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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 11, 12, 13, 14,
15, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care (DOC), Neighbourhood Coordinator, Resident
Assessment Instrument (RAI) Coordinator, Registered Practical Nurse (RPN},
private care giver, and family of the resident. :

During the course of the inspection, the inspector(s) reviewed resident records
including Medication Administration Records, homes policies and procedures,
home's investigation summaries.

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

~ Medication
Personal Support Services

Findings of Non-Compliance were found during this inspection.

a NONCOMPL!ANCE/NQN ’RESPECT DES EXIGENCES e

_.Aws :ecnt S
VPC Voluntary-Plan of Correction VPC = Plan de redressement voiontalre
| DR = Atguallage au’ dzrecteur
|CO~  Ordre: de'fconft__)rmlte
s WAO Ordres vaux et actlwtes
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fNon compllance thh requ;remen" s.under
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'ree (LFSLD) a 616 constate. (Une
ex&gence de Ia I0| comprend Ies eXIge_n

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 51. Continence

care and bowel management

Specifically failed to comply with the following:

s. 51. (2) Every licensee of a long-term care home shall ensure that,
(9) residents who require continence care products have sufficient changes to
remain clean, dry and comfortable; and 0. Reg. 79/10, s. 51 (2).

Findings/Faits saillants :
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1. The licensee did not ensure residents who required continence care products had
sufficient changes to remain clean, dry and comfortable. An identified resident in
2012 was observed to have an incontinent brief in place with a liner inside. The liner
was saturated with urine but the outer brief wetness line indicated the resident was
dry. The Personal Care Aid (PCA) caring for the resident confirmed the resident had
not had their incontinent brief changed during the shift which the observation was
made (approximately 6 hours) because when checked the outer brief appeared dry.
The PCA who worked the previous shift confirmed they had-put the liner inside the
resident's brief so they could change the resident as required without the assistance
of another staff. The resident's written plan of care stated the resident should be
toileted at regular intervals, including identified times between the last incontinent
product change and the time of observation, using the appropriate fitting incontinent -
product. The Tena Product guidelines for staff stated a resident should not be double
‘padded as it may lead to risk of pressure ulcers, urinary tract infections, leakage and
odour, and friction and skin irritation. [s. 51. (2) (g)]

Issued on this 13th day of May, 2013

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