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Name of Inspector(s)yNom de I'inspecteur ou des inspecteurs
DIANNE WILBEE (170)

Inspection Summary/Résumé de Pinspection -~ -

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

During the course of the Inspection, the inspector(s) spoke with Director of Care, Director Clinical Services,
Assistant Director of Care, Program Service Manager, and Personal Support Worker (2)

During the course of the inspection, the inspector(s) reviewed resident record, observed residents (2), reviewed
policies and procedures specific to the inspection, observed a home area, reviewed information specific to a
program and observed a program area related to Log# L-001787-11.

The following Inspection Protocols were used during this inspection:

Findings of Non-Compliance were found during this inspection.

NOCN- COMPLiANCEI NON RESPECT DES EXiGENCES___:_

Legend T Legende s

WN Wr:tten Notification . WN Aws ecm -
VPC Voluntary Plan of Correction VPG = Plan de redressement volontaire 7w

ector Referral . DR - “Aiguillage au directeur i
= Gompliance Order ' CO = - Qrdre de conformité - R
WAO = Work and Activity Order WAQ — Ordres : travaux et activités -7
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Non-compliance with requirements under the Long-Term Care Le non-respect des exigences de la Loi de 2007 sur les foyers de -
Homes Act, 2007 (LTCHA) was found. (A requirement under the|soins de Jongue durée (LFSLD) a été constaté. (Une exxgence dela
LTCHA includes the requirements contained in the items listed in 101__(:_(_:mprend les ex:gences qui font partie des éléments énumérés

the definition of "requnrement undar thls Act" ln sut ectton 2(1) dans la définition de « exigence prévue par la présente loi », au
ofthe LTCHA.) - IR : paragraphe 2(1) dela LFSLD

The foliowmg conslliules wnlten notlf cahon of non- compiiance Ce qun su;t constﬂue un aws ecnt de non-respect aux termes du
under paragraph 1 of section 152 of the LTCHA u S he 1.de !__ari:qle 152dela _l_.FSLD

WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c¢.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. The licensee did not ensure that the care set out in the plan of care was provided to a resident as specified in the plan.
The resident's plan of care identified the resident as having an elopement risk, as requiring 15 minute checks by staff
and requiring constant supetvision when off the home area due to exit seeking behaviour. The plan of care was not
provided as follows;

a) Constant supervision was not provided when the resident was taken off the home area, to a program, resulting in the
resident eloping from the building.

b) Safety checks were not documented when the resident was off the home area.

in addition, the resident's attendance at the program was not recorded resulting in the resident being at risk.

Addifional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0, 2007, ¢.8, 5.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure safety monitoring and
supervision of residents who are identified as a safety risk are maintained on a ongoing basis, to be
implemented voluntarily.

Issued on this 21st day of March, 2012

Signature of inspector()lSignature de I'inspecteur ou des insecrs

Nenne HFilhee #1070
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