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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): April 2, 3, 2013 

This inspection was completed related to critical incidents (H-000032-13 & H-
000040-13) and was conducted simultaneously with the Resident Quality 
Inspection (RQI) at the home. 
A finding of non-compliance 0. Reg. s. 30(2) was issued on the RQI report 
related to critical incident inspection H-000040-13. 

During the course of the inspection, the inspector(s) spoke with the Director of 
Care, registered staff and personal support worker staff (PSWs), two identified 
residents and recreation staff. 

During the course of the inspection, the inspector(s) observed care, conducted a 
review of the health files for two identified residents, reviewed relevant policies 
and procedures, reviewed the home's investigation notes into two critical 
incidents and reviewed relevant education provided to staff. 

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

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/ NON - RESPECT DES EXIGENCES 
Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO -Work and Activity Order 
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WN..., Avis ecrit 
VPC ,.... Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ord res : travaux et activites 
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Non-compliance with requirements under Le non-respectdes exigences de·Ia Loi de 
the Long-Term Care Homes Act, 2007 2007 sur les foyers de so ins. de longue 
(L TCHA) was found. (A requirement duree {LFSLD) a ete constate. (Une 
under the LTCHAincludes the exigence de la.loi comprend les exigences 
requirements contained in the items listed· qui fontpartie des elements enumeres 
.in the definition of ''requirementunder this dans la.definition de« exigence prevue 
Actttin .subsection 2(1)of the L TCHA.) par la presente loi », au paragraphe 2(1) 

de la LFSLD. 

The .following constitutes written 
notif.ication of non-compliance under 
paragraph tot.section 152 ofthe LTCHA. 

Ce qui suifconstitue un avis ecritde non­
respect aux termes du paragraphe 1 de 
!'article 152 de la LFSLD. 

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

Findings/Faits saillants : 

1. A resident at the home was not transferred using safe transferring technique. 

A) Resident# 915 was noted to have sustained an injury in 2012. 
B) The mobility assessment completed in 2012 for the resident indicated that the 
resident could not fully weight bear and required the use of a full mechanical lift for all 
transfers. 
C) The document that the home refers to as the care plan for the resident directed 
staff to provide the resident with total assistance of two staff and use of a full sling 
mechanical lift for transfers. 
D) The home's policy and procedure related to transferring with a mechanical lift (RC-
05-06-06B) dated January 13, 2009 directed staff to use two persons to assist with 
transfers with a mechanical lift. 
E) The home conducted an investigation into how the injury may have occurred and it 
was confirmed that a staff member transferred the resident using a mechanical lift 
without the assistance of another staff member the evening prior to the injury being 
discovered. [s. 36.] 
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VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 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 and positioning 
devices or techniques when assisting residents., to be implemented voluntarily. 

Issued on this 27th day of May, 2013 

Signature of lnspector(s)ISignature de l'inspecteur ou des inspecteurs 
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