Inspection Report Rapport d’inspection
f‘yr—> under the Long-Term  prévue le Loi de 2007
)’ Care Homes Act, 2007 les foyers de soins de

Dﬁv Ontar EO longue durée

Ministry of Health and Long-Term Care Toronlo Service Area Office Hureau régional de services de Toranto

Heallh System Accountabllity and Perfarmance Division 55 St. Clair Avenus West, B Floor 55, avenua St. Clair Ouest, Aiém etage
Performance Improvement and Compliancs Branch Toronle ON MaV 2Y7 Toronto, ON MaV 2Y7

Ministére de la Santé et des Soins de Telephone: 416-325-9297 Téléphone: 416-325-9297

longue durée 1-866-311-8002 1-BE6.311-8002

Divislon de la responsabilisation el de la performance du Facsimile: 416-327-4486 Tétécopler: 4163374488

sysieme de sanié
Direction de I'amélioration de la performance el de la

copfomité

D Licensee Copy/Copie du Tiulalre Public Copy/Copie Public

Type of Inspection/Genre d'inspection

Date(s) of inspection/Date de I'inspection | Inspecfion No/ d'inspection
2(10_193 8605 _260ct084108 Critical Incidentf T-0885

Qclober 26, 27, 2010

Licensee/Titulaire

The Regional Municipality of York, 17250 Yonge Strest, Newmarkst, L3Y 6Z1, ON

Long-Term Care Home/Foyer de soins de longue durée
York Region Maple Health Centre, 10424 Keele St, Maple, ON, L6A 473

Name of Inspector/Nom de I'inspecteur
Monica Kiein

The-pﬁrbose of th Insbectio'n“v\}as to conduct a Critical Incident inspection.

During the course of the inspection, the inspector spoke with: Registered staff, Directors of Care, Administrator.

During the course of the inspection, the inspectar: reviewed health records, Policies and procedures manuals,
Critical incidents folder.

The foliowing Inspection Protocols were used during this inspection:
Critical Incident response and
Medication

Findings of Non-Compliance were found during this inspection. The following action was taken:
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WN #1: The Licensee has failed to comply with O. Reg. 107(3)5 and (4)1, 2.

(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): '
5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital
(4} A licensee who is required to inform the Director of an incident under suhsection (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 the incident, the area or location of the incident,
the date and the time of the incident and the eventis leading up to the incident.

2. A description of the individuals involved in the incident

—_

Findings:
» The licensee did not report to the Director { Toronto Service Area Office) Critical Incident within

one business day as required
e The submitted Critical Incident report does not state the time and the date of the incident, also

the names of the residents present at the time of the incident.

Signature of Health System Accountabllity and Perfarmance Division
representativel/Signature du {de 1a) représentant{e) de |a Division de la
responsablilisation et de |a performance du systéme de santé.

fhe—

Title: Date: Date of Report: {if different from date(s) of inspection).

N@\)QUX‘QQL 20, 40(0 -

Signature of Licensee or Representative of Licensee
Signature du Titulaire du représentant désigné
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