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Licensee/Titulaire de permis

2063415 ONTARIO LIMITED AS GENERAL PARTNER OF 2063415 INVESTMENT LP.
302 Town Centre Blvd., Suite #200, MARKHAM, ON, L3R-0E8

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

LEISUREWORLD CAREGIVING CENTRE - BRAMPTON MEADOWS
215 Sunny Meadow Blvd., BRAMPTON, ON, L6R-3B5

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
SHARLEE MCNALLY {141}

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care, Assistant Director of
Care, Social Worker, registered staff, Personal Support Workers (PSWs), Community Care Access Centre (CCAC), and
police.

DPuring the course of the inspection, the inspector(s) Reviewed resident’s records, home's policy and procedure for
Abuse and Neglect, Admission Process, Discharge Resident

The following inspection Protocols were used in part or in whole during this inspection:
Personal Support Services

Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

OMPLIANCE / NON-RESPECT DES EXIGENGES
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 19. Duty to protect
Specifically failed to comply with the following subsections: :

s.19. (1) Every licensee of a long-term care home shall protect residents from abuse by anyone and shal ensure that
residents are not neglected by the licensee or staff. 2007, c. 8, s. 19 (1).

Findings/Faits sayants :

1. An identified resident was not protected from emotional abuse by a staff of the home. The Administrator of the home
confirmed he was aware of the emotional abuse occurring.

The home's Policy and Procedure "Abuse and Neglect - Resident" (V3-010) states all residents have the right to dignity,
respect and freedom from abuse and neglect.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 145. When licensee may discharge
Specifically failed to comply with the following subsections: -

s.145. (1) Alicensee of a long-term care home may discharge a resident if the licensee Is informed by someone
perimitted to do so under subsection (2) that the resident’s requirements for care have changed and that, as a result,
the home cannot provide a sufficiently secure environment to ensure the safety of the resident or the safety of
persons who come into contact with the resident. O. Reg. 79/10, s. 145 (1).

Findings/Faits sayants :

1. An identified resident was discharged by the home without being informed by the Director of Nursing and Personal Care or
the resident's physician or a registered nurse in the extended class attending the resident that the resident's requirements for
care had changed and that, as a result, the home could not provide a sufficiently secure environment to ensure the safety of -
the resident or the safety of persons who came into contact with the resident.

WN #3: The Llcensee has failed to comply with C.Reg 79/10, s. 148. Requlrements on licensee before discharging a
resident
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Specifically failed to comply with the following subsections:

s. 148. (2) Before discharging a resident under subsection 145 (1), the licensee shall,

(a} ensure that alternatives to discharge have been considered and, where appropriate, tried;

(b) in collaboration with the appropriate placement co-ordinator and other health service organizations, make
alternative arrangements for the accommodation, care and secure environment required by the resident;

{c) ensure the resident and the resident’s substitute decision-maker, if any, and any person either of them may direct
is kept informed and given an opportunity to participate in the discharge planning and that his or her wishes are taken
. Into consideration; and

(d) provide a written notice to the resident, the resident’s substitute decision-maker, if any, and any person either of
them may direct, setting out a detailed explanation of the supporting facts, as they relate both to the home and to the
resident’'s condition and requirements for care, that justify the licensee's decision to discharge the resident. O. Reg.
79/10, s. 148 (2).

Findings/Faits sayants :

1. An identified resident was discharged without the home ensuring that alternatives to discharge had been considered,
collaboration with the appropriate placement coordinator and other heaith service organizafions to make aiternative
arrangements for the accommodation care and secure environment required by the resident had occurred, ensured the the
resident was kept informed of the decision of discharge, and that written notice was provided to the resident setting out a
detailed explanation that justified the decision to discharge the resident.

WN #4: The Licensee has failed to comply with 0.Reg 79/10, s. 24, 24-hour admission care plan
Specn‘ically failed to comply with the following subsections:

s. 24. (1) Every licensee of a long-term care home shall ensure that a 24-hour admiss:on care plan is developed for
each resident and communicated to direct care staff within 24 hours of the resident’s admission to the home. O. Reg.
79/10, s. 24 (1).

Findings/Faits sayants :

1. An identified resident did not have a 24-hour admission care plan developed to direct care staff within 24 hours of the
resident's admission to the home.

The Assistant Director of Nursing confirmed there was no 24 hour care plan developed for this resident and stated that the
home practice is to use the electronic MEDe-care plan of care template for the completion of the 24 hour care plan.

The homes policy and procedure for Documentation - 24 Hour Admission Care Plan (V3-502) states:

1. A documented care plan shall be developed for each resident and communicated clearly to direct care staff within twenty-
four hours of admission.

6. Ensure that the care plan provides clear direction to staff that provide direct care to the resldent and that they have
convenient and immediats access to the MEDe-care printed care plan.

Issued on this 17th day of June, 2011
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