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ST. JOSEPH'S HEALTH SYSTEM
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Long-Term Care Home/Foyer de soins de longue duree

ST JOSEPH'S VILLA, DUNDAS
56 GOVERNOR'S ROAD, DUNDAS, ON, L9H-5G7

Name of Inspector(s)/Nom de Pinspecteur ou des inspecteurs

SHARLEE MCNALLY (141)
ek Inspection Summarleesume de l’mspectlon

The purpose of this inspection was to conduct a Complaint |nspectton.

This inspection was conducted on the following date(s): January 24, 29, 30, 31,
2013

During the course of the inspection, the inspector(s) spoke with The Director of
Care (DOC), the Assistant Director of Care (ADOC), Registered Nurse (RN)

During the course of the inspection, the inspector(s) reviewed resident's
records, home's investigation summary, home's policies and procedures.

The following Inspection Protocols were used during this inspection:
Critical Incident Response
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Findings of Non-Compliance were found

during this inspection.

_ NON COMPLIANCE I NON

VPC Voiuntary Plan of Correotion

RESPECT DES EXIGENCES

-Legende

(LTCHA) was found (A reqwrement
under the. LTCHA tncludes the -

requzr_ements contamed in the ltems Elsted

zThe followmg constltutes wrltten
notification: of non- comp!sance under.
paragraph 1 of sectlon 1 52 of the LTCHA

|dans la définition de « exigence prévue
A) - |parla presente foi »
L |de la LFSLD

Ce: _'un suit constltue Zun'awshﬂ crit de non-
respect aux termes. du paragraphe ’E de-

Le non-respect des exsgen'ces de lalol de'.i

2007 sur les foyers de soins de- iongue
- |durée. (LFSLD) a été constaté.: (Une
= ex:gence de la loi. comprend Ies exugences-;

{qui font: partle des éléments énumérés

au” paragraphe 2(1) "

i artacle 152 de Ia LFSLD

WN #1: The Licensee has failed to comp
critical incidents
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Specifically failed to comply with the following:

s. 107. (3) The licensee shall ensure that the Director is informed of the
following incidents in the home no later than one business day after the
occurrence of the incident, followed by the report required under subsection
(4):

1. A resident who is missing for less than three hours and who returns to the
home with no injury or adverse change in condition. O. Reg. 79/10, s. 107 (3).
2. An environmental hazard, including a breakdown or failure of the security
system or a breakdown of major equipment or a system in the home that affects
the provision of care or the safety, security or well-being of residents.for a
period greater than six hours. O. Reg. 79/10, s. 107 (3).

3. A missing or unaccounted for controlled substance. O. Req. 79/10, s. 107 (3).
4. An injury in respect of which a person is taken to hospital. O. Reg. 79/10, s.
107 (3).

5. A medication incident or adverse drug reaction in respect of which a resident
is taken to hospital. O. Reg. 79/10, s. 107 (3).

Findings/Faits saillants :

1. The licensee did not ensure that the Director was informed of an incident in the
home no later than one business day after the occurrence of the incident followed by
the report required under the subsection 4 of an injury in respect of which a person
was taken to hospital.

An identified resident was observed in August, 2012 to have incurred an incident that
caused changes in their medical status. The resident was transferred to hospital for
further assessment. The home did not inform the Director of the incident, or
completed a report as required. The ADOC confirmed a report had not been
submitted to the Director related to the incident. [s. 107. (3)]
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Issued on this 20th day of February, 2013

Signature of inspector(s)/Signature de I'inspecteur ou des inspecteurs
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