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•· lnspecti<mS1.1mmary/Resume·<lel'lrispecti<>0 

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

During the course of the inspection, the inspector(s) spoke with the Director of Care, the Administrator, the Unit 
Manager, the Social Worker, the Environmental Manager, staff working on the unit, the resident involved in this 
critical incident inspection H-002252-11. 

During the course of the inspection, the inspector(s) reviewed the health file for the identified resident, reviewed 
the home's investigation notes into the incident, reviewed the home's policies and procedures related to 
missing residents, Hourly Wanderer's Checks and Responsive Behaviours. 

An area of non-compliance related to Complaint Inspection H-001915-11 (conducted simultaneously with this 
Critical Incident Inspection) was issued on this Critical Incident Inspection Report. 

The following Inspection Protocols were used during this inspection: 

Critical Incident Response 

Responsive Behaviours 

Findings of Non-Compliance were found during this inspection, 

NON-COMPLIANCE/NC>N'.RESPECT DES EXIGENCES 
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·wN•-•··Written·NClUfication·.·\< •• •.• .. ••.•. 
v.PG __. Voluntary Plariof<::.orrec{ion • •• 
•DR-:- Di.re.ctor R<,ferral .... •· 
CO - • Compliance Order ( • • 
WAQ- Work and Activity 0r<ler •. • •• 
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1/Vrt-i·Avis;crit.\'.'•••··••····<i•••···•·.·•·····.·• 
VPG-- F'land••redresse{l]entvolontaire 
DR '- . AiguUiage au directeur • 
CO -:-\0rdrede.c<:mfor{l]ite.· 

• •• •• •• • • • WAO;~:br0res-:JraVaUX-.~t:acti\Jit8s. 

Non-compliance with requlre~ents uncJetihe Long'.T9r{l] Car,:, Lel1on~i~spectde~ e)\igertc,,s de '"' .Loi de 2007 sur !es foyers de 
·Hom.es Act, 2007 (LTCHA).w .. sJound; (A re.quire{l]ent ~nderthe soins.deJongue duree (LFSLD)a ete constate. (Une exigence de la 
LTGHA in.cl.udes.the requireme.nt.s cpntained iRthe itemsJisted in. loi co{l]prendfes exigences q~IJont partie de.s elem.ents enumeres • 
the definition ot".require{l]ent under this'Acl"insubsec!Jon 2(1). _ dans la de~niliory de«.<axigence prevue par la presents loi », au 
of the LTGHA:) • • • • • •• - • - paragraphe 2(1) dela LFSlD; -

The.following constitutesv,'fiUennol[ft~ti~n•olnon-compliance Cequi.suitconslitue·u~JviJecrit·de.non-respect auxtermes du 
under paragraph tofseclion 152of(he LTGHA; • • paragraplletde l'article.152 de la LFSLD. 

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each 
resident that sets out, 
(a) the planned care for the resident; 
(b) the goals the care is intended to achieve; and 
(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

Findings/Fails saillants : 

1. The plan of care for resident #1 did not give clear direction to staff related to pain that they were experiencing. 

a) Three personal support worker staff interviewed indicated that resident #1 does not like to be positioned on their side 
due to pain and that the resident is only to be positioned on their back or other side because of this. 
Staff interviewed also indicated that the resident is comfortable unless they are being positioned or transferred and that 
staff need to be careful of the resident when positioning them. 
The plan of care for the resident #1 did not identify interventions related to their inability to tolerate laying on their side or 
care to be taken with regards to during positioning or transfers. 
2. The plan of care for resident #2 did not provide clear direction to staff who provide direct care to them. 

a) The document that the home refers to as the care plan for resident #2 indicated that a number of interventions were in 
place to manage the resident's wandering behaviours. 

b) The documentation related to a Team Meeting held indicated some changes to the previous interventions in place to 
manage the resident's wandering behaviours. This was confirmed through interviews with the Director of Care, 
Administrator, Social Worker and front line staff. 

The document that the home refers to as the care plan for resident #2 did not include the changes to interventions that 
were put in place as a result of the Team Meeting even though all staff and managers interviewed were aware that this 
was part of the plan of care for resident# 2. 
The plan of care for resident #2 contained conflicting information related to interventions to be in place to manage their 
wandering behaviours. 
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VPC- pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance to ensure that the plans of care for 
residents provide clear direction to staff providing care., to be implemented voluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 30. General requirements 

Specifically failed to comply with the following subsections: 

s. 30. (2) The licensee shall ensure that any actions taken with respect to a resident under a program, including 
assessments, reassessments, interventions and the resident's responses to interventions are documented. 0. 
Reg. 79/10, s. 30 (2). 

Findings/Fails saillants : 

1. The licensee did not ensure that actions taken with respect to a resident under a program, including interventions and 
resident responses to interventions were documented. 
An identified resident eloped from the home (Resident #2). 
The plan of care that was developed for resident #2 related to their wandering behaviour indicated that they were to have 
their whereabouts monitored every hour. These monitoring activities were to be documented on the form provided. 
The home's policy (Hourly Wandering Checks L TC9-06.05) effective February 18, 2011 directs staff to document 
information related to residents who are at high risk for wandering and are to be monitored hourly on the appropriate 
hourly checklist. 
Documentation on this form was incomplete and some of the documentation was inaccurate. When resident #2 eloped 
from the home, the documentation on the hourly checklist indicated that the resident was checked at 1400, 1600, 1700, 
1800 and 1900. There was no documentation to indicate that the resident's whereabouts were checked between 1400 
and 1600. The resident was seen walking outside 1506 and did not return to the home until 1920. Staff at the home 
would not have been able to check the identified resident's whereabouts as documented. A staff member interviewed did 
confirm that the identified resident was on the unit and wandering the hallways at 1430 on the day of the incident when 
she ended her shift. 
It was noted that the home initiated every 15 minute behavioural monitoring after an incident of elopement involving 
resident #2. The flow record related to the every 15 minute monitoring was not consistently completed for the resident. It 
was noted that there was no documentation of 15 minute monitoring activities on a number of occasions on the records 
reviewed. 

Staff did not complete documentation as required on the Hourly Checklists and the every 15 minute behavioural 
monitoring checklist. 

Issued on this 14th day of February, 2012 
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