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Inspection Summary/Resume de !'inspection 

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

During the course of the inspection, the inspector(s) spoke with the Administrator, Clinical Manager, Registered 
Staff. 

During the course of the inspection, the inspector(s) reviewed the resident's health records, the home's 
investigation report, the home's correspondence with family member and policy #LTC-A-120 Admission, 
transfers, discharges and Death, Palliative Care Services #l TC-C-170 dated September 2001. 

The following Inspection Protocols were used during this inspection: 

Personal Support Services 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE I NON-RESPECT DES EXIGENCES 
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WN - .•· Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO -, . Compliance Order 
WAO - Work and Activity Order 
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WN - Avis ecrit 
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VPC - Plan de redressernent volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 

Non-compliance with requirements under the Long:Term .Care Le non-respect des exigences de la Loi de 2007 sur !es foyers de 
Homes Act, 2007 (L TCHA) was found. (A requrrement under the soins de longue duree (LFSLD} a ete constate. (Une exigence de la 
L TCHA includes the requirements contained in the items listed in loi comprend !es exigences qui font partie des elements enumeres 
the definition.of "requirement under this Act" in subsection 2(i) dans la definition de« exigence prevue par la presente loi », au 
of the LTCHA.) paragraphe 2(1) de laLFSLD. 

The following constitutes written notificat1on of non~comptiance 
under paragraph 1 of section 152 of the L TCHA. 

Ce qui suit constitue un avis ecrit de non-respect aux termes du 
paragraphe 1 de ['article 152 de la LFSLD. 

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 subsections: 

s. 107. (5) The licensee shall ensure that the resident's substitute decision-maker, if any, or any person 
designated by the substitute decision-maker and any other person designated by the resident are promptly 
notified of a serious injury or serious illness of the resident, in accordance with any instructions provided by the 
person or persons who are to be so notified. 0. Reg. 79/10, s.107 (5). 

Findings/Faits saillants : 

1. The licensee has failed to comply with 0. Reg 79/10, 107 (5), in that the resident's substitute decision-maker was not 
promptly notified of the resident's death. 

In July 2012, the POA left written directives on the unit indicating that "should there be a change in her health for the 
worse by then, please reach me at the identified phone number or my secure email". 

In July 2012, the resident passed away. 

The home's investigation report indicates that a staff member called two of the given numbers indicated on the POA 
written directives. The phone rang many times without any answer and the staff did not leave any message indicating to 
call the nursing home. 

The administrator confirmed that the following shift did not follow-up on informing the POA. 

The POA was informed 12 hours after the resident passed away. 

Issued on this 1st day of November, 2012 
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