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The purpose of this inspection was to conduct a Complaint inspection.
This inspection was conducted on the following date(s): November 15, 18, 2013.

This inspection was conducted concurrently with critical incident H-000736-13.
Inspector Roseanne Western 508 was in attendance on November 15, 2013.

During the course of the inspection, the inspector(s) spoke with the
administrator, Director of Care (DOC), registered staff, Personal Support workers
(PSW's) and residents.

During the course of the inspection, the inspector(s) reviewed policy and
procedure related to the infection control program, toured the home and
observed residents.

The following Inspection Protocols were used during this inspection:
Infection Prevention and Control

Findings of Non-Compliance were found during this inspection.

oy NON-COMPL!ANCE l NON RESPECT DES EXIGENCES

WN Wntten Nottﬁcahon CLEE WN Av;s ecnt il
VPC - Voluntary. Plan of Correctlon i VPC - Plan de. redressement volontalre
_DR — Director Referral . S "i;-:':_ DRm Algwllage au dlrecteur

CO ~ ' Compliance Order .*--' . |CO*- —  Ordre de. conformité

WAO Work and Actwtty Order | ”_f:{.-; WAO Ordres travaux et actlwteé
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Non compf:ance W|th requzrements under
the: Long-Term Care Homes Act, 2007

(LTCHA) was found. (A requwement*-‘
under the LTCHA mckudes the o
,requ;rements ‘contained in the: ltems Ilsted
in the definition of "requirement under this
Ac v ln subsection 2(1) of the LTCHA )

The foHowmg constltutes wntten
notification of non- compllance undar
paragraph 1 of sechon 152 of the LTCHA

:'de Ia LFSLD

Le non respect des eXIgences de la Loi de
{2007 sur les: foyers de soins de Iongue

durée (LFSLD) a été constaté. (Une
~|exigence de la loi comprend les. ex19ences'j

qui font: partle des. éléments enumerés
|dans la- définition de « exagence prévue
par ia présente I01 », au paragraphe 2(1)

e Ce qu1 swt constltue un avis ecrlt de non----{f

respect aux termes du. paragraphe 1 de
i’art;c!e 152 de Ea LFSLD St

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 229. Infection

prevention and control program

Specifically failed to comply with the following:

s. 229. (4) The licensee shall ensure that all staff participate in the

implementation of the program. O. Reg.

79/10, s. 229 (4).

Findings/Faits saillants :

1. The licensee did not ensure that all staff participated in the implementation of the

program.

In November 2013, two of three PSW's interviewed, did not know why two residents
on their assigned wing had isolation precautions signs outside the rooms and did not
know which precautions were necessary to practise. This information was confirmed
by staff interviews, health records and observation. [s. 229. (4)]
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Issued on this 19th day of November, 2013

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs

E Masy b -]
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