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Jun4,5,6,8, 2012 2012_103164_0015 Critical Incident

Licensee/Titulaire de permis

CHARTWELL MASTER CARE LP
100 Milverton 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 'inspecteur ou des inspecteurs
GLORIA STILL__(_T64) ‘

:_:::'sume” e r lnspectlon__'

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

During the course of the inspection, the inspector(s) spoke with the Administrator, Assistant Director of Care,
Registered staff, Personal Support Workers (PSW), resident.

During the course of the inspection, the inspector(s) reviewed: the resident’s health record, Responsive
Behaviours Management Policy & Procedure NUR-V14, Aggressive or Viclent Behaviour Policy & Procedure
NUR-V-15. Observed resident.

Note: Existing Compliance Order issued in accordance with O. Reg. 79/M10, s. 110. (2) during inspection
#2012_103164_0011 conducted April 26, 30, May 1, 14, 24, 25, 2012, related fo restraining by a physical device
was not inspected as the due date has not passed.

The following Inspection Protocols were used during this inspection:

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

“NON-COMPLIANGE | NON-RESPECT DES EXIGENGES
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Legend _ Legenda

WN Aws ec:rlt o
VPC Plan de'redressement volantaxre

WN = ert_t_en_ _Nc__;tn" caimn

DR = ' Direclor Referral """" R
CO -~ Compl:ance Order o
WAQ = Wark and Activity Order

Nen-compliarice with requirements under the l.:o:ﬁg:-.Té'nfﬁ"C:a‘re g Le non-respect des emgences de Ia Loi de 2007 sur les- foyers de:
Homes Act;-2007:(LTCHA) was found.. (A requ_ire_ma_nt;undelj the|soins de longue durée (LFSLD) a été constaté. (Une _ex:gence de: la‘

LTCHA includes the regliirements contained in the items listed in loi comprend les exigences qui font partie des eléments: Enumerés

: DR— Aiguillage au directetr .~
- GO~ Ordre de conformlte IR R
- |WAO = Ordres ! travauix et aclivités. -

the definition of raquarement under ih|s Act" in subsectlon 2(1) dans la définition de « exigence _prevue par la'présente I0| wrau :
:of lhe LTCHA) : _ paragraphe 2(1) de Ea LFSLD i SN

The foilowmg constltutes wrltten notlf catlon of nan- complrance Ce qut su1t constntue unavis: ecrlt de nan-respect aux termes du

_uncfer paragraph 1of section 152 of the LTCHA. paragraphe 1 de I'article 152 de Ia LF’S'L"D"

WN #1 The Licensee has failed to comply Wlth LTCHA 2007 S Q. 2007 c.g, 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

{¢) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1).

5. 6. {9) The licensee shall ensure that the following are documented:
1. The provision of the care set out in the plan of care.

2. The outcomes of the care set out in the plan of care.

3. The effectiveness of the plan of care. 2007, c. 8, s. 6 (9).

Findings/Faits saillants :

1. The licensee did not ensure the following was documented: the provision of care set out in the plan of care. The
written plan of care for the identified resident did not include the provision of the care set out in the plan of care. PSW
and registered staff reported potential behavioural triggers for the resident include an angry face and high pitched noises
and/ar voices. The written ptan of care did not include this information. [s.6.(9}1.]

2. The licensee did not ensure that the written plan of care for the identified resident sets out clear directions to staff &
others who provide direct care to the resident. Following the incident with a co-resident and an assessment by the
Ontario Shores Community Nurse Clinician the written plan of care for the identified resident was not revised to include
the specific non pharmacological interventions recommended to assist in managing the resident's behaviour. [s. 6. (1)
(c)]

3. The licensee did not ensure the outcomes of the care set out in the plan of care were documented. The most recent
Resident Assessment Protocel (RAP) for the identified resident, assessment review date (ARD) March 14, 2012, did not
include documentation reflecting the outcome of the resident's aggressive behavioural interventions, i.e. since the last
assessment the identified resident was involved in a physical altercation with a co-resident causing injury to the co-
resident. [6. (9) 2.]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby
requested fo prepare a written plan of correction for achieving compliance to ensure:

- that each resident's written plan of care sets out clear directions to staff and others who provide direct care to
the resident

- that the following are documented:

1. the provision of care set out in the plan of care

2. the outcomes of the care set out in the plan of care, to be implemented voluntarily.

Issued on this 8th day of June, 2012

Gloewo (O
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