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100 Milverton Drive Suite 700 MISSISSAUGA ON L5R-4H1 
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Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

SUSAN LUI (178) 
Inspection Summary/Resume de !' inspection 

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care (DOC), 
Registered staff, Personal support workers (PSWs). 

During the course of the inspection, the inspector(s) reviewed resident records, rev iewed home policies and 
procedures, reviewed home training records, observed resident 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 

Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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Legende 

WN - Avis ecrit 
VPC - Plan de redressemenl volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres . travaux et activites 
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Non-compliance with requirements under the Long-Term Care Le non-respect des exigences de la Loi de 2007 sur les foyers de 
Homes Act, 2007 (L TCHA) was found. (A requirement under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
L TCHA includes the requirements contained in the items listed in loi comprend les exigences qui font partie des 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 L TCHA.) paragraphe 2(1) de la LFSLD. 

The following constitutes written notification of non-compliance 
under paragraph 1 of section 152 of the L TCHA. 

Ce qui suit constilue un avis ecrit de non-respect aux termes du 
paragraphe 1 de !'article 152 de la LFSLD. 

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. (10) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and revised at 
least every six months and at any other time when, 
(a) a goal in the plan is met; 
(b) the resident's care needs change or care set out in the plan is no longer necessary; or 
(c) care set out In the plan has not been effective. 2007, c. 8, s. 6 (10). 

Findlngs/Faits salllants : 

1. Transfer and Lifts assessment for an identified resident was not conducted every six months or when the resident's 
care needs changed. Resident was not assessed for transfer/lifts within the last three years. 
2. Staff failed to revise an identified resident's plan of care when the resident's shift assessments revealed a change in 
the resident's condition. 
[s.6.(10}(b)) 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S. 0. 2007, c.8, s. 152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance to ensure that an identified resident's 
transfer and lift requirements are assessed, and the resident's plan of care is reviewed and revised quarterly or 
when the resident's care needs change, to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 8. Policies, etc., to be followed, and records 

Specifically failed to comply with the following subsections: 

s. 8. (1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or 
otherwise put in place any plan, policy, protocol, procedure, strategy or system, the licensee is required to 
ensure that the plan, policy, protocol, procedure, strategy or system, 
(a) is in compliance with and is implemented in accordance with applicable requirements under the Act; and 
(b).ls complied with. 0. Reg. 79/10, s. 8 (1). 

Findings/Faits saillants : 
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1. Horne's Resident Assessment-Lifts and Transfer policy# NUR-11-10 is not being complied with. 

Policy states that registered staff will reassess the transfer/lift requirements of the resident whenever there is a 
significant change in resident status or quarterly as a component of the quarterly nursing summary. 
An identified resident's transfer/lifts requirements were not reassessed within the last three years. 

Policy also states that the weight bearing status of the resident, level of assistance required for transfers/lifts, equipment 
needs, and any other resident specific information that will contribute to a safe transfer/lift of the resident, will be 
documented in the resident plan of care. 
An identified resident's equipment needs, specifically type and size of lift sling, were not documented on the resident's 
plan- of care. 
[r.8.(1 )) 

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 compllance to ensure that staff complies with the 
home's Resident Assessment-Lifts and Transfer policy# NUR-11-10, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements 

Specifically failed to comply with the following subsections: 

s. 30. (1) Every licensee of a long-term care home shall ensure that the following is complied with In respect of 
each of the organized programs required under sections 8 to 16 of the Act and each of the interdisciplinary 
programs required under section 48 of this Regulation: 
1. There must be a written description of the program that includes its goals and objectives and relevant 
policies, procedures and protocols and provides for methods to reduce risk and monitor outcomes, including 
protocols for the referral of residents to specialized resources where required. 
2. Where, under the program, staff use any equipment, supplies, devices, assistive aids or positioning aids with 
respect to a resident, the equipment, supplies, devices or aids are appropriate for the resident based on the 
resident's condition. 
3. The program must be evaluated and updated at least annually in accordance with evidence-based practices 

and, if there are none, in accordance with prevailing practices. 
4. The l icensee shall keep a written record relating to each evaluation under paragraph 3 that includes the date 
of the evaluation, the names of the persons who participated In the evaluation, a summary of the changes made 
and the date that those changes were implemented. 0 . Reg. 79/10, s. 30 (1). 

Findings/Faits saillants : 

1. Equipment used to transfer an identified resident was not appropriate for the resident's assessed condition. 
(r. 30.(1 )2.) 

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 an identified resident 
Is transferred using a sling appropriate for the resident's assessed condition, to be implemented voluntarily. 

Issued on this 10th day of November, 2011 
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