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Date(s) of inspection/Date(s) de Inspection No/ No de I'inspection Type of Inspection/Genre d’inspection
Pinspection
Jul 8, 14, 2011 2011_034117_0018 Critical Incident

Licensee/Titulaire de permis

REVERA LONG TERM CARE INC.
55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, L5R-4B2

Long-Term Care Home/Foyer de soins de longue durée

CARLINGVIEW MANOR
2330 CARLING AVENUE, OTTAWA, ON, K2B-7H1

Name of inspector(s)/Nom de I'inspecteur ou des inspecteurs
LYNE DUCHESNE 17)

lnspectlon SummaryIResume de l’mspection

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

During the course of the inspection, the inspector(s) spoke with the home’s Administrator, to the home's Business
Office Manager, to two Registered Nurses, to three Personal Support Workers, and to two residents.

During the course of the inspection, the inspector(s) reviewed an identified resident's health care record, reviewed the
home’s Visitors and Residents Outing logs for July 2011 and examined the home's outside front patio.

The following Inspection Protocols were used in part or in whole during this inspection:
Responsive Behaviours

Safe and Secure Home

Findings of Non-Compliance were found during this inspection.

NON- COMPL!ANCE ! NON-RESPECT DES EXIGENCES

Definitions Deﬂnmons . : . . o

. ,WN - Aws écrit o :
 IVPC -~ Plan de redressement voIontau’e
DR- Algunlage atidirecteur .

CO -~ Ordrede conformxte ,

WAO - Ordres : travaux et activités

WN- Writte wuuf'catlon .
VPC - Voluntary Plan of Correctnon
DR -~ Director Referral

CO - Compliance Order

WAO - Work and Activity Order
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Non-compliance with féqmrementé under the Long-Term Care Homes jle non-respect des exigehcés de la | oi de 2007 sur les foyers de
Act, 2007 (LTCHA) was found. (A requirement under the L TCHA soins de longue duree (LFSLD) a été constaté. (Une exigence de la
includes the requirements contained in the items listed in the definition {loi comprend les exigences qui font partie des éléments énuméres

cf "requfrement under this Act” in subsectson 2(1) of the L TCHA) dans la définition de « exigence prevue parla presente! 1 », au
paragraphe 2(1) de laLESID. . .

"The foltowmg conststutes wntten notification of non—comphance under ' 'Ce qui suit constltue un avis ecnt de non-respect aux termes du
paragraph 1of sectlon 152 of the LTCHA . - paragraphe idal artlcle 152 dela LFSLD

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 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 sayants :

1. An identified resident suffers from cognitive impairments. He is identified as being at risk for wandering. His plan of care
indicates that the resident is on a wandering monitoring and whereabouts check every one hour to ensure his safety. The
resident is allowed to wander on the unit and in the facility but requires accompaniment for external outings.

On July 1, 2011, at approximately 21:45h, the identified resident left the home by jumping over the external patio fence.

It was only noted at approximately 01:00h on July 2, 2011, that the resident was not in his room or on the resident care unit.
Night staff initiated the home's Missing Persons' protocol. The home's Administrator, the resident's Substitute Decision Maker
and local police services were contacted and notified that the resident was missing.

The resident was found on July 2, 2011, at 12:45h, approximately 10 Kms away from the home. The resident was uninjured.

Nursing staff working on July 1 2011, did not monitor and document the resident's whereabouts on a hourly basis as indicated
in the resident's plan of care.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) the licensee is hereby requested to

prepare a written plan of correction for achieving compliance regarding the need to ensure that the care set out in the
plan of care is provided to the resident as specified in the plan, to be implemented voluntarily.

Issued on this 15th day of July, 2011

Signature of Inspector(s)/Signature de 'inspecteur ou des inspecteurs
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