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

This inspection was conducted on the following date(s): May 9, 2013

L-000259-13

During the course of the inspection, the inspector(s) spoke with the Executive
Director, the Director of Care, the Dietary manager, and the Recreation Manager.

During the course of the inspection, the inspector(s) reviewed the clinical
record, the critical incident, and other relevant documents.

The following Inspection Protocols were used during this inspection:
Hospitalization and Death

Nutrition and Hydration
Reporting and Complaints

Findings of Non-Compliance were found during this inspection.

E = NON COMPL]ANCE l NON RESPECT DES EX!GENCES_____ _

= _m1 :Legende
. _ertten Notification o WN-: . -'AV'S oot i
VPC — Voluntary Plan of Correctlon ~ IVPC - Plan de | redre e_ment voiontalre: o

DR ~ Director. Referr_a_i__

DR - Alguzllage au directeur

CO- Compliance Order - ~ |co- Ordre de conformité
WAOQO — Work and Actlwty Order WAO — Ordres travaux et actwites -
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Non- comphance with. reqwrements under :
the Long-Term Care Homes Act, 2007 ? 2
(LTCHA) was. found (A requzrement o

requrrements conta:ned m the |tems Iistéd
in the definition of "requlrement under this -
Act*in subsolion 2(1) of the LTCHA,

d i font partie des éléments énumérés i;
dans la deflmtlon de__« xigence prévue -

: Ce qu1 sult constltue u.n avis ecrit de non-
{respect aux termes. du paragraphe 1 de o
'2 [’article 162 de ia LFSLD s

The foflowmg constttutes wrltten -
notification of non-compliance under_ i
paragraph 1 of sectlon 152 of the:LT H.

WN #1: 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).

Findings/Faits saillants :

1. The licensee has failed to ensure that the Director was immediately informed of a
specific critical incident.
The Executive Director confirmed this to be frue. [s. 107. (1) 2.]
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Issued on this 13th day of May, 2013
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