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('inspection 

Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

Nov 2, '?-0( ( 

Licensee/Titulaire de permis 

REVERA LONG TERM CARE INC. 

2011_072120_0034 Critical Incident 

55 STANDISH COURT 8TH FLOOR MISSISSAUGA ON L5R-4B2 
Long-Term Care Home/Foyer de soins de longue duree 

RIDGEVIEW 
385 HIGHLAND ROAD WEST STONEY CREEK ON L8J-3X9 

Name of lnspector(s}/Nom de l'inspecteur ou des inspecteurs 

BERNADETTE SUSNIK (120} 
Inspection Summary/Resume·de __ l'inspection 

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

During the course of the inspection, the inspector(s} spoke with administrator, director of care and 
environmental services supervisor regarding critical incident 2849-000024-11 (H-001468-11}related to a resident 
who fell and sustained an injury. 

During the course of the inspection, the inspector(s} reviewed the resident's care documents, equipment and 
falls prevention policies and procedures, alarm monitoring logs, staff training records and tested a resident's 
bed alarm system. 

The following Inspection Protocols were used during this inspection: 

Accommodation Services - Maintenance 

Falls Prevention 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE /NON-RESPECT DES EXIC,ENCES 
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Legend 

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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YPC .""·•·Plan de redre~sement volontaife 
DR,-, AlgulUage au c!irecteu.r 
co -- o.rdre. de coniorrnite . . .... 
WAO~Ordres :travauxetac;tivites • 

Non-compliancewithsequlre!llentsunder thetong-Terrn C"'re• .•• Le non-respectdesilxigences(le la Loi. de 200Tsurles foyers.de 
•HomesAct, 200?.(LTCHA)was found. (A requirement under the .soins cJe I.ongue.i;luree.(LFSLD) a ete constate. (Una exigence cJe .la 
LTCHA includ.es the requirementsconMned.in theitemsJis.ted In loi c;ornprend !es e.xigences qujfont partie des el.ements enumeres 
the definition of "requirement under this Act'' i.n subse.ction 2(1). • dans.la definitionde « exigenceprevue par la presente loi », au 
of. the L TCHA) pa.ragraphe 2(1Jde la LFSL(/, 

The following constituteswritten notification ofnon,compliance 
under paragraph 1 of section 152 of the LTCHA. 

Ce qui suit const.it.uerun avis ecrit de non-respect aux termes.du 
paragraphe 1.•derarticle .. 152 cte·taLFSLD. 

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. (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. 
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. 
3. A missing or unaccounted for controlled substance. 
4. An injury in respect of which a person is taken to hospital. 
5. A medication incident or adverse drug reaction in respect of which a resident is taken to hospital. 0. Reg. 

79/10, s. 107 (3). 

Findings/Fails saillants : 

1. [O.Reg. 79/10, s.107(3)4.] The Director was not informed of an incident in the home no later than one business day 
after the occurrence of the incident. Neither a phone call was made or a critical incident report submitted. An identified 
resident fell and sustained an injury on a Sunday in 2011 and was transferred to hospital. The critical incident report was 
submitted on a Tuesday instead of on the Monday. 

Issued on this 28th day of November, 2011 
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