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The purpose of this inspection was to conduct a Complaint inspection.

This inspection was conducted on the following date(s): February 25, February
26, February 27, 2014

This complaint inspection was conducted concurrently with a follow up
inspection #2014_247508_0008

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care(DOC),Assistant Director of Care(ADOC),
registered staff, Personal Support Workers(PSW's), Resident Assessment
Instrument(RAI)Co-ordinator and residents.

During the course of the inspection, the inspector(s) toured the home,observed
provision of care and services provided, and reviewed relevant documents
including,but not limited to: policies and procedures and clinical records.

The following Inspection Protocols were used during this inspection:
Continence Care and Bowel Management

Findings of Non-Compliance were found during this inspection.
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" NON- COMPLIANCE l NON

RESPECT DES EXIGENCES

Wﬂtten Notlflcatlon

Voiuntary Plan. of Correctlo
Director. Referral :
-','Comphance Order

2007 _.':_-:_f”200.7 surles fbye'r:s«de' soins de 1ongu' '-
e :duree (LFSLD) a ete constate (Une
el l

_;notlficataonf'_o 'non compitance under-. S
'paragraph .-1; "'ect;on 152 cf the LTCHA

resp_ec;t-"'aux termes du 'par'agraphe 1' de :
|rarticle 1_52 de Ia LFSLD .

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 87.

Housekeeping
Specifically failed to comply with the foll

owing:

s. 87. (2) As part of the organized prograrh of housekeeping under clause 15 (1)
(a) of the Act, the licensee shall ensure that procedures are developed and

implemented for,

(d) addressing incidents of lingering offensive odours. O. Reg. 79/10, s. 87 (2).

Findings/Faits saillants :
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1. The licensee did not ensure that as part of the ofganized program of housekeeping
under clause 15 (1) (a) of the Act, that procedures were developed and implemented
for addressing incidents of lingering offensive odors. -

It was observed on February 25, February 26, and February 27, 2014 that in a room
shared by four residents, three out of the four residents were using urinals.

On February 25, 2014, two urinals containing a moderate amount of concentrated
urine sat on the resident's bedside tables for an excess of three hours. The room and
the hallway outside the room had a strong odor of urine when toured at 1020 hours,
1230 hours, 1415 hours, and 1500 hours.

On February 26, 2014, during a tour of the facility, it was observed that there was a
strong odor of urine in two resident’s rooms that was also present in the hallway
outside of these rooms. it was observed that in one of the rooms, two urinals
containing urine were sitting on resident's bedside tables at 1100 hours. A urinal
containing a small amount of residue was sitting on the bathroom counter in another
room. A strong odor of urine was present in the resident's room, bathroom and
outside in the hallway.

On February 27, 2014, a strong odor of urine was noted in two resident's rooms which
was also present in the hallway outside the rooms at 1015 hours, 1130 hours, and
1430 hours. :

It was confirmed by the Administrator and the Assistant Director of Care that the two
resident’'s rooms have lingering urine odors. [s. 87. (2) (d)]

WN #2: 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 79110, s. 229 (4).

Findings/Faits saillants :
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1. The licensee had not ensured that the staff participated in the implementation of the
infection control program.

It was observed on February 25, February 26, and February 27, 2014 that in two
residents rooms, each shared by four residents, that the residents urinals were not
labeled. It was observed in a resident's room that three out of the three urinals that
were not labeled were being used by residents throughout the period of this
inspection.

On February 26, and February 27, 2014 in another resident's room, it was observed
that an unlabeled urinal was sitting on the counter in the residents bathroom shared
by four residents.

It was confirmed by the Associate Director of Care that the residents urinals should
have be labeled 1o identify to staff which resident's they belonged to. [s. 229. (4)]

Issued on this 10th day Qf iiarch, 2014

inspecieur ou des mspecieurs
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