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Licensee/Titulaire de permis

SOUTHAMPTON CARE CENTRE INC

689 YONGE STREET, MIDLAND, ON, L4R-2E1

Long-Term Care Home/Foyer de soins de longue durée
SOUTHAMPTON CARE CENTRE

140 Grey Street, P.O. Box 790, Southampton, ON, NOH- 2L0
Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
SHARON PERRY {155)

The purpose of this mspection was to conduct a Crltlcal lncldent System
inspection.

This inspection was conducted on the following date(s): December 7, 2012,

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care, and Activity Director.

During the course of the inspection, the inspector(s) reviewed resident’s clinical
record, and reviewed the home's investigation records regarding this critical
incident, and observed area where critical incident occurred.

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

Findings of Non-Compliance were found during this inspection.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents
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Specifically falled to comply with the following:

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:

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,

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

iv. for incidents involving a resident, whether a family member, person of
importance or a substitute decision-maker of the resident 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. O. Reg. 79/10, s. 107 (4).

Findings/Faits saillants :

1. The home did not amend the report to include the outcome of their investigation. [s.
107.(4) 3. v]

Issued on this 10th day of December, 2012
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