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Inspection Summary/Resume de l'insf)ection 

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

During the course of the inspection, the inspector(s) spoke with the acting Administrator and Director of Care 
regarding the submission of critical incident related to an injury sustained by a resident during a transfer. (H-
001141-11) 

During the course of the inspection, the inspector(s) reviewed the home's investigative documents, transfer and 
lift policies and procedures, staff educational attendance records and the resident's care documents, 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/.NON-RESPECTDESEXIGENCES 
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WN.- WrtaenNotification . ·• 
•VPc -Voluntary. Plan of Com,ction. 
DR"' Director Referral 
CO - Compliance•Order ... ·· 
WAO '-Work and Activity Ort;!er> 
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WN- Avis ecrit ... 
VPC ~ .. Plan, de redress,ement volontaire 
DR- AlgulllagH au clirecteur 
CO,.- .. Ordre .. de confonnile. i 
WAO --Ordre.s.:'travauxetactivites 

Non,COl)lpliancewith r<>quirel)ler\ts untjerthe Long-TerrriCare . Lenon-respect des exigences de la Loide20Q7 sur !es foyers de 
Hol)lesAct, 2007 (L TCHA) was found,, (Arequirel)lent und.er the s9ins.de J9ngue c.furee ([FSLD) a ete,constate, (Une exigence de la 
LT.CHA Includes the requirel)lents contained in.the itel)ls Hsted in loi col)lprend,les exig~n.c:es quJJont partie des elel)lents enul)leres 
the definition of "requirel)lentundei thisAct''in subset0tion2(1)·· dansJadefinition.de « exigenceprevuepar la presente loi », au 
of the L TCHA) • • paragraphe 2(.1)deJa LFSLO: 

" ' ' ·,·, "> 

Tile following. consUtuteswritten•notification of non:c:Qmpliance 
under paragraph) of section 1p2 gf the LTCHA, 

de' ql!i:~_uit_,,com~.m.ue,u·n:-~viS'e·cr_it'cJe_-non~respe~t aux lermeS' d_u 
paragrapheJde !'article 152 de la LFSLD: 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

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/Fails saillants : 

A personal care worker caring for a resident in 2011 did not follow the resident's plan of care. The resident's plan of care 
describes the resident as "high risk" for falls and that they need to be transferred by two people when they are being 
transferred. The worker did not follow the directive and transferred the resident by thel)lselves. As a result, the resident 
was injured and was transferred to hospital. The management of the home conducted an investigation immediately and 
took follow-up action. 

Issued on this 2 I st- day of November, 2011 

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