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Licensee/Titulaire de permis

VIGOUR LIMITED PARTNERSHIP ON BEHALF OF VIGOUR
302 Town Centre Blvd, Suite #200, MARKHAM. ON, | 3R-0ES8

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

LEISUREWORLD CAREGIVING CENTRE - MISSISSAUGA
2250 HURONTARIO STREET, MISSISSAUGA, ON, L58-1M8

Name of inspector{s}/Nom de {’inspecteur ou des inspecteurs
MARILYN TONE (167)

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

During the course of the inspection, the inspector{s) spoke with the Administrator, the Director of Care,
identified residents and staff on the unit related to critical incident Log # H-000289-12,

During the course of the inspection, the inspector(s) conducted a review of the health files for the identified
residents, reviewed the home's policies and procedures related to abuse and responsive behaviours and
observed care on the identified unit.

The following Inspection Protocels were used during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this inspection,
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident records
Every licensee of a long-term care home shall ensure that,

{a) a written record is created and maintained for each resident of the home; and

{b) the resident’s written record is kept up fo date at all times, O. Reg. 78/10, s. 231.

Findings/Faits saillants :
1. The licensee did not ensure that the written record for an identified resident was kept up to date at all times.

a) The home submitted a critical incident report related to an incident that occurred at the home in 2012,

b) The identified resident was involved in an incident with a co-resident. The health file for the identified resident did not
include any documentation that this incident had occurred or any description of the incident itself.

c) There was documentation however refated to assessment of the identified resident after the incident had eceurred and
notification of the resident's substitute decision maker.

Issued on this 28th day of June, 2012

ignature de l'inspecteur ou des inspecteurs
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