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Jun 11,12, 13, 15, 19, 2012 2012_103164_00186 Complaint

Licensee/Titulaire de permis

CHARTWELL MASTER CARE LP
100 Milverion Drive, Suite 700, MISSISSAUGA, ON. L5R-4H1

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

AURORA RESTHAVEN
32 MILL STREET AURORA, ON, L4G-2R9

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
GLOR]A STILL (164)

umé de linspection .

The purpose of thls |nspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, Assistant Director of Care,
Registered staff, Personal Support Staff (PSW), Physiotherapist, Physiotherapist Assistant, Social Work,
residents

During the course of the inspection, the inspector(s) reviewed resident health records, Bowel Continence
Management Program, Policy NUR-HI-04, Physiotherapy records. Observed residents.

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Medication

Personal Support Services

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON- RESPECT DES EXEGENCES
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WN —- Written Notification =
VPG — Voluntary Pian of Correction
DR - Director Referral ;... .}
CO~ Compliance Order -
WAD — Work and Activity: Order

~ VPG 2 Plan de redressamentvotontalre

|co-=

Lagenda L

WN— Avis serit BRI

DR~ Aiguilage au directeur

Ordre de canformite 5.

WAO = Ordres ; travaux et activités™

Non-compliance with requlrements under Ehe Long—Term Care :
Homes' Act, 2007 (LTCHA) was found: (A reguirement under the
LTCHA includes the requirements contained in the items listed.in
the definition of “reqmrernant undar th|s Act" in subsectlon 2(1)
of tha LTCHA ) :

under paragraph 1 of sectlon 152 of. the LTCHA.

Le non-respect des ex193nces dela {'oi de 2007 sur Ies foyers de
soins de longue durée (LFSLD) a‘Bté constata: (Une exugence dela
loi comprand les exigences qui font partie:des éléments énumérés:
dans la définition de « exlgance prevue par Ia presenta I01 », au Lo
paragraphe 2(1 ) de Ia LFSLD

Ce quisuit conshtue un avas acrlt da non- respect aux termes du o
paragrapha 1 r:le Farticle 152 de’ Ia LFSLD S

WN #1: The Licensee has falled to comply with 0 Reg 79110 5. 131 Admlnlstratlon of drugs

Specifically failed to comply with the following subsections:

s. 131. (2) The licensee shall ensure that drugs are administered to residents in accordance with the directions
for use specified by the prescriber. O. Reg. 7910, s. 131 (2}.

Findings/Faits saillants :
1. The licensee did not ensure that drugs are administered

to residents in accordance with the directions for use

specified by the prescriber. A review of the Medication Administration Record (MARY) for an identified resident did not
evidence that on March 9, 2012, the 5:00 p.m. dose of Ciprofloxacin 500 mg. was administeraed. The ADOC reviewed the

MAR and confirmed said medication was not administered

Additional Required Actions:

as ordered.

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 to ensure that drugs are
administered to residents in accordance with the directions for use specified by the prescriber, to be

implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 24. 24-hour admission care plan
Specifically failed to comply with the following subsections:

s. 24. (3) The licensee shall ensure that the care plan sets out,

{a) the planned care for the resident; and

{b) clear directions to staff and others who provide direct care to the resident. 0. Reg. 79/10, s. 24 (3).

s. 24. (6} The licensee shall ensure that the care set out in the care plan is provided to the resident as specified

in the plan. O. Reg. 79/10, s. 24 (G).

Findings/Faits saillants :
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1. The licensee did not ensure that care set out in in the admission care plan was provided to the resident as specified in
the plan. The plan of care for an identified short stay respite resident indicated the resident was to be provided
continuous bladder irrigation {CBI} on Saturday, March 10, 2012 & Tuesday, March 13, 2012. The CB| was not started
until Wednesday, March 14, 2012. [s, 24, (6)]

2. The licensee did not ensure that the admission care plan set out clear directions to staff and others who provide direct
care to the resident. The admission care plan for an identified short stay respite resident did not include interventions
related to skin care. A PSW who worked March 10, 11 & 14, 2012, reported the resident had skin redness in the groin
area and she applied barrier cream but did not report it to registered staff. [s. 24, (3) (b)]

Addifional Required Aclions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of carrection for achieving compliance to ensure:
- that the admission care plan provides clear directions to staff and others who provide direct care to the

resident.
- that the care set out in the plan is provided fo the resident as specified in the plan, to be implemented

voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 33. Bathing
Specifically failed to comply with the following subsections:

s. 33. (1) Every licensee of a long-term care home shall ensure that each resident of the home is bathed, at a
minimum, twice a week by the method of his or her choice and more frequently as determined by the resident’s
hygiene requirements, unless contraindicated by a medical condition. Q. Reg. 79/10, s. 33 (1).

Findings/Faits saillants :

1. The licensee did not ensure that each resident of the home is bathed, at a minimum, twice a week by the method of
his or her choice and more frequently as determined by the resident's hygiene requirements, unless contraindicated by a

medical condition.
A review of the plan of care for an identified short stay respite resident indicated the resident was provided a bed bath on

March 11 & 12, 2012 rather than a shower as per his preference.

Issued on this 3rd day of July, 2012

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

Cwr P W\
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