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The purpose of this inspection was to conduct an Other inspection.

DPuring the course of the inspection, the inspector(s) spoke with Director of Care, Assistant Director of Care and
the Laundry/housekeeping Supervisor (H-000598-12)

Buring the course of the inspection, the inspector(s) toured each tub/shower room and dining room, random
resident rooms and ohserved the condition of linens.

This visit was conducted concurrently with inspectors conducting the Resident Quality Inspection. (H-000475-
12)

The following Inspection Protocols were used during this inspection:
Accommeodation Services - Laundry

Accommaodation Services - Maintenance

Infection Prevention and Control

Findings of Non-Compliance were found during this inspection.

G DES EXIGENGES
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 89. Laundry service
Specifically failed to comply with the following subsections:

s. 89, (1) As part of the organized program of laundry services under clause 15 {1) {b) of the Act, every licenses
of a long-term care home shall ensure that,

{(a) procedures are developed and implemented to ensure that,

(i} residents’ iinens are changed at least once a week and more often as needed,

(i) residents’ personal items and clothing are labelled in a dignified manner within 48 hours of admission and
of acquiring, in the case of new clothing,

{iil} residents’ soiled ciothes are collected, sorted, cleaned and delivered to the resident, and

{iv} there is a process to report and locate residents’ lost clothing and personal items;

{b) a sufficient supply of clean linen, face ¢loths and bath towels are always available in the home for use by
residents;

{c} linen, face cloths and bath towels are kept clean and sanitary and are maintained in a good state of repair,
free from stains and odours; and

(d} industrial washers and dryers are used for the washing and drying of all laundry. O. Reg. 79/10, s. 89 (1).

Findings/Faits saillants :

1. [O. Reg. 7910, s.89(1)(c)] As part of the organized program of laundry services under clause 15(1){b) of the Act, the
licensae has not ensured that linen, face cloths and bath towels are kept clean and sanitary and maintained in a good
state of repair, free from stains and odours.

Five meal aprons, made of terry cloth material, were found to be in poor condition. They were mixed in with another
style of meal apron and stacked on a cabinet in several dining rooms. The aprons either had large holes, were
threadbare, worn or were frayed. The Laundry/Housekeeping supervisor revealed that the terry cloth aprons have heen
discontinued and that the home is in the process of removing them from circulation, however no one has been
particularly assigned to actively remove them from circulation,

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 229. Infection prevention and control program
Specifically faiied to comply with the following subsections:

5. 229, (4) The licensee shall ensure that all staff participate in the implementation of the program. O. Reg.
79/10, 5. 229 (4).

Findings/Faits saillants :
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1. [0. Reg. 7910, 5.229(4) The licensee has not ensured that all staff participate in the implementation of the infection
prevention and conirol program.

The infection prevention and control program for the home includes policies and procedures for the cleaning and
disinfection of various equipment surfaces and the handling and storage of resident's personal items.

No disinfectant solution could be located in the Bayview Heights tub/shower room for staff to use on the shower chair
after use, as required by their policy ICO80805. The shower room was noled to have just been in use from morning
care, Other shower rooms all contained the disinfection solution. The Director of Care confirmed that all showerftub
rooms are required to have disinfectant solution conveniently accessible to staff.

Two tubs (Starboard and Bayview Heights home areas) were noted to have a thick soapy residue along the bottom of
the tub several hours after use. Two tub lift seats (Harbour Heights and Port Place) were noted to have a vellow residue
on the underside. The home's policy #ICO060802 requires staff to clean the underside of the seats and to clean,
disinfect and rinse the tub after each use.

Shower chairs focated in Starboard, Habour Heights and Lakeside Gardens were noted to have discoloured padded
cushions. When the cushions were lifted from the chairs, the undersides were noted to have a lot of moisture along with
black and pink residues. The cushions are not being removed and cleaned properly and then aillowed to dry adequately.

Two untabeled used hairbrushes were found in drawers in the Starboard tub/shower area. Large and smalil unlabeled
nail clippers were found in a container inside of a cabinet in the Starboard tub/shower room and in shower caddies
hanging from the shower heads in several shower rooms. Confirmation was made with the Assisiant Director of Care
that nail clippers are required to be individually labeled and stored inside the labeled wall mounted storage unit and
hairbrushes are to be returned to the resident’s room.

Fecal stains were left on a commaode chair pan in the Bayview Heights tub/shower room. The room was not in use during
the inspection. The home's policy ICO080805 requires staff to clean the commode chairs after each use.

Issued on this 2nd day of May, 2012

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