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January 27, 2012

Ms. Denise Brown
Administrator

Leisureworld Caregiving Centre
1000 Ellesmere Road
Scarborough ON 1P 5G2

Dear Ms. Brown:

Please find enclosed the Inspection Report-Public Copy for an inspection
conducted on December 7 and 8, 2011 and January 6, 9 and 18, 2012 under the
Long-Term Care Homes Act, 2007 (LTCHA) for the purpose of ensuring
compliance with requirements under the LTCHA.

This inspection report must be posted in the home, in a conspicuous and easily
accessible location in accordance with the LTCHA, 2007, S.0. 2007, c.8, s.79
(1) and (2).

A copy of the Inspection Report-Public Copy must be made available without
charge upon request. The report will also be on file with the Ottawa Service
Area Office, Performance Improvement and Compliance Branch.

Sincerely
A ,
s

Lynda Brown
}U\_TC Home Inspector — Nurse

(7

/

¢ President, Resident’s Council
President, Family Council
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Public Copy/Copie du public

Date(s) of inspectionlDéte(s) de inspection No/ No de I'inspection Type of Inspection/Genre
I'inspection d’inspection
Dec 7, 8,2011; Jan 6, 9, 18, 2012 2011_021111_0040 Critical Incident

Licensee/Titulaire de permis

2063414 ONTARIO LIMITED AS GENERAL PARTNER OF 2063414 INVESTMENT LP
302 Town Centre Blvd... Suite #200, TORONTO, ON, L 3R-0ES8

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

LEISUREWORLD CAREGIVING CENTRE - ELLESMERE
1000 Ellesmere Road, SCARBOROUGH, ON, M1P-5G2

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LYNDA BROWN (111)

Inspection Summary/Résumé de Pinspection

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

During the course of the inspection, the inspector(s) spoke with the Director of Administration (DOA), the
Director of Care (DOC), the Social Worker(SW), the Associate Director of Care (ADOC), one Registered Practical
Nurse (RPN), two Personal Support Workers (PSW), a family member and the resident.

During the course of the inspection, the inspector(s) observed the resident,reviewed the residents health
record, and reviewed the homes documentation

The following Inspection Protocols were used during this inspection:
Critical Incident Response

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

VPC — Voluntary Plan of Correction ' VPC — Plan de redressement volontaire

DR~ Director Referral i DR = Aiguillage au directeur

CO = Compliance Order = CO —  Ordre de conformité

WAQ - Work and Activity Order ~ ‘ WAO ~ 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 éléements énumérés
the definition of "requirement under this Act" in subsection 2(1} |dans la définition de « exigence prévue par la présente loi », au

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

The following constifutes written notification of ndn—compliance Ce qui suit constitue un avis ébrit de non-respect aux termes du
under:paragraph 1 of section 152 of the LTCHA. paragraphe 1 de l'article 152 de la LESLD,

WN #1: The Licensee has failed to comply with LTCHA, 2607 S.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 licensee, who had reasonable grounds to suspect improper or incompetent treatment or care of a resident that
resulted in injury failed to immediately notify the Director.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure when there is reasonable
grounds to suspect improper or incompetent treatment or care of a resident that results in harm or risk of harm,
is immediately reported to the director, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 76. Tralning
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Specifically failed to comply with the following subsections:

s. 76. (2) Every licensee shall ensure that no person mentioned in subsection (1) performs their responsibilities
before receiving training in the areas mentioned below:

. The Residents’ Bili of Rights.

. The long-term care home’s mission statement.

. The long-term care home’s policy to promote zero tolerance of abuse and neglect of residents.

. The duty under section 24 to make mandatory reports.

. The protections afforded by section 26.

. The long-term care home’s policy to minimize the restraining of residents.

. Fire prevention and safety.

. Emergency and evacuation procedures.

. Infection prevention and control.

10. All Acts, regulations, policies of the Ministry and similar documents, including policies of the licensee, that
are relevant to the person’s responsibilities.

11. Any other areas provided for in the regulations. 2007, c. 8, s. 76. (2).

WO NOUELHWN

s. 76. (4) Every licensee shall ensure that the persons who have received training under subsection (2) receive
retraining in the areas mentioned in that subsection at times or at intervals provided for in the regulations.
2007, c. 8, s. 76. (4).

Findings/Faits saillants :

Review of the homes attendance records on abuse prevention fraining for 2010 & 2011 indicated that three staff did not
receive annual re-training on the homes policy to promote zero tolerance of abuse and neglect of residents.(ref.s.76(4))
2. Orientation was not provided regarding incident reporting or the homes abuse policy. (ref.s.76(2)3, 4)

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that all current staff receive
re-training regarding the long-term care home's policy to promote zero tolerance of abuse and neglect of
residents and mandatory reports, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 20. Policy to promote zero
tolerance

Specifically failed to comply with the following subsections:

s. 20. (1) Without in any way restricting the generality of the duty provided for in section 19, every licensee shall
ensure that there is in place a written policy to promote zero tolerance of abuse and neglect of residents, and
shall ensure that the policy is complied with. 2007, c. 8, s. 20 (1).

Findings/Faits saillants :
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1. Review of the policy (V3-010) Abuse and Neglect Resident (revised July 2011) indicated:

-annual mandatory education will be provided to all staff.

-if any employee witnesses an incident or has any knowledge of an incident, that constitutes abuse or neglect, are
responsible to take immediate steps:

The charge nurse:

1) check the resident status;if required, immediate medical attention must be sought; 2) inform the POA or the family;
3) contact the DOA or designate

The DOA or designate:

1)immediately notify the police; 2)document the current resident status on the residents record and complete a critical
incident report; 3) report (as per section 24 of the LTCHA 2007); if outside normal business hours, contact the toll free
action line.

The DOA:

1)begin investigation; 2)submit a critical incident report

2. The licensee failed to ensure that when staff became aware of an alleged staff to resident abuse incident that the
home's policy was complied with.

Issued on this 18th day of January, 2012

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

C&’féu@&o?\)
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