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

The purpose of this inspection was to conduct a Complaint inspection. 

Complaint 

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care (DOC), 
Assistant Director of Care (ADOC), Registered Nurses (RN), Registered Practical Nurses (RPN), Personal 
Support Workers (PSW), Family Members and Residents. 

During the course of the inspection, the inspector(s) conducted a walk-through of resident home areas and 
various common areas, observed care provided to residents in the home, reviewed resident health care records. 

The following Inspection Protocols were used during this inspection: 

Critical Incident Response 

Personal Support Services 

Findings of Non-Compliance were found during this inspection. 
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WN #1: The Licensee has failed to comply with LTCHA, 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 : 

1. The Kardex and plan of care for a resident both indicate that the resident requires the assistance of two staff members 
to transfer. On November 16, 2011, as indicated in a Critical Incident Report, a PSW, transferred the resident without a 
second staff member to assist. The ADOC told inspector 106 on February 16, 2012, that the PSW transferred the 
resident alone on November 16, 2011, after providing care, during which the resident was injured. The licensee failed to 
ensure that the care set out in the plan of care is provided to the resident as specified in the plan. [LTCHA, 2007, S. 0. 
2007,c.8,s.6(7ll(106) 

Additional Required Actions: 

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 the care set out in the 
plan of care is provided to all residents as specified in their plan, to be implemented voluntarily. 

WN #2: 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 : 

1. On November 16, 2011, as indicated in a Critical Incident Report, a PSW transferred a resident without a second staff 
member to assist. The ADOC told inspector 106 on February 16, 2012 that the PSW transferred the resident alone on 
November 16, 2011 after providing care, during which the resident was injured. The Kardex and plan of care for the 
resident both indicate that the resident requires two staff members to transfer. The licensee failed to ensure that staff 
were using safe transferring and positioning devices or techniques when assisting resident. [O. Reg. 79/10, s. 36) (106) 
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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 f'or achieving compliance to ensure that staff use safe 
transferring and positioning devices or techniques when assisting residents, to be implemented voluntarily. 

Issued on this 23rd day of March, 2012 

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