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

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care (DOC), 
Registered Nurses (RN), Registered Practical Nurses (RPN), Personal Support Workers (PSW) 

During the course of the inspection, the inspector(s) conducted a tour of the home, observed the provision of 
care and services to residents of the home, reviewed the resident's health care records, reviewed the critical 
incident report submitted to the Ministry of Health and Long-Term Care (MOHL TC), reviewed the home's policies 
and procedures for the use of resident care equipment and transferring, reviewed the manufacturer's brochure 
for equipment. 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Safe and Secure Home 

Findings of Non-Compliance were found during this inspection. 
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WN - Written Notification 
VPC - Voluntary Plan of Correction 
OR - Director Referral 
CO - Compliance Order. 
WAO - Work and Activity Order 
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Legende 

WN - Avis ecrit 

Ministere de la Sante et des 
Soins de longue duree 
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foyers de soins de tongue 

VPC - Plan de redressement volontaire 
OR - Aiguillage au directeur 
CO..,. .,Or,.dre de conformite 
WAO - Ordres : travaux et activites 

Non-compliance with requirements under the Long-Term Care Le non-:.respect des exigences de la Loi de 2007 sur tes foyers de 
Homes Act, 2007 (LTCHA) was found. (A requirement under the soins de tongue duree (LFSLO) a ete i,onstate. (Une exigence de la 

. L TCHA includes the requirements contained in the items fisted ln loi comprend les exigences qui font partie des elements enumeres 
the definition oftrequirement under this Act" in subsection 2(1} dans la,definition de« exigence µrevue par Ia presente loi », au 
of the LTCHA.} • paragraphe 2{1) de la LFSLO, 

The following constitµttis written notification of non-compliance 
under par~rapjl 1 ?f'~Ction 152 of the LTCHA. 

Ce qui ,suit constitue un avis ecrit de non-respect aux termes du 
paragraphe 1 de l'articfe 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 critical incident report was submitted in August 2011 to the Ministry of Health and Long-Term Care (MOHL TC) for 
an injury that required transfer to hospital for a resident of the home. The critical incident report stated that during a 
transfer of a resident, a piece of equipment was not secure and let go and caused injury to a resident. The nursing notes 
from the incident date identified that a piece of equipment released and struck the resident causing injury. A review of 
the manufacturer's brochure was conducted which showed the equipment that had been used. A review of policy # NS 
POL 127 titled "Minimal Lift (Policy) Procedures" was conducted and stated that staff are to ftconduct mini assessment of 
equipment, resident and environment prior to each procedure/use". The licensee failed to ensure that staff use safe 
transferring and positioning devices or techniques when assisting residents. [O. Reg. 79/10, s. 36.] 

Issued on this 23rd day of February, 2012 

Signat(J,/4of lnspector{s)/r'nature de l'inspecteur OU des inspecteurs 
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