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

Idlewyld Manor, 449 Sanatorium Road, Hamilton, ON L9C 2A7
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Bernadette Susnik — Environmental Health #120

The purpose of this visit was to conduct a complaint inspection.

During the course of the inspection, the inspector spoke with the Administrator, Director of Care, Environmental
Services Supervisor and housekeeping staff. During the course of the inspection, resident rooms, washrooms
tub rooms, clean utility rooms, linen closets and dining rooms in 5 resident home areas and the laundry room . .
were inspected. ,

The following Inspection Protocols were used:

¢ Accommodation Services — Laundry
¢ Accommodation Services — Housekeeping

Findings of Non-Compliance were found during this inspection. The following action was taken:

2WN
1VPC
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t.e_s ant-constituer un avis d'éerit’ de l’ex:gence prévue le paragraphe 1 .';
de section 152 de Ies foyers da soins de Iongue durée : ; ;

o : :_Non respect avec Ies exigences sur ie Loi de 2007 Ies foyers de sams de *
' __trouvé {Une exigence deng la ol comprend les exugences_ '
e'd s les points énumérés dans la'définition de exlgance L

WN #1: The licensee has failed to comply with O. Reg.79/10, s. 89(1)(c). As part of the organized
program of laundry services under clause 15(1)(b) of the Act, every Izcensee of a [ong—term care home shall
ensure that ' _

(c) !men face cloths and bath towels are kept clean and samtary and are malntamed in a good state of repatr
free from stalns and odours. S :

Findings:
The following linen was identified to be in poor condition:

Cracked pillow surfaces identified on 16 resident beds. Thread bare and transparent bottom sheets identified
on 6 resident beds and transparent plllow cases identified on pillows, on resident beds in 11 rooms. Linen in
good condition was identified to be in adequate amounts in the home, however staff, both in nursing and in
laundry, are not removing linen that is not in good condition from circulation when necessary. The identified
linen was reported to have been removed from circulation by Aprit 15, 2011.

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 8.0. 2007, ¢.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance in respect to ensuring that linen,
face cloths and bath towels are maintained in a good state of repair, to be implemented voluntarily.

WN #2: The license has failed to comply with the LTCHA 2007, S.0., 2007, c. 8, s. 84. Every licensee of
a long-term care home shall develop and implement a quality improvement and utilization review system that
monitors, analyzes, evaluates and improves the quality of the accommodatlon care servnces programs and

goods provided to remdents of the Iong-term care home : :

Findings:

1. The lost and found process in the home is not monitored, analyzed or evaluated to determine where
improvements need to be made. Over 150 unlabelled articles of clothing were noted in the laundry room,
and staff did not know when the various articles were acquired. Very little effort has been made to return
these articles to residents. No proactive auditing is conducted of resident closets to determine whether or
not clothing is labeled and personal care staff do not take regularly check labels before sending them to
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be laundered. Complaints from residents who claim that an article has been lost are not formally
documented and the home does not keep track of how many complaints are lodged or resolved.

2. The nurse call response system in the home includes a software program to track the length of time it
takes for a staff member to respond to a pulled call station. During the inspection, the call log for March
16, 2011 was reviewed. [t was noted that at least & different call stations were left to ring for longer than
20 minutes, between 4:45 and 8:05 p.m. A trend was noted that wait times tend to be longer around
meal times after reviewing several different call logs for different days in March. It is not known whether or
not the resident received the care that they required at that time or what the reason for the call was. The
information available to the home regarding call response time was not being used at the time of the
inspection. Policies and procedures have not been developed for staff as to the homes’ expectations on
call bell response times and timely provision of care. The management staff indicated that they are
planning to institute the use of the software program soon and that management staff would be receiving
training. The provision of care during busy time periods (before and after meals) would need to be
monitored and evaluated to determine what improvements need to be made to the service.
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