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

This inspection was conducted on the following date(s): November 19, 2013.

During the course of the inspection, the inspector(s) spoke with Director Senior
Services, Infection Control Coordinator, Manager Food Services, 2 Food
Services Supervisors, Dietary Aide and Maintenance Staff.

During the course of the inspection, the inspector(s) reviewed the critical
incident, related internal investigation, resident clinical records, policies and
procedures for Infection Control, Food Services and related staff training.
Observations of residents and resident accommodations were conducted in
resident home area.

The following Inspection Protocols were used during this inspection:
Critical Incident Response

Dining Observation
Infection Prevention and Control

Findings of Non-Compliance were found during this inspection.

_NON-COMPLIANCE / NON - RESPECT DES EXIGENCES

Legend |Legendé

WN — Written Notification - |WN = Auvis écrit -

VPC — Voluntary Plan of Correction - |[VPC — Plan de redressement volontaire
DR — Director Referral DR - Aiguillage au directeur

CO - Compliance Order CO - Ordre de conformité

'WAO - Work and Activity Order ~ |WAO - Ordres : travaux et activités
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Non- compllance with requwements under
the Long-Term Care Homes Act, 2007
(LTCHA) was found. (A reqwrement
under the LTCHA mcludes the -
ﬁrequwements contained in the |tems listed
in the definition of "requirement under this
Act" in subsection 2(1) of the LTCHA.)

The following constitutes.,writteh :
notification of non-compliance under
paragraph 1 of section 152___-of the LTCHA.

Inspection Report under

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection sous la

Loi de 2007 sur les foyers de
soins de longue durée

Le non- -respect des eXIgenceS de la Loi de

'. 12007 sur les foyers de soins de Iongue

|durée (LFSLD) a été constaté. (Une

|exigence de la loi comprend les emgences

qui font partie des éléments enumeérés
dans la définition de « exigence prévue
par la présente loi », au paragraphe 2(1)
de la LFSLD. :

Ce qui suit conétitue un avis écrit de non-
respect aux termes du paragraphe 1 de
larticle 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.

15. Accommodation services

Specifically failed to comply with the following:

s. 15. (2) Every licensee of a long-term care home shall ensure that,
(a) the home, furnishings and equipment are kept clean and sanitary; 2007, c. 8,

s. 15 (2).

(b) each resident’s linen and personal clothing is collected, sorted, cleaned and

delivered; and 2007, c. 8, s. 15 (2).

(c) the home, furnishings and equipment are maintained in a safe condition and
in a good state of repair. 2007, c. 8, s. 15 (2).

Findings/Faits saillants :
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1. The licensee has failed to ensure that the home’s equipment was in a good state of
repair when the following occurred:

During a tour with the Infection Control Coordinator it was observed that the final rinse
temperature for the washing of dishes and utensils was 107F. The minimum
acceptable dish machine rinse temperature is 180F to ensure dishes and utensils are

safe and sanitary.

Record review revealed that the final rinse temperature had been below 180F on 5
occasions since October 22, 2013 i.e. October 22, 2013, rinse temperature was

103F.

In an interview the Dietary Aide confirmed the final rinse temperatures had not always
been 180F for the last 2 weeks.

During an interview the Manager of Food Services confirmed her expectation that the
home’s dish washing equipment be maintained in a safe condition and in a good state

of repair. [s. 15. (2) (c)]
Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance ensuring the home's dish washing equipment is
maintained in a safe condition and in a good state of repair, to be implemented

voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re
critical incidents
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Specifically failed to comply with the following:

s. 107. (1) Every licensee of a long-term care home shall ensure that the

Director is immediately informed, in as much detail as is possible in the

circumstances, of each of the following incidents in the home, followed by the

report required under subsection (4):

1. An emergency, including fire, unplanned evacuation or intake of evacuees.
0. Reg. 79/10, s. 107 (1).

Findings/Faits saillants :

1. The licensee failed to ensure that the Director was informed immediately and in as
much detail as possible in the circumstances, of an outbreak of a reportable disease
or communicable disease as defined in the Health Protection and Promotion Act.

The Public Health Department for the Region of Waterloo declared a Salmonella
outbreak on resident home area.

Record review revealed the Director had not been notified of the Salmonella outbreak
until September 20, 2013.

During an interview the Infection Control Coordinator confirmed his expectation that
the Director be informed immediately and in as much detail as possible in the
circumstances, of each outbreak of a reportable disease or communicable disease as
defined in the Health Protection and Promotion Act. [s. 107. (1)]
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Issued on this 25th day of November, 2013

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

Bonmc: I/ﬂQcLDan /o[
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