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Licensee/THulalre
Chartwell Master Care LP, 100 Mitverton Drive, Mississauga, ON., L5R 4H1
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B_a_rbara_ N_aykalyk-Hur;t, #146

The purpose of this inspection was to conduct a complaint inspection.

During the course of the inspection, the inspector spoke with: the Administrator, the Director of Care and the
Assistant Director of Care.

During the course of the inspection, the inspector: reviewed the health file of an identified resident.

The following Inspection Protocols were used during this inspection: Dignity, Choice and Privacy

iE Findings of Non-Compliance were found during this inspection. The following action was taken:

2WN

NON'COMPL!ANCE [::'(Nb'_n-jfespectés) ™
Definltlonleéﬂnitions T e R T —

WN — Written Notlltcatlons/AvIs écnt R A
VPC - Voluntary Plan of Correction/Plan de redressement volontaire
-DR ~ - Director Referral/Régisseur envoyé R :
CO - Compliance Order/Ordres de conforrmté I

WAO - Work and Activity Order/Ordres: travaux et activités
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z Long-Term Care under the Long- d’inspection prévue
#~ Ontario Term Care Homes le Loi de 2007 les
Ministére de [a Santé et Act, 2007 foyers de soins de
des Soins de longue durée Iongue durée
The fo!lowing constrlutes wntten notufscatlon of non- comp]rance under L i.e suivant const:tuer un avls d écnt de I ex:gence prévue le paragraphe 1 :
paragraph 1 of seclion 152 of the LTCHA S :_-3_:. .| de secﬂon 162de Ies foyers da solns de [ongue durée : i
Non-compliance with requnremsnts underthe Long Tsnn Cars Homss Non respect avec Ees exigences sur Ie Loi de 2007 Ies foyers de soms de B
Act, 2007 (LTGHA) was found, {A requirement under the LTCHA includes |- fongue durée a trouve. (Une exigence dans le lol comprend les ex199nces ;
the requirements contained In the ltems listed in'the definitton of = 7 ©--" | ‘contenues dans les points énumérés dans la définition ds ™ ex:gence
“requirament under this Agt” _in sps_b_sect;on _2(1_)_ of the LTCHAL) - " o prévue par la présente loi” au paragraphs 2(1) de la Iol :

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, ¢.8, 5.3 (1)

Every licensee of a long-term care home shall ensure that the following rights of residents are fully
respected and promoted:
19. Every resident has the right to have his or her lifestyle and choices respected.

Findings:

1. According to the health file of an identified resident, the resident was a long term participant in a specific
lifestyle choice and had clearly expressed the wish to be allowed to continue this choice while residing at the
home. The resident was told that he/she was not permitted to do so because it was against home policy.
However the home’s policy does permit the activity under certain conditions. The staff chose not to permit this
particular resident o participate in the activity because it was not good for his health.

WN #2: The Licensee has failed to comply with O.Reg. 7¢/10, s.148(3)

Before discharging a resident from the home under clause 145 (3) {a), (b) or (d), the licensee shall
offer to,

(a) assist the resident in planning for discharge by identifying alternative accommodation, health
service organizations and other resources in the community; and

(b)contact appropriate health service organizations and other resources in the community or refer the
resident to such organizations and resources

Findings:

1. The health file indicates that an identified resident was told on at least 2 occasions in the month prior
to discharge that he/she would possibly be discharged from the home. There was no assistance given
to the resident or contacts made o appropriate community resources for alternate living
arrangements. CCAC was called the actual day of discharge. The resident had mentioned living with
a famity member but the health file indicates that the home was informed by the family prior to the
resident leaving the home that the resident would not be living with them.

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division
Signature du Titulaire du représentant désigné representative/Signature du (de la) représentant(e) de la Division de la
responsabilisation et de la performance du systéme de santé.
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