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

JOELLE TAILLEFER (211)
o ~ Inspection Summary/Résumé de Pinspection

The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the following date(s): March 4, 5, 6, 2013

During the course of the inspection, the inspector(s) spoke with Director of Care,
Nurse Manager, Registered Nursing Staff, Personal Care Assistants

During the course of the inspection, the inspector(s) observed the provision of
care to residents, reviewed clinical records, reviewed the home's fall prevention

policy

The following Inspection Protocols were used during this inspection:

Page 1 offde 4



Ministry of Health and Ministére de la Santé et des
Long-Term Care Soins de longue durée

)’ Oﬂtano Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

Critical Incident Response
Falls Prevention

Findings of Non-Compliance were found during this inspection.

'--1--5-5:5:.-:1N0N"COMPLIANCE'I?NON RESPECT DES EXIGENCES

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

s. 107. (1) Every licensee of a long-term care home shall ensure that the
Director is immediately informed, in as much detail as is possible in the
circumstances, of each of the following incidents in the home, followed by the
report required under subsection (4):

1. An emergency, including loss of essential services, fire, unplanned
evacuation, intake of evacuees or flooding. O. Reg. 79/10, s. 107 (1).

2. An unexpected or sudden death, including a death resulting from an accident
or suicide. O. Req. 79/10, s. 107 (1).

3. A resident who is missing for three hours or more. O. Reg. 79/10, s. 107 (1).
4. Any missing resident who returns to the home with an injury or any adverse
change in condition regardless of the length of time the resident was missing.
O. Reg. 7910, s. 107 (1).

5. An outbhreak of a reportable disease or communicable disease as defined in
the Health Protection and Promotion Act. O. Req. 79/10, s. 107 (1).

6. Contamination of the drinking water supply. O. Reg. 79/10, s. 107 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that the Director is immediately informed of an
unexpected or sudden death.[107.(1)2.]

Resident #001 was found face down on the floor at the front of her/his wheelchair and
was sent to the hospital for further assessment. An identified Registered Nurse (RN)
was informed by the hospital that resident #001 had passed away. The RN informed
the Director of Care of the above. An interview with the Director of Care confirmed that
resident #001's unexpected death was not immediately reported to the Director. [s.
107. (1)]
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Issued on this 8th day of March, 2013

Slature spector(s)ISIQnature e I'inspecteur ou des inspecteurs
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