staff and resident interactions.

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

Findings of Non-Compliance were found during this inspection.

Page 2 ofide &



Ministry of Health and Ministére de la Santé et des

;\‘.'_- Long-Term Care Soins de longue durée

> .

f/ﬁ_ Ontano Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

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 staff of the home failed to ensure that safe transferring techniques are used
when assisting resident #6.

- The plan of care for Resident #6 states the resident is resistive to care and requires
two person(s) physical lift for all transfers.

- During the inspection, interviews held with direct care staff members confirmed that
transfers were provided by one person on more than one occasion. One direct care
staff member was aware that the care plan specifies the resident requires two person
for all transfers however, still provided transfers in contrary to the plan of care.
Another direct care staff member was unfamiliar with the requirement of transfers for
resident #6. [s. 36.]
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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 to ensure that staff use safe transferring techniques
when assisting resident #6, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6.
Plan of care

Specifically failed to comply with the following:

s. 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, c. 8, s. 6 (7).

Findings/Faits saillants :

1. The licensee failed to ensure that the care set out in the plan of care for resident #6
was provided to the resident as specified in the plan.

The plan of care for Resident #6 states the resident is resistive to care and requires
two person(s) physical lift for all transfers.

- During the inspection, interviews held with direct care staff members confirmed that
transfers have been provided by one person on more than one occasion. One staff
member was aware that the care plan specifies the resident is a two person for all
transfers. Another direct care staff member was unfamiliar with the requirement for
two persons with all transfers.

- On November 27, 2012, a Registered staff member confirmed that transfers are not
provided as specified in the plan for resident #6 as there are times when the resident
is transferred via one person and other times when two person(s) execute transfers.
[s. 6. (7)]

Page 4 ofide &



Ministry of Health and Ministere de la Santeé et des
Long-Term Care Soins de longue durée

)V Ontano Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

Issued on this 5th day of December, 2012

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

(A At
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