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_ Inspection Summary/Résumé de

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care, the
Assistant Director of Care, the Support Services Manager, the Resident Assessment Instrument (RAI)
Coordinator and a front office staff person.

During the course of the inspection, the inspector(s) reviewed door security on all doors leading to stairways, to
the outside of the home, to non-residential areas and to secure outside areas. The inspector also reviewed the
health care record of a former resident.

The following Inspection Protocols were used during this inspection:
Responsive Behaviours

Safe and Secure Home

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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WN Written Not;f cation
VPC - Voluntary Plan of Correction
DR~ Director Referral
€O - Compliance Order
WAO - Work and Activity Order

Non-comphance with reqwremen s

‘Asgutl!age au directeur
_ Ordre de conformité
WAQ Ordres : travaux et activités

1Le non-respect des ex1gence de la Loi de 2007 sur les foyers de

nder the E.ong-'l'erm- are
i _;4été ‘con,staté.;/{Une exigence de la

para ‘aphe T,de I articié 152delalFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :

1. A former resident’s plan of care identified them at high risk for elopement and required that their whereabouts be
verified ever hour.

On July 19th 2011 at 1130h, the home was made aware via a telephone call from a family member of the resident that
the resident had eloped and had gone downtown Ottawa to the office of the Public Guardian and Trustee (PGT) where
the resident was asking for money. When staff at the PGT would not give the resident any money, the resident left the
premises. Police officers later found the resident unharmed and returned the resident to the home at 1430h.

On July 19th 2011, the resident's whereabouts were not verified after 830h and staff were not aware that the resident
was no longer on the premises until the telephone call from the resident's family member was received at 1130h.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, $.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance with the requirement that the care set
outin a resident’s plan of care is provided to the resident as specified in the plan, specifically with regards to
residents who are at high risk of elopement, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 9. Doors in a home
Specifically failed to comply with the following subsections: :

s. 9. (2) The licensee shall ensure there is a written policy that deals with when doors leading to secure outside
areas must be unlocked or locked to permit or restrict unsupervised access to those areas by residents. O.
Reg. 79/10, s. 9. (2).

Findings/Faits saillants :

1. There is no written policy that deals with when doors leading to secure outside areas must be unlocked or locked to
permit or restrict unsupervised access to those areas by residents.
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