
Health System Accountability and Performance 
Division 
Performance Improvement and Compliance Branch 

Division de la responsabllisatlon et de la 
performance du systeme de sante 
Direction de l'amelioratlon de la performance et de la 
conformite 

Ministry of Health and 
Long-Term Care 

Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Hamilton Service Area Office 
119 King Street West, 11th Floor 
HAMIL TON, ON, L8P-4Y7 
Telephone: (905) 546-8294 
Facsimile: (905) 546-8255 

Ministere de la Santa et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 les 
foyers de soins de longue 

Bureau regional de services de Hamilton 
119, rue King Quest, 11i9m etage 
HAMIL TON, ON, L8P-4Y7 
Telephone: (905) 546-8294 
Telecopieur: (905) 546-8255 

Public Copy/Copie du public 

Date(s) of inspection/Date(s) de 
('inspection 
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Licensee/Titulaire de permis 

2011_064167 _0017 Critical Incident 

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 

MARILYN TONE /167) 
lnspectlonSummary/Resume·de l'inspectlo_n 

The purpose of this inspection was to conduct a Critical Incident inspection. 

During the course of the inspection, the inspector(s) spoke with The Resident Assessment Instrument 
Coordinator and the Director of Care. 
This inspection was related to Log number H-001752-11 

During the course of the inspection, the inspector(s) Conducted a review of the health record for the identified 
resident. 

The following Inspection Protocols were used during this inspection: 

Hospitalization and Death 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE./ NON-RESPECT DES EXIGENCES 
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t?ontario 

Legend 

WN - . Written Notification 
VP.C - Voluntary Plan .of Correction. 
DR - Director Referral . . 
. CO-•··• Compliance Order 
WAO-Work and ActiVity Order. 
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VPC -Plan.deredressement volontaire 
DR~·• NguHl.ageau directe.ur 
co.-,-.••· Ord re de conformjfe 
WAo-·ordres·,travaux.etactlvites 

Non•compliancirwith reqUlrem~nts under the1.ong-l"erm Care ... Le non-respe9liles exigences de la Loi de 2007. sur !es foyers de 
fc{omes Act; 2007(Ll"Cfc!A)W~s found. •(Arequirement undeL!t,e .soinsde longueduree (LFSLD) a ele constate. (Une exigence de .la 
LTCHA includes .therequirements contained in the. items listed in loi.comprendJes.exigences qui font partie des elements enumeres 
the definition of"requirement under this Act'' in sul,sec!ion2(1) dansla definition de.« exigence prevue par la presents Joi"• au 
of the L TCfc!A.) paragraphe 2(1) de la LFSLD. 

<<·,'·, ' _-:>·· 

The following ccmstitutes written noljfication of non-compliance 
under paragraph J of secllon 152 oft he LT CH.A. 

,' ,', ',,,; 

Ge.Aui•suit-Ccnistit_u_e·ll_fl _a_vis ecrit_de non.:respecfaux te'r_mes· du 
paragraphe 1 del'a.rticje 152de la LFSLD. • 

WN #1, The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident records 
Every licensee of a long-term care home shall ensure that, 
{a) a written record is created and maintained for each resident of the home; and 
{b) the resident's written record is kept up to date at all times. 0. Reg. 79/10, s. 231. 

Findings/Fails saillants , 

1. The licensee did not ensure that the written record was kept up to date for the identified resident. 

The identified resident passed away at the home. The documentation in the progress notes on the resident's health 
record during the evening prior to the resident's death indicated that the resident was unresponsive and was unable to 
take anything by mouth including pills. The resident was noted lo have received narcotic medication for comfort. The 
identified resident's family requested lo be notified if the resident's condition changed. It was noted in the same progress 
note that the staff would continue lo monitor. 

There was no documentation in the identified resident's health file related to their condition or any monitoring activities 
that took place during the next shift. 

The next progress note was noted lo be the following morning and this progress note indicated that the physician was 
called and information was provided. It was noted that the physician would notify the coroner if necessary. The next note 
the same day indicated that the physician called to say that they had spoken with the coroner and that the coroner would 
be in lo review the resident's chart. 

There was no documentation on the identified resident's health file to indicate the time of the resident's death, whether 
family were notified of their death and when, when the resident's body was released lo the funeral home, when the 
coroner visited the home to review the chart or the cause of death as determined by the coroner. 

Issued on this 21st day of February, 2012 
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