
Health System Accountability and Performance 
Division • 
Performance Improvement and Compliance Bran~h 

• Division de la responsabiflsatlon et de la 
Performance du systeme de sante 
Direction de l'amE!lioration de la performance et de la 
conformlte 

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 Sante 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, 11i8m etage 
HAMIL TON, ON, L8P-4Y7 
Telephone: (905) 546-8294 
Telecopieur: (905) 546-8255 

Public Copy/C_opie du public 

Date(s) of inspection/Date(s) de 
!'inspection 

Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

Oct 5, 6, 7, 12, Nov 28, 2011 2011_026147 _0032 Critical Incident 

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 duree 

LEISUREWORLD CAREGIVING CENTRE - MISSISSAUGA 
2250 HURONTARIO STREET MISSISSAUGA ON L5B-1M8 

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

LALEH NEWELL (147) 
. Inspection Summary/Resume de !'inspection 

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care, Registered staff 
and residents related to Critical Incident inspection H-001475-11. 

During the course of the inspection, the inspector(s) Reviewed resident's clinical chart, reviewed home's policy 
and procedure related to Resident Abuse, reviewed internal incident and investigation reports, observed care, 
toured the home, and observed staff in routine duties. 

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 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 
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Legends 

WN - Avis ecrit 
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VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 

Non-compliance with requirements under the Long-Term Care Le non-respect des exigences de la Loi de 2007 sur !es foyers de 
Homes Act, 2007 (LTCHA) was found. (A requirement under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
LTCHA includes the requirements contained in the items listed in loi. comprend !es exigences qui font partie-des 0I6ments enumeres 
the definition of "requirement under this Act" in subsection 2(1) dans la d0finition de « exigence pr8vue par la presents loi », au 
of the LTCHA.) paragraphe 2(1) de la LFSLD. 

The following constitutes written notification of non-compliance 
under paragraph 1 of section 152 of the LTCHA. 

Ce qui suit constitue un avis Scrit de_ non-respect aux termes du 
paragraphe 1 de !'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 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/Fails saillants : 

1. The home failed to provide the care set out in resident's plan of care as specified in the plan. 
An identified resident was admitted to the home in 2010 and was assessed to require two staff assistance with bathing. 
2. In 2011 the resident reported concerns with bathing. An internal investigation was conducted by the home and 
identified the staff assisting the resident did not follow the plan of care to ensure there were two staff to provide care 
while bathing the resident. The staff bathed the resident with only one staff member present. 

Issued on this 28th day of November, 2011 

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