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Date(s) of inspection/Date de I'inspection | Inspection No/ d’inspection Type of Inspection/Genre d’inspection
H-00274, 00381
February 28, 2011 2011_146_2570_28Feb103513

Licensee/Titulaire
2063414 Ontario Limited as General Partner of 2063414 Investment LP, 302 Town Centre Blvd, Suite 200, Markham,

ON., L3R OE8

Long-Term Care Home/Foyer de soins de longue durée
Leisureworld Brantford, 389 West Street, Brantford, ON., N3R 3V9

Name of Inspector(s)/Nom de I'inspecteur(s)
Barbara Naykalyk-Hunt, #146

The purp'o's‘e of this"i'ns'g'jedﬁc'ih was to conduct 2 Criﬁcél incident inspections.

During the course of the inspection, the inspector spoke with: the Acting Administrator, the Acting Director of
Care (DOC), 3 registered staff, 2 personal support workers (PSW) and 2 residents.

During the course of the inspection, the inspector: interviewed 2 identified residents and reviewed the health
files of 3 identified residents. Falls prevention/ management policy was reviewed.

The following Inspection Protocols were used during this inspection: Falls prevention, responsive behaviour -
management

E} Findings of Non-Compliance were found during this inspection. The following action was taken:
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Defimtionleéﬂnitlons

WN Wntlen Notiﬁcatlonszvis écr : B

VPC -~ Voluntary Pian of Correctaoanian de redressemant volontaire
‘DR — . Director Referral/Réglssaur envoyé

‘€O -~ - Compliance Qrder/Ordres de conformité Lo

WAO Work and Actwit_y O_rderlo_rdres travaux ot aclivités

_'Ths fo!lowing consmutes wntten notlncatuon of non- complfance under v Le suwant constrtuer un av;s d écnt de t'exlgence prévue ie paragraphe 1
paragraph 1 of seciion 152 of the LTCHA : ; o L -j_ ‘de-section 152 de ies foyers cie soms de Iongue durée

respect avec les exigencas sur ]e Lol de 2007 les foysrs de sofns ds -

ngue durde & rouvé, (Une exigence dans le loi comprend les exigences

| ‘contenues dans les polnts'énumdrés dans la définition de * exu;ence
-prévue par Ia présente lof” au paragraphe 2(1) de la loi.” :

. Non compllance wuth raquiremams under the Long Tem: Care Homes
“Act 2007 (LTCHA) was found:. (A requifement under the. LTCHA inc!udes
-the requirements contamed in‘the ltems listed in the definition of .~
“*raquirement under this Act" in subsection 2(1) of the LTCHA) = " 0

WN #1: The Licensee has failed to comply with LTCHA, 2007, S.0. 2007, c.8, s.24(1):

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:

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. 1

Findings:

1. An identified resident assaulted another resident resulting in injury. The Director was not notified until the
Critical Incident report was submitted 2 days after the incident.

WN #2 The Licensee has failed to comply with O. Reg. 79/10, s.34(1):

34(1) Every licensee of a long-term care home shall ensure that each resident of the home receives
oral care to maintain the integrity of the oral tissue that includes,
(a) mouth care in the morning and evening, including the cleaning of dentures

Findings:

1. The interventions on 3 out of 3 identified residents’ care plans reviewed, direct staff to provide daily
cleaning of mouth or dentures or daily mouth care.

2. An identified resident confirmed that oral care was not offered twice per day.

Signature of Licensee or Representative of Licensee Signature of Health System Accountability and Performance Division

Signature du Titulaire du représentant désigné representative/Signature du (de [a} représentant(e) de la Division de la
: responsabliisation et de la performance du systéme de santé. :
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: W/JON

Page 20f2




