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Licensee/Titulaire
Regency LTC Operating Limited Partnership on hehalf of Regency Operator GP inc. as General Partner
100 Milverton Drive, Suite 700, Mississauga, On. L5R 4H1

Long-Term Care Home/Foyer de soins de fongue durée
The Wenleigh
2065 Leanne Boulevard, Mississauga, On. L5K 2L6

Name of Inspector(s)/Nom de I'inspecteur(s)
Sharlee McNaI!y, Compliance Inspector — Nursing #141

The purpose of this inspection was to conduct a critical Incident iﬁs.pébtlon reported to the Hamilton Service
Area Office on October 5, 2010. .

During the course of the inspection, the inspector spoke with: the Administrator, Resident Service Director of
Care, Clinical Director of Care, and the resident

During the course of the inspection, the inspector: reviewed the resident’s records, the homes policies and
procedures, the homes staff educational records, the homes investigation notes of incident.

The following Inspection Protocals were during this inspection:

Prevention of Abuse and Neglect
Falls Prevention

Findings of Non-Compliance were found during this inspection. The following action was taken:
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WN #1: The Licenseé has failed to comply with O.Reg. 79/10, s.36

s.36: Every licensee of a long-term care home shall ensure that staff use safe transferring and
ositioning devices or techniques when assisting residents. :

Findings:

1. Nursing staff of the home did not follow an identified resident’s plan of care or the home’s .
policy and procedure for transferring using a mechanica[ lift. : :

Inspector ID#: | 141
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