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Licensee/Titulaire de permis

Leamington Court Inc.
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 I'inspecteur ou des inspecteurs

BARBARA PARISOTTO (558)
: “’Inspection SummaryIResume de l'inspection

The purpose of this inspection was to conduct a Complaint mspectlbn

This inspection was conducted on the foliowing date(s): December 20, 2013

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care, Assistant Director of Care, Environmental Manager,Unit Clerk,
Registered Staff, Personal Support Workers, and Housekeepers.

During the course of the inspection, the inspector(s) reviewed the home's
complaint binder, nursing weekly staffing complement, housekeeping cleaning
audit and conducted a walk through of home areas.

The following Inspection Protocols were used during this inspection:
Accommodation Services - Housekeeping
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during this inspection.

NON COMPL!ANCE 1 NON

RESPECT DES EXIGENCES

Legend

WN - Wntten Notrf catron S
VPC Voluntary Plan of Correctlon
DR — . Director. Referral == = °
CO- Compllance Order '_ S
WAO Work and Actlvrty Order

-_Legende

WN—— Avrs ecnt o
" |VPC = Plan de redressement volontaire :
o |DR=—
WAO Ordres travaux et actrv;tes

Arguniage au dlrecteur
~Ordre de conform:te

Non comphance wrth requrrements under
the Long—Term Care Homes Act, 2007

(LTCHA) was found. (A requrrement
under the LTCHA includes the
requrrements contained in the ltems Itsted
in the definition of “requrrement under this
Act" in sub_sef?ff_on 2(1) Qf_.t_he_L_TCHA_)_ |

The followrng constitutes wntten :
notification of non- Compllance under o
paragraph 1 of sectlon 152 of the LTCHA

|Le. non respect des ex:gences de Ia Lor de

duree (LFSLD) a ete constate (Une _
g ex;gence de la loi comprend Ies emgences

dans la deflnitron de’ « emgence prevue

~ par la. presente Ion », au paragraphe 2(1)
”“-_';_'.f'de Ia LFSLD S

| ~|ce qur surt constltue un avis: ecrit de non- '.
|respect aux termes du paragraphe 1 de '

Iartlcie 152 de Ia LFSLD
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 5.
Every licensee of a long-term care home shall ensure that the home is a safe
and secure environment for its residents. 2007, c. 8, s. 5.

Findings/Faits saillants :

1. The licensee failed to ensure that the home is a safe and secure environment for its
residents. On December 20, 2013 during a home walk through, the inspector
observed a wheel chair foot rest sitting on the floor by the stereo cabinet in an
identified dining room/lounge. Interviews with a Personal Support Worker (PSW) and
Registered Staff member, confirmed that a foot rest not in use, should be stored in the
utility room or in the resident's cabinet in the resident's room. The inspector brought to
the Registered Staff's attention that a single wheel chair foot rest was observed in the
dining room. The Registered staff member instructed another PSW to store the foot

rest away. [s. 5.]
Additional Required Actions:

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 the home is a safe and secure environment
for its residents related to the storage of wheel chair foot rests, to be
implemented voluntarily.

Issued on this 10th day of January, 2014

|gna ure of nspector(s)/Signature de I'inspecteur ou des inspecteurs

- )
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