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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAROLE ALEXANDER (112) _
inspectlon SummaryIResume de r lnspectlon e

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

This inspection was conducted on the following date(s): August 07, 2013

During the course of the inspection, the inspector(s) spoke with The Executive
Director, Director of Care and the Pastoral Care Manager

During the course of the inspection, the inspector(s) Reviewed a clinical record,
a critical incident, policy and procedure relating to critical incident reporting and
investigations

The following Inspection Protocols were used during this inspection:
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Falis Prevention

Findings of Non-ComplEance were found

during this inspection.

Legend

WN— SR
VPC - Voluntary Plan of Correctlon L
DR —  Director Referral

CO — ' Compliance Order o
. WAQ — Work and Activity Order

Legende

WN — Avas écrit

VPC ..... Plan de. redressementvoiontarre |

' 1gur|lage au directeur
rdre de conformité

WAO Ordres __ travaux et activrtes

Non-compliance with requirements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A requirement
under the LTCHA includes the
requirements contarned in the items listed
in the definition of "requirement under this
Ac_:t“: in s_ubsec_:tlon__Z('l) of the LTCHA.)

The following constttutes wrltten :
notification of non- complrance under
paragraph 1 of sectron 152 of the LTCHA.

Le non- respect des exrgences de la Loide
2007 sur les foyers de soins de longue
duree (LFSLD) a 6té constaté. (Une L
exigence de la loi’ comprend |es exrgences
qui font partie des éléments énumérés
dans fa définition de « eXIgence prevue
par la presente Ior », au paragraphe 2(1) .;

de la LFSLD

S :; :"f Ce qui smt constltue un avis écrit de non-
" Irespect aux termes du paragraphe 1 de

lartlcre 152 de Ia LFSLD o

WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, s. 6.

Plan of care
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Specifically failed to comply with the following:

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; 2007, c. 8, s. 6 (10).
(b) the resident’s care needs change or care set out in the plan is no longer
hecessary; or 2007, c. 8, s. 6 (10).

(c) care set out in the plan has not been effective. 2007, c. 8, s. 6 (10).
Findings/Faits saillants :
1. A resident's plan of care was not reassessed [s. 6. (10) (b)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents

Specifically failed to comply with the following:

s. 107. (1) Every licensee of a long-term care home shall ensure that the
Director is immediately informed, in as much detail as is possible in the
circumstances, of each of the following incidents in the home, followed by the
report required under subsection (4}):

2. An unexpected or sudden death, including a death resulting from an accident
or suicide. O. Reg. 79/10, s. 107 (1).

s. 107. (4) A licensee who is required to inform the Director of an incident under
subsection (1) or (3) shall, within 10 days of becoming aware of the incident, or
sooner if required by the Director, make a report in writing to the Director
setting out the following with respect to the incident:

1. A description of the incident, including the type of incident, the area or
location of the incident, the date and time of the incident and the events leading
up to the incident. O. Reg. 79/10, s. 107 (4).

Findings/Faits saillants :
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1. The Licensee did not immediately inform the Director of a critical incident of
unexpected death [s. 107. (1) 2.]

2. The Licensee did not include relevant information leading io a critical incident{[s.
107. (4) 1.]

Issued on this 20th day of August, 2013

ignatr of ector(s)lignur de !’inspecteur ou es inpecteurs

C Q€A DR
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