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Licensee/Titulaire de permis

2063414 ONTARIO LIMITED AS GENERAL PARTNER OF 2063414 INVESTMENT LP
302 Town Cenire Blvd.,, Suite #200, TORONTO, ON, L3R-0E8

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

LEISUREWORLD CAREGIVING CENTRE - VAUGHAN
5400 Steeles Avenue West, Woodbridge, ON, L4L-951

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
_D_EANE BROWN (110}

The purpose of thls mspectlon was to conduct a Mandatory Reportlng lnspectlon

During the course of the inspection, the inspector(s) spoke with Administrator, Staff Educator, Nurse Manager,
Registered Staff, Personal support Workers, a resident.

During the course of the inspection, the inspector(s) reviewed a resident record, reviewed home policies,
reviewed home educational records and materials and observed a resident.

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

Findings of Non-Compliance were found during this inspection.

VPG Voluntary Plan of Corr
‘DR = :Director Referral -

CO = Compl:ance Order
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Non-compliance with-requirements under the Long-Term Care: = Le non respect des exugences de la Loi de 2007 sur Ies foyars de.
Homes Act, 2007-(LTCHA) was folind. (A requirement under the |
LTCHA includes the: requirements contained in the items listed'i in
thedefinition of “requ1rement under th:s Act" m subsactlon 2(‘1)

nftheLTCHA) RO RN RN

The folEowmg ccnstltules wr;tten nom' catlon of non comphance 3

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.B, s. 20. Policy to promote zero
tolerance
Specifically failed to comply with the following subsections:

s. 20. (2) Ata minimum, the policy to promote zero tolerance of abuse and neglect of residents,

(a) shall provide that abuse and neglect are not to be tolerated;

(b) shall clearly set out what constitutes abuse and neglect;

(c) shall provide for a program, that complies with the regulations, for preventing abuse and neglect;

(d) shall contain an explanation of the duty under section 24 to make mandatory reports;

(e} shall contain procedures for investigating and responding to alleged, suspected or witnessed abuse and
neglect of residents;

(f) shall set out the consequences for those who abuse or neglect residents;

(g) shall comply with any requirements respecting the matters provided for in clauses (a) through (f) that are
provided for in the regulations; and

{h} shall deal with any additional matters as may be provided for in the regulations. 2007, c. 8, s. 20 (2).

Findings/Faits saillants :

1. The home’s policy to promote zero tolerance of abuse and neglect or residents (Procedure Identifier: V3-010-revised
date July 2011) does not contain an explanaticn of the duty under section 24 of the Act to make mandatory reports. The
home’s policy does not explain that a person who has reasonable ground to suspect that the abuse of a resident by
anyone, or neglect of a resident by the licensee or staff that resulted in harm or a risk to the resident, shall immediately
report the suspicion and the information upon which it is based fo the Directar under the Long-Term Care Homes Act,
and that failure by staff to report is an offence under the law.

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, s. 23. Licensee must investigate,
respond and act

Specifically failed to comply with the following subsections:

s. 23.(2) Alicensee shall report to the Director the results of every investigation undertaken under clause (1)
(a), and every action taken under clause {1) {b). 2007, c. 8, s. 23 (2).

Findings/Faits saillants :

An investigation of the alleged abuse concluded but the results of the investigation were not reported to the Director.

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents
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Specifically failed to comply with the following subsections:

s.97. (1) Every licensee of a long-term care home shall ensure that the resident’s substitute decision-maker, if
any, and any other person specified by the resident,

(a) are notified immediately upon the licensee becoming aware of an alleged, suspected or witnessed incident
of abuse or neglect of the resident that has resulted in a physical injury or pain fo the resident or that causes
distress to the resident that could potentially be detrimental to the resident's health or well-being; and

(b} are notified within 12 hours upon the licensee becoming aware of any other alleged, suspected or witnessed
incident of abuse or neglect of the resident. O. Reg. 79/10, s. 97 (1).

Findings/Faits saillants :

The time frame of an incident of alleged abuse did not meet the requirement of the licensee to notify the resident's
substitute decision-maker within 12 hours upon the licensee becoming aware of the alleged abuse.

WN #4: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (7} The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8,s.6 (7).

Findings/Faits saillants :

The inspection revealed that a personal support worker (PSW)did not follow an identified resident's plan of care.

WN #5: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.8, s. 24. Reporting certain matters to
Director

Specifically failed to comply with the following subsections:

s. 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:

1. Improper or incompetent treatment or care of a resident that resulted in harm or a risk of harm to the
resident.

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.

3. Unlawful conduct that resulted in harm or a risk of harm to a resident.

4. Misuse or misappropriation of a resident's money.

5. Misuse or misappropriation of funding provided to a licensee under this Act or the Local Health System
Integration Act, 2006. 2007, c. 8, ss. 24 (1), 195 (2).

Findings/Faits saillants :
The Director was not immediately notified of an alleged abuse.

Issued on this 19th day of December, 2011
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