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Finspection d’inspection
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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, L 4G-2R9

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
GLORIASTILL (164)

The purpose of this inspection was to conduct a Crltlcal Inmdent mspectlon

Puring the course of the inspection, the inspector(s) spoke with The Administrator, Acting Director of Care,
Assistant Directors of Care, resident

During the course of the inspection, the inspector(s} reviewed Abuse Policy, LTCE-RCA-E-002, education
attendance records, internal investigation.

PLEASE NOTE: In accordance with LTCA, 2007 S. 0. 2007, ¢ 8, s. 76, area of non-compliance related to the
Licensee's failure to ensure that all staff at the home have received training as required, in the home's policy to
promote zero tolerance of abuse and neglect of residents was issued in Inspection #2012_103164_0012
conducted Apr 30, May 2, 4, 7, 8, 9, 11, 14, 16, 25, 28, 2012.

Existing Compliance Order issued in accordance with O. Reg. 79/10, s. 110. (2) during inspection
2012_103164_0011 conducted April 26, 30, May 1, 14, 24, 25, 2012, related to restraining by a physical device
was not inspected as the due date has not passed.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.
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WN = Writlen Nofification
'VPC = Voluntary Plan of Correctlon
:DR—- Director Referral - :

DR—- Algmilage au directeur:’
: [CO= Ordre.da conformate SRR :
WAQ = Workand. Act!wty Order |WAQ — Ordres - travaux et activités:

-Non-compliance with requirements under the Long-Term Care /|Le non-respect des ‘exigences de fa Loi da 2007 'sUr lgs foyars de "
‘Hormes Act, 2007 (LTCHA) was found: (A requnrement under, the soins de longle durée’ (LFSLD) a été constaté. (Une exigence de la
LTCHA ineludes the requirements contained in the items listed in[loi comprend les exigences qui font partie des éléments énumérés:
-the deifinition of.” requurement under this Act” § m subsectlon 2(1) dans !a défi nmon de « exlgence prevue par la presente Icn pyau

ofthe LTCHA.)

'The fol!owmg conshtutes wntten notlﬁcatlon of non comphance
:under paragraph 1 of secnon 1 52 af the LTCHA “

WN #1: The Llcensee has falled to comply Wlth LTCI-IA 2007 S 0 2007 c.B8,s. 23 Llcensee must mvestlgate,
respond and act
Specifically failed to comply with the following subsections:

s. 23. {2) A licensee shall report to the Director the results of every investigation undertaken under clause (1)
(a), and every action taken under clause (1) (b). 2007, c. 8, s. 23 (2).

Findings/Faits saillants :

1. The licensee did not ensure that the results of an alleged staff to resident abuse investigation were reported to the
Director.

WN #2: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

s. 24. (1} A person who has reasonable grounds to suspect that any of the following has occurred or may occur
shall immediately report the suspicion and the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resuited in harm or a risk of harm to the
resident.

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk
of harm to the resident.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident.

4. Misuse or misappropriation of a resident’s money.

5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System
Integration Act, 2006. 2007, ¢. 8, ss. 24 (1), 195 (2).

Findings/Faits saillants :

1. A Personal Support Worker who witnessed an alleged incident of staff to resident abuse did not report the incident as
required, to the Director. This information was confirmed by the Administrator & Acting Director of Care.
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Additional Required Actions:

VPG - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, 5.152(2} the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that a person who has
reasonable grounds to suspect that the following has occurred or may occur shall immediately report the
suspicion and the information upon which it is based to the Director:

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk
of harm to the resident, fo be implemented voluntarily.

WN #3: The Licensee has failed to comply with 0.Reg 79/10, s. 96. Policy to promote zero tolerance

Every licensee of a long-term care home shall ensure that the licensee’s written policy under section 20 of the
Act to promote zero tolerance of abuse and neglect of residents,

(a) contains procedures and interventions to assist and support residents who have been abused or neglected
or allegedly abused or neglected;

(b} contains procedures and interventions to deal with persons who have abused or neglected or allegedly
abused or neglected residents, as appropriate;

(c) identifies measures and strategies to prevent abuse and neglect;

(d) identifies the manner in which allegations of abuse and neglect will be investigated, including who will
undertake the investigation and who will be informed of the investigation; and -

(e} identifies the training and retraining requirements for all staff, including,

(i) training on the relationship between power imbalances between staff and residents and the potential for
abuse and neglect by those in a position of trust, power and responsibility for resident care, and

(i) situations that may lead to abuse and neglect and how to avoid such situations. O. Reg. 79/10, s. 96.

Findings/Faits saillants :

1. The licensee has not ensured that the home's written policy to promote zero tolerance of abuse & neglect of a resident
identifies training on the relationship between power imbalances between staff and residents and the potential for abuse
and neglect by those in a position of trust, power and responsibility for resident care.

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents
Specifically failed to comply with the following subsections:

s. 97. {2) The licensee shall ensure that the resident and the resident’s substitute decision-maker, if any, are
notified of the results of the investigation required under subsection 23 (1) of the Act, immediately upon the
completion of the investigation. O. Reg. 79/10, s. 97 (2).

Findings/Faits saillants :

1. The licensee did not ensure that an identified resident's substitute decision-maker was notified of the results of the
alleged abuse investigation immediately upon completion as confirmed by the administrator.

Issued on this 5th day of June, 2012
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Signature of !nsetors)!Signature de I'inspecteur ou des inspecteurs
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