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P*,;.) under the Long-Term  prévue le Loi de 2007 |
z ) Ontal’i 0 Care Homes Act, 2007 Ies foyers de soins de
longue durée
Ministry of Health and Long-Term Care Toronto Service Area Office Bureau régional de services de Toronto
Health System Accountability and Performance Division 55 St. Clair Avenue West, 8" Floor 55, avenue St. Clair Ouest, 816m étage
Performance Improvement and Compliance Branch Toronte ON M4V 2Y7 Toronto, ON M4V 2Y7
Ministére de la Santé et des Soins de Telephone: 416-325-9297 Téléphone: 416-325-9297

Iongue durée 1-866-311-8002 1-866-311-8002

Division de la responsabilisation et de la performance du Facsimile:  416-327-4486 Télécopieur: 416-327-4486
systéme de santé ' ’

Direction de 'amélioration de la performance et de la

conformité

[I Licensee Copy/Copie du Titulaire Public Copy/Copie Public

Dates of inspection/Date de Pinspection Inspection Nof d’inspection Type of Inspection/Genre d'inspection -
2010_193_2832_14Dec102423 Critical incident T-26818 and 2849
December 14, 15, 2010

Licensee/Titulaire

Ontaric Limited as General Partner of 2063414 Investment LP, 302 Town Centre Blvd. #200, Toronio, L3R 0ES

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

Leisureworld Caregiving Centre- O'Connor Court, 1800 O’Connor Drive, East York, ON, M4A 1W7

Name of Inspector/Nom de l'inspecteur

Monica Klein #198

The purpose of this inspe'éti'o_r-x was to conduct a critical incident inspection.

During the course of the inspection, the inspector spoke with: Personal Support Workers (PSW), Registered
staff, Directors of Care, Administrator.

During the course of the inspection, the inspector. reviewed the health record, home's policies and
procedures.

The following Inspection Protocols were used during this inspection:
Hospitalization and death and Falls prevention.

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

2WN
1VPC
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WN #1: The Licensee has failed to comply with 6 (7) of the LTCHA, 2007, S.0. 2007, c.8.
The licensee shall ensure that the care set out in the plan of care is provided to the resident as

spec:|f|ed in the plan.

Findings:
» The plan of care for an identified resident was indicating that staff was required to carry a
monitoring device at all times but the staff did not carried the monitoring device on night shift.

Inspector: ID #1198

Tiie

WN #2 The Llcensee has failed to comply with 8 (1) ¢ of the LTCHA, 2007, 8.0. 2007, c.8.
Every licensee of a long-term care home shall ensure that there is a written plan of care for each

“resident that sets out
(c) clear directions to staff and others who provide direct care to the resident.

~Findings:
" s The plan of care for an identified resident did not indicate the position of the bed side rails.

Inspector ID # 198

Addltlonal Reqmred 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 by providing clear directions
regarding position of bedrails for residents in beds which have bedrails, to be implemented voluntarily.

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 la) représentant{e) de la Division de la
responsabhilisation et de la performance du systéme de santé.
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Title: Date: Date of Report: {if different from date(s) of inspection).
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