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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): January 3, 2014

During the course of this inspection, Inspector #557 was supervised by
Inspector #110.

During the course of the inspection, the inspector(s) spoke with director of care
(DOC), assistant director of care (ADOC), registered staff, personal support
workers and residents.

During the course of the inspection, the inspector(s) review resident health care
record, observed home area, residents and environment , staff resident
interactions and provision of care

The following Inspection Protocols were used during this inspection:
Dignity, Choice and Privacy
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 40. Every
licensee of a long-term care home shall ensure that each resident of the home
is assisted with getting dressed as required, and is dressed appropriately,
suitable to the time of day and in keeping with his or her preferences, in his or
her own clean clothing and in appropriate clean footwear. O. Reg. 79/10, s. 40.

Findings/Faits saillants :

1. The licensee failed to ensure that resident #1 is assisted with getting dressed as
required, and is dressed appropriately, suitable to the time of day and in keeping with
his or her preferences, in his or her own clean clothing.

Resident #1 requires total care, by 2 staff, for all activities of daily living, including
dressing. On an identified date, record review and staff interviews confirmed that
Resident #1 was inappropriately dressed after being provided continence care in bed
after lunch. Staff interviews revealed that resident fell asleep while continence care
was provided and staff left resident sleeping, leaving the resident’s pants below their
knees with a blanket placed over the resident. Visitor walked info room and observed
a resident trespassing in resident’'s room. Resident's blanket was no longer covering
resident, leaving resident inappropriately dressed and exposed. The staff
acknowledged that this was not appropriate care and was not a dignified way to leave
a resident dressed while sleeping in the bed. [s. 40.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure Resident #1 is dressed as required and
appropriately while in bed, to be implemented voluntarily.
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Issued on this 10th day of January, 2014

Signature of Inspector(s)/Signature specteur ou des inspecteurs
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