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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): September 9, 11, 12, 13,
2013

This inspection was conducted regarding reporting of critical incidents.

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, Physician, Registered staff and Personal
Support Workers.

During the course of the inspection, the inspector(s) reviewed the health record
of a resident and the following home policies: enteral nutrition, incontinence
management program, bowel & bladder monitoring

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Critical Incident Response

Findings of Non-Compliance were found during this inspection.

_ NON-COMPLIANCE / L NON - RESPECT DES EXIGENCES _

Legend :.. N ] ; Legend’ ..... 5_:::_;:_:5” :

VPC Voiuntary Plan of Corref:tn
DR~ Director Referral
CO — Compllance Order _-_;;35 o
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Non- compl:ance wnth requlrements under_
the Long—-Term Care Homes Act, 2007
(_L_T_C_HA) was: found (A reqwreme_nt

under the LTCHA includes the . -
requurements contalned in the ltems Irsted

gparagraph: 1 of :sect_lon 152 of the LTCHA

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. (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:

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. O. Reg. 79/10, s. 107 (4).

Findings/Faits saillants :
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1. The licensee failed to inform the Director of an incident that occurred within ten
days of becoming aware of the incident involving Resident #1.

- Resident #1 was transferred to the hospital on a specified date for further
assessment of symptoms. The resident returned to the home with a confirmed
condition. The resident passed away in the home three days after returning from the

hospital [s. 107. (4) 1.]

2. - The licensee reported the incident 19 days after the incident occurred [s. 107. (4)

1.]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the Director is informed of an incident
under subsection (1) or (3) within 10 days of becoming aware of the incident, or
sooner if required by the Director, to be implemented voluntarily.

Issued on this 24th day of September, 2013

ignature o Ispector(s)IS|gnature del :nspecter ou des inspecteurs
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