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Oct 20, Dec 2, 2011 2011_025168_0009 Complaint 

Licensee/Titulaire de permis 

2063414 ONTARIO LIMITED AS GENERAL PARTNER OF 2063414 INVESTMENT LP 
302 Town Centre Blvd. Suite #200 TORONTO ON L3R-0E8 
Long-Term Care Home/Foyer de soins de longue duree 

LEISUREWORLD CAREGIVING CENTRE • BRANTFORD 
389 WEST STREET BRANTFORD ON N3R-3V9 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

LISA VINK 168 

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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care, staff 
-from·the Hamilton Magara·Haldimand·Brant CommunityCareAccess Centre (CCAe) and the ·resident's 

Substitute Decision Maker (SDM). Regarding inspection H-002052-11 

During the course of the inspection, the inspector(s) reviewed the progress notes for the identified resident and 
reviewed notes provided by the Resident Relations Coordinator of the home. 

The following Inspection Protocols were used during this inspection: 

Findings of Non-Compliance were found during this inspection. 

Legend 

WN - - W;itten Notification . . 
VPC '- Voluntal)' Plan ofCorrecUon < 
DR~ Dinictor Referral . > •. · 
CO - • Corppliance Order· 
WAO - Work and·Aclivity Order • 
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WN- Avliec,lr_•·••ri /c.•··.·• i. • •. __ · · 
VPC - Plan de re~iessel)lentvolontaire .• 
DR...: /\lglJHlage ~~ dlrecteur -. 
co - Qrdrede c;opformlW ..... 
WAO:.. Ord res i travaux et activites .• 
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Non-compliance with requirements under the Long-Teflll C~re_. Le ron-r~spect des exigence\' de la L9i de 2007surlesfoyersde .·. 
Homes Act, 2007 (LTCHA) was found;. (Arequiremehtyn.d~r the soin_s de l?ngue duree (LF$LD) a el$ constate, (Une exigence de la 
LTCHA_includesthe requirements <:ontalnei;l.l[ithe items llst_ed In l~i compren~JSI ~xigences q~I ton\partJe de,sele111en\s en_um_eres 
the definition of "iequirel)lent _underthls"Ac_t''.ln subsed!on2(1L d~~slffdefinit!op'.de\exigehce pievue'parla presenteJoi»;au • 
'of the LTCHA.) • j)aragraphe 2(J)de JaLFSLD; • • • • • 

The f9_1lqwing c_onstitutes written notifiGat1oO·Of ~0n~~oriiPllance· ~:~:-~u(~ __ Jj/b~
0

1l~;;:~ii'tN-aJ;~:-~_C~rlt_1jE{fll>n~{~S·µ~Cta'.u~'l6rrri~S ·Bu -: 
under paragraph 1 of section 1p2 of the LTCHA;_, paragraphs 1 de l'article,152 de la LFSLO. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 42. Requirements for admission 
to home 
The following are required in order for a person to be admitted as a resident of a long-term care home: 
1. A placement co-ordinator must have determined that the person is eligible for long-term care home 
admission under section 43. 
2. The placement co-ordinator for the geographic area where the home is located must have authorized the 
admission of the person to that specific home under section 44. 2007, c. 8, s. 42. 

Findings/Fails saillants : 
1. The admission of the resident to the long-term care home was not authorized by the placement co-ordinator as 
required. 
In 2011 a resident was admitted to the home. 
During an interview with the resident's SOM, it was identified that an employee of the home, was the individual who 
communicated that the resident would be admitted in 2011. 
During an interview, with CCAC staff, it was confirmed that the placement co-ordinator did not authorize the admission of 
the resident to the home until after the resident was admitted to the home. 
The CCAC placement co-ordinator authorized the admission of the resident only after notification that the resident had 
already been admitted to the home. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s.148. Requirements on licensee before 
discharging a resident 

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. 0. Reg. 79/10, s.148 (2). 

Findings/Fails saillants : 
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1. The licensee did not discharge the resident, as appropriate, ensuring that the SOM was provided the opportunity to 
participate in discharge planning and taking their wishes into consideration. 
An identified resident was discharged from the home in 2011. 
During an interview with the SOM in 2011 it was identified that they were not involved in the discharge planning of the 
resident and that they were told that the resident was being discharged. 
Progress notes in the resident's record identify the SOM voiced concerns regarding caring for the resident. Later that 
same day notes indicate that the physician was contacted and orders were received to discharge the resident. 
The SOM of the resident was not given an opportunity to participate the discharge planning before discharge. 

Issued on this 23rd day of December, 2011 

Signature of lnspector(s}/Signature de l'inspecteur ou des inspecteurs 
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