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Public Copy/Copie du public

Date(s) of inspection/Date(s) de Inspection No/ No de P'inspection  Type of Inspection/Genre
Pinspection d'inspection
Jul 20, 22, 28, Aug 10, 12, Oct 19, 2011 2011_102132_0007 Critical Incident

Licensee/Titulaire de permis

PROVIDENCE HEALTHCARE
3276 St. Clair Avenue East, TORONTO, ON, M1L-1W1

L.ong-Term Care Home/Foyer de soins de longue durée

PROVIDENCE HEALTHCARE
3276 ST. CLAIR AVENUE EAST, SCARBOROUGH, ON, M1L-1W1

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
ROSEMARY LAM (132

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, Nurse Manager.
During the course of the inspection, the inspector(s) Reviewed Medical files.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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_Non-comphance with: requurernents under: the Long- -Term Cara:.
4Homes Act 2007 (LTCHA) was found.: (A reqmrement under the

Im comprend les
- 1dans | définitic

WN #1: The Llcensee has failed to comply wnth o. Reg 79]10 s. 104. Licensees who report mvestlgatlons under
s. 23 (2) of Act

Specificaily failed to comply with the following subsections:

s. 104. (1) In making a report to the Director under subsection 23 (2) of the Act, the licensee shall include the
following material in writing with respect to the alleged, suspected or witnessed incident of abuse of a resident
by anyone or neglect of a resident by the licensee or staff that led to the report:

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.

2. A description of the individuals involved in the incident, including,

i. names of all residents inveolved in the incident,

ii. names of any staff members or other persons who were present at or discovered the incident, and

iii. names of staff members who responded or are responding to the incident.

3. Actions taken in response to the incident, including,

i. what care was given or action taken as a result of the incident, and by whom,

ii. whether a physician or registered nurse in the extended class was contacted,

iii. what other authorities were contacted about the incident, if any,

iv. whether a family member, person of importance or a substitute decision-maker of any resident involved in
the incident was contacted and the name of such person or persons, and

v. the outcome or current status of the individual or individuals who were involved in the incident.

4. Analysis and follow-up action, including,

i. the immediate actions that have been taken to prevent recurrence, and

ii. the long-term actions planned to correct the situation and prevent recurrence.

5. The name and title of the person making the report to the Director, the date of the report and whether an
inspector has been contacted and, if so, the date of the contact and the name of the inspector. O. Reg. 79/10, s.
104 (1).

Findings/Faits saillants :

1. The Licensee did not provide the following information when submitting the Critical Incident Report: ii) name of staff
member who was present and involved at the incident.[104(1)2]

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 staff includes information
such as names of staff member who were present at the incident, to be implemented voluntarily.

Issued on this 19th day of October, 2011
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