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Inspection Summary/Resume de !'inspection 

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

During the course of the inspection, the inspector(s) spoke with residents, Personal support workers, Laundry 
staff, the Director of Care and the Administrator. 

During the course of the inspection, the inspector(s) did a walk through of the building, observed the condition 
of the linens, towels and face cloths on each of the units and in the laundry room, reviewed resident health 
records including progress notes and profile information, and reviewed the home's internal investigation. 
During the course of this inspection, two critical incidents were reviewed. The log numbers are as follows: 0-
002304-11 and 0-002325-11. 

The following Inspection Protocols were used during this inspection: 

Accommodation Services • Laundry 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/ NON-RESPECT DES EXIGENCES 
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VPC - Voluntary Plan of Correction 
DR - Director Referral 

VPC - Plan de redressement volontaire 
DR- Aiguilfage au directeur 

CO - Compliance Order CO - Ordre de conformite 
WAO - Work and Activity Order WAO - Ordres : travaux et activites 

Non-compliance with requirements under the Long-Term Care Le non-respect des exigences de la Loi de 2007 sur les foyers de 
Homes Act, 2007 (L TCHA) was found. (A requirement under the soins de longue duree (LFSLD) a ete constate. (Une exigence de la 
L TCHA includes the requirements contained in the items listed in loi comprend les exigences qui font partie des elements enumeres 
the definition of "requirement under this Act" in subsection 2(1) dans la definition de« exigence prevue par la presente loi », au 
of the L TCHA.) paragraphe 2(1) de la LFSLD. 

The following constitutes written notification of non-compliance 
under paragraph 1 of section 152 of the L TCHA. 

-I 

Ce qui suit constitue un avis ecrit de non-respect aux termes du 
paragraphe 1 de !'article .152 de ta LFSLD. 

WN #1: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (9) The licensee shall ensure that the following are documented: 
1. The provision of the care set out in the plan of care. 
2. The outcomes of the care set out in the plan of care. 
3. The effectiveness of the plan of care. 2007, c. 8, s. 6 (9). 

Findings/Faits saillants : 

1. A resident was assessed for a potential injury by registered staff. The details of the assessment were not 
documented. Staff on subsequent shifts were unaware of the details of the injury until the following day when the 
resident began to exhibit symptoms. 

The licensee did not ensure that the outcomes of the care set out in the plan of care was documented. (s. 6 (9) (2)). 

WN #2: 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 licensee 
of a long-term care home shall ensure that, 
(a) procedures are developed and implemented to ensure that, 
(i) residents' linens are changed at least once a week and more often as needed, 
(ii) 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, 
(iii) residents' soiled clothes 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 cloths 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. 0. Reg. 79/10, s. 89 (1). 

Findings/Faits saillants : 
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1. During an inspection, towels and face cloths were found that had frayed edges. 
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The home is not ensuring linens are maintained in a good state of repair. (s. 89 (1) (c)). 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance to ensure all linens, towels and face 
cloths are maintained in a good state of repair and all others are removed from circulation to residents, to be 
implemented voluntarily. 

Issued on this 10th day of November, 2011 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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