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Cinspection d’inspection
Dec 8, 22, 2011 2011_060127_0053 Critical Incident

Licensee/Titulaire de permis

VIGOUR LIMITED PARTNERSHIP CN BEHALF OF VIGOUR
302 Town Centre Blvd, Suite #200, MARKHAM, ON, L3R-0E8

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

LEISUREWORLD CAREGIVING CENTRE - MISSISSAUGA
2250 HURONTARIO STREET, MISSISSAUGA, ON, L5B-1M8

Name of inspector{s)/Nom de 'inspecteur ou des inspecteurs
RICHARD (12

spection Summary/Résumé de Inspection

The purpose of this inspection was o conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with the administrator, director of care and
registered staff regarding H-002290-11,

During the course of the inspection, the inspector(s) reviewed management's documentation of the incident and
reviewed a resident's plan of care and progress notes.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Personal Support Services

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 5.0. 2007, c¢.B, s. 6. Plan of care

Specifically failed to comply with the following subsections:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified

in the plan. 2007, c. 8,s. 6 (7).

Findings/Faits saillants :

1. The licensee failed to ensure the care set out in the plan of care was provided to the resident as specified in the plan.
An identified resident fell in the washroom while he/she was left unattended by staff in 2011. The resident received
injuries as a result of the fall and was transferred to hospitat for treatment. His/Her plan of care related to toilsting

indicated, "PSW not to leave unattended...”

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.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 resulted 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 resuited 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, c. 8, ss. 24 (1), 195 (2}.

Findings/Faits saillants :

1. The licensee failed to immediately report to the Director named in the LTCHA, 2007, the improper or incompetent
treatment or care of a resident that resulted in harm to the resident. An identified resident fell in the washroom while
hefshe was left unattended by staff in 2011. The resident received injuries as a result of the fall and was transferred to
hospital for treatment. His/Her plan of care related fo toileting indicated, "PSW not to leave unattended...” The Critical
Incident Report was submitted to the Director more than two days after the incident occurred.
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Issued on this 18th day of January, 2012
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Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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