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Inspection Summary/Resume de_l'lnspection 

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

During the course of the inspection, the inspector(s) spoke with administrator, acting director of care, 
environmental services supervisor, non-registered staff and a resident regarding the use of equipment (H· 
000067-12) 

During the course of the inspection, the inspector(s) observed the resident's wheelchair and had a personal 
support worker demonstrate how it is used and reviewed the resident's plan of care, 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Findings of Non-Compliance were found during this inspection, 

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES 
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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 
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VPC - Plan de redressement volontaire 
DR ~ • Aiguillage au directeur 
CO-. Ord re de conformite 
WAO - Ordres : travaux et activites 

Non-compliance with requirements under the Long-Term Care Le non-respect des ax.igences de la Loi de 2007 sur les foyers d.e 
Homes Act, 2007 (LTCHA) was found. (A requirement .under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
LTCHA includes the. requirementscontained in theitemsHsted .in loi comprend les exigences qui font partie ct.es elements enumeres 
the definition of "requirement under this Act" in.subsection 2(1) dans la definition de «.exigence prevue par la presente loi », au 
of the LTCHA.) paragraphe 2(1) .de la•LFSLD. 

The following constitutes written notification of non-compliance 
under f)arsigraphJ of section .152 ofthe LTCHA. 

Ce_tjui suit'collstl_tue un avis.ecrit de hon~respect aux termes du 
paragraphe 1. de l'a.rticle 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/Fails saillants : 

Staff did not use safe transferring and positioning devices or techniques when assisting an identified resident in 2012. 

The resident sustained a minor head injury after being transferred from their bed to their wheelchair. 

The resident received a new wheelchair in late 2011. The chair was being tilted backwards by a staff member while 
another member used a Hoyer Lift to swing the resident around in a sling from their bed to the wheelchair. The resident 
was lowered into the chair and the staff member returning the chair from the tilted position to an upright position let go of 
the hand brakes too quickly causing the chair to spring forward. As a result, the resident hit their head on the Hoyer Lift 
bar. 

Neither of the staff members received training on the proper use of the wheelchair and the resident's plan of care does 
not specify that their wheelchair has a spring-loaded hand brake mechanism that could cause the chair to spring forward 
if not released correctly. 

Issued on this 10th day of April, 2012 

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