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Licensee/Titulaire de permis

VIGOUR LIMITED PARTNERSHIP ON 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 - OXFORD
263 WONHAM STREET SOUTH, INGERSOLL, ON, N6C-3P6

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
DIANNE WILBEE (170)

-_'j::5_":_":ln'§pg¢tion_Su;mmar_leésumé de I'inspection

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 and Director of Care.

During the course of the inspection, the inspector(s) reviewed the resident's clinical record, reviewed
documentation related to the home's investigation, reviewed applicable policies and procedures, reviewed
Family Council minutes (1}, reviewed Admission Package and reviewed documentation related to Abuse policy
education.

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend Legendé_'

WN — . Written Notification WN — - Avis écrit o RIS
VPC — Voluntary Plan of Correction VPC - Plan de redressement volontalre
DR—' . Director Referral DR = - ‘Aiguillage au directeur . - -
CO - Compliance Order CO = 7 Ordre de conformité

WAQ - Work and Activity Order . - WAQ — Ordres : travaux et activités .

Non-compliance with requirements under the Long-Term Care - |Le non-respect des exigences de la Loi de 2007 sur les foyers de .
Homes Act, 2007 (LTCHA) was found. {A requirement under the|soins de longue durée (LFSLD) a été constaté. (Une exigence de la .
LTCHA includes the requirements contained in the items listed in|loi comprend les exigences qui font partie des éléments énumérés -
the definition of requirement under this Act” in subsectnon 2(1) dans la définition de « exigence prévue par la présente loi », au

of the LTCHA.} : S : paragraphe 2(1) de la LFSLD S

The following constitutes written notification of non- compltance Ce qui smt ccnstltue un aws écnt de non—respect aux termes du
under paragraph 1 of sect[on 152 of the LTCHA on.. . |paragraphe 1 de_ Particle 152 _d_e___]a LFSLD.

WN #1: The Licensee has failed to compiy with C.Reg 79/10, s. 8. Policies, etc., to be followed, and records
Specifically failed to comply with the following subsections:

s. B. (1) Where the Act or this Regulation requires the licensee of a long-term care home to have, institute or
otherwise put in place any plan, policy, protocol, procedure, strategy or system, the licensee is required to
ensure that the plan, policy, protocol, procedure, strategy or system,

(a) is in compliance with and is implemented in accordance with applicable requirements under the Act; and
{(b) is complied with. O. Reg. 7910, s. 8 (1).

Findings/Faits saillants :
1. A staff member did not follow the home's mechanical {ift policy and procedure.

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, §.0. 2007, ¢.8, s.152{2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance to ensure all staff comply with the
lifting devices/mechanical lift policy and procedure, to be implemented voluntarily,

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 131. Administration of drugs
Specifically failed to comply with the following subsections:

s. 131. (3) Subject to subsections (4} and (5}, the licensee shall ensure that no person administers a drug to a
resident in theé home unless that person is a physician, dentist, registered nurse or a registered practical nurse.
O. Reg. 79/10, s. 131 (3).

Findings/Faits saillants :
1. Medication for two residents was not administered by the appropriate personnel. [Reference: O.Req.79/10, 5.131(3)]

Additional Required Actions:
VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee is hereby

requested to prepare a written plan of correction for achieving compliance to ensure the appropriate personnel
administer medications, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 104. Licensees who report investigations under
5. 23 (2) of Act
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Specifically failed to compiy with the following subsections:

5. 104. {1) In making a report to the Director under subsection 23 {2) of the Act, the licensee shall inciude the
following material in writing with respect to the alleged, suspecied or witnessed incident of abuse of a resident
by anyone or neglect of a resident by the licensee or staff that led to the report:

1. A description of the incident, including the type of incident, the area or [ocation of the incident, the date and
time of the incident and the events leading up to the incident.

2. A description of the individuals involved in the incident, including,

i. names of all residents involved in the incident,

fi. names of any staff members or other persons who were present at or discovered the incident, and

iii. names of staff members who responded or are responding to the incident.

3. Actions taken in response to the incident, including,

i. what care was given or action taken as a result of the incident, and by whom,

li. whether a physician or registered nurse in the extended class was contacted,

iii. what other authorities were contacted about the incident, if any,

iv. whether a family member, person of importance or a substitute decision-maker of any resident involved in
the incident was confacted and the name of such person or persons, and

v. the outcome or current status of the individual or individuals who were involved in the incident.

4. Analysis and follow-up action, including,

i. the immediate actions that have been taken to prevent recurrence, and

ii. the long-term actions planned to correct the situation and prevent recurrence.

5. The name and {itle of the person making the report to the Director, the date of the report and whether an
inspector has been contacted and, if so, the date of the contact and the name of the inspector. 0. Reg. 7910, s.
104 (1)

Findings/Faits saillants :

1. The MOHLTC, after-hours pager, had been contacted related to a critical incident. The Critical Incident Report did not
state an inspector had been contacted, the date of notification and the name of the inspector [Reference: O.Reg.79/10,
5.104(1)5]

2, The Critical Incident Report did not Include the name of the family member notified. [Reference: O.Reg. 79/10, s.104.
(1)3iv]. The Critical Incident Report did not indicate the outcome of the incident. [Reference: 0.Reg.79/10, s.104{1)3v]
3. The Ciritical Incident Report did not identify the resident involved in the incident. [Reference: G.Req.79/10, s.104(1)2i}

Issued on this 9th day of November, 2011

Ignature of Inspector(s)/Signature de Pinspecteur ou des inspecteurs

Dt done Aol #1170
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