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RYKKA CARE CENTRES LP
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Long-Term Care Home/Foyer de soins de longue durée

HAWTHORNE PLACE CARE CENTRE
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Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
NANCY A. BAILEY (174)

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

During the course of the inspection, the inspector(s) spoke with Administrator, Registered Nurses, Personal
Support Workers

During the course of the inspection, the inspector{s) Conducted a clinical record review, observed the resident
in their room and in the dining room.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, s. 6. Plan of care
Specifically failed fo 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. An identified resident was observed not wearing a wander guard as per their plan of care for safety on July 28, 2011
at 1700 hours. According to the plan of care, which was revised for the resident's safety, staff are to check for the
wander guard every shift and monitor the resident for safety hourly. When the Registered Practical Nurse (RPN) asked
the Personal Support Workers(PSW) if they had seen this identified resident wearing the wander guard this shift or if
they knew when the resident was last seen wearing it, the staff could not say for sure when they had last seen the
resident with it. None of the PSW staff communicated to the registered siaff that they had monitored the resident for the
wander guard on that shift.

The hourly safety monitoring sheet was not implemented to document the monitoring of the resident as per the plan of
care on July 28, 2011.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, c.8, 5.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance with ensuring that the plan of care
for responsive behaviours for the identified resident is consistently followed by the staif., to be implemented

voluntarily.

Issued on this 4th day of October, 2011

Page 2 of 3



Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Signature of Inspector(s)/Signature de Finspecteur ou des inspecteurs

Page 3of3



