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Long-Term Care Home/Foyer de soins de longue durée
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Name of Inspector{s)/Nom de 'inspecteur ou des inspecteurs
ASHA SEHOAL (159)

o lnsp":,ctlon SummaryIResumé del’

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

During the course of the inspection, the inspector{s) spoke with the Administrator, Acting Director of Care,
Nurse Supervisor, Food Service Manager, Dietary staff, Registered Nursing staff, Personal Support Service
Workers (PSWs), Activation Supervisor, Activation aide and Residents in regards inspection H-001524-11

During the course of the inspection, the inspector(s) Reviewed resident health record, and Volunteer Service
program and policy procedure manual, interviewed Registered Practical Nurse, Activation Supervisor, PSWs,
and spoke with the residents.

The following Inspection Protocols were used during this inspection:
Personal Support Services

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

ION-COMPLIANGE / NON-RESPECT DE
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WN #1: The Licensee has faifed to compiy with LTCHA, 2007 5.0. 2067, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (7} The licenses 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. The licensee did not ensure that the care set cut in the plan of care was provided fo an identified resident as specified
in the plan. LTCHA 2007, S,0. 2007, c. 8, 5.6 {7)

On August 23, 2011, interview conducted with Registered Practical Nurse it was indicated that identified resident was
taken down to church service by a volunteer and then was taken outside and left unattended in front of the building.
Resident was found by staff wandering the adjacent street over three hours later, however, resident’s plan of care clearly
indicated the resident is at high risk for elopement due o cognitive deficit. Allow resident fo wander on unit, staff fo
supervise closely and make regular compliance round. Resident require close supervision when attending communal
activities. Staff did not ensure the care set out in the plan of care was provided to resident in relation to elopement risk.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, ¢.8, s.152(2} the licensee is hereby

requested to prepare a wrillen plan of correction for achieving compliance with ensuring that the care sef out in
the plan of care is provided to resident as specified in the plan of care, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 94. Volunteer program
Specifically failed to comply with the following subsections:

s. 94. {2) Every licenses of a long-term care home shall ensure that a staff member monitors or directs a
volunteer whenever it is necessary to ensure the safety of a resident. O, Reg, 79/10, s. 94 (2).

Findings/Faits saillants :
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1. Licensee did not ensure that a staff member monitors or directs a volunteer whenever it is necessary to ensure safety
of a resident. 0.Reg.79/10, s. 94 (2)

It was reported that a Critical Incident occurred related to an identified resident left unattended by a volunteer in front of
the building and was found wandering the adjacent strests.

On August 23, 2011, interview with the Registered Practical Nurse confirmed that the volunteers are recruited and
supervised by Recreational Department, and there are no systems in place for monitoring and supervising volunteers by
nursing.

On September 2, 2011, interview with the Activation Supervisor, confirmed that the volunteer involved in the incident was
not provided direction and supervision related to safety and assistance for the benefit of residents. There is a no
coordination between nursing and activation department with regards to monitoring and supervising volunteers. The
activation supervisor reported that the volunteer training program is not home specific, nor at the operational level, The
Region of Peel is in the process of reviewing the volunteer services including orientation and training program for
volunteers.

Issued on this 26th day of October, 2011

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