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Jul 25, 27, Aug 3, 2011 2011_085105_0004 Mandatory Reporting

Licensee/Titulaire de permis

SAUGEEN VALLEY NURSING CENTER LTD
465 DUBLIN STREET, MOUNT FOREST, ON, NOG-2L.3

Long-Term Care Home/Foyer de soins de longue durée

SAUGEEN VALLEY NURSING CENTER
465 DUBLIN STREET, MOUNT FOREST, ON, NOG-21 3

Name of Inspector{s)/Nom de l'inspecteur ou des inspecteurs

JUNE OSBORN (105)
R e e 1n5pectton Summa!'leesume de I inspectlon

The purpose of this inspect[on was to conduct a Mandatory Reportlng inspection.

During the course of the Inspection, the inspector{s} spoke with the administrator.

During the course of the inspection, the inspector(s} observed the resident, and reviewed the critical incident report,
The following Inspection Protocols were used in part or in whole during this inspection:

Findings of Non-Compliance were found during this inspection.

NON COMPLiANCE [ NON RESPECT DES EXIGENCES

Defl m:tons 3_ ::__' '; Déf nltaons
WN'~ Wrilten Nofification : '
VPC Voluntary Plan of Correctlon
DRZ.. Director Referral L

! VPC::-— Plande rédressement‘volontalre'_.' S
DR = Algunllage au directeur. - L
CO= " Compliance Order 100 — “ Ordre de conformité .

WAQ — Woik and Activity: Order o i iAo - Ordres : travaux et activits -~
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Ministry of Health and
Long-Term Care

Inspection Report under
the Long-Term Care
Homes Act, 2007

Ministére de [a Santé et des
Soins de longue durée

Rappart d’inspection
prévue le Loi de 2007 les
foyers de soins de longue

Non- comphance wnh requnrements under the Long-Term Care. Homes
Act, 2007 (LTCHA) was found. (A requirement under the LTCHA

includeés the requtrements contained In the ifems listed in the defi nmon
of “requnrement under this Act" in subsectmn 2(1) of the LTCHA )

The fol[owmg conshtutes written notiﬁcauon of non comphanca under o

paragraph 1 of sechon 152 of the LTCHA

e paragraphe 1 de lart|cle 152 da ia LFSLD

Le non-respect des exlgences de la Loi de 2007 sur les foyers de
soins de fongue. durée (LFSLD) a 816 constaté, {Une exigence dela -
fol’ comprend los exsgences qui font partie des éléments énumérés

" Idans la définition de '« exugenca prévue par Ia présente loi'», au: :_'
paragraphe 2(1}de Ia LFSLD : e

Ce qus sunt constltue un avis écnt de non respect aux termes du j:-'- k

WN #1: The LEcensee has fai[ed to comply with LTCHA, 2007 S.0. 2007, c.8, S. 24. Reportlng certain matters to

Director

Specifically failed to comply with the following subsections:

s. 24, {1) A person who has reasonable grounds to suspect that any of the following has occurred or may occur shail
immediately report the suspicion and the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the resident.

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk of

harm to the resident.

3. Unlawful conduct that resulted in harm or a risk of harm fo a resident.

4, Misuse or misappropriation of a resident’'s money.

5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System Integration

Act, 2006, 2007, c. 8, ss. 24 (1), 195 (2),

Findings/Faits sayants :

1. July 25, 2011 at 1050 review of a reported critical incident reveals incarrect reporting.
This incident was reported as "Critical incldent, Injury that results in transfer to hospital”. The incident is a Mandatory Report.

[LTCHA,2007,5.0.2007,c8,5.24(1)2.]

Issued on this 3rd day of August, 2011

Signature of Inspector(s)/Signature de Pinspecteur ou des inspecteurs

%M%@J
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