Ministry of Health and Ministére de la Santé et des

;}:-— Long-Term Care Soins de fongue durée

»o > . ) ,

L] ,. . = )

v Ontarlo Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

Health System Accountability and Hamilton Service Area Office Bureau régional de services de

Performance Division 112 King Street West, 11th Floor  Hamilton '

Performance Improvement and HAMILTON, ON, L8P-4Y7 119, rue Klng Quest, 11iém étage

Compliance Branch ‘ _ Telephcne: (905) 546-8294 HAMILTON, ON, L8P-4Y7

L o Facsimile: (905) 546-8255 Télephone: (905) 546-8294
Division de la responsabilisation et de la Télécopieur: (905) 546-8255

performance du systéme de santé
Direction de I'amélioration de la
performance et de fa conformité

Public Copy/Copie du public

‘Report Date(s) / Inspection No / - Log #/ Type of Inspection /
Date(s) du Rapport No de I'inspection Registre no Genre d’inspection
Mar 28, 2013 - 2013_122156_0008 H-001935-  Critical Incident

12 System

Licensee/Titulaire de permis

RYKKA CARE CENTRES LP
50 SAMOR ROAD, SUITE 205, TORONTO, ON, M6A-1J6

Long-Term Care Home/Foyer de soins de longue durée

DUNDURN PLACE CARE CENTRE
39 MARY STREET, HAMILTON, ON, L8R-3L8

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
CAROLPOLCLO188)

Page 1 ofide 4



Ministry of Health and Ministére de la Santé et des
;}_ Long-Term Care Soins de longue durée
[/r Ontano Inspection Report under  Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 _ soins de longue durée

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

This inspection was conducted on the following date(s): February 26, 28, 2013
This inspection is in relation to Log H-001935-12

During the course of the inspection, the inspector(s) spoke with Administrator,
Director of Care (DOC), clinical Director of Care, staff educator,and residents.

During the course of the inspection, the inspector(s) reviewed the resident's
clinical record and bank statements, reviewed staff education and orientation in
relation to abuse, reviewed staff personnel file, and reviewed the home
investigation notes. '

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Trust Accounts

Findings of Non-Compliance were found during this inspection.

'e-;:.}?:'fRESPECT DES EXIGENCES

VAO - Ordres : travaux et activités
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& non- respect des“'emgences de Ia KL0| de ;

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s.
19. Duty to protect

Specifically failed to comply with the following:

s. 19. (1) Every licensee of a long-term care home shall protect residents from
abuse by anyone and shall ensure that residents are not neglected by the
licensee or staff. 2007, c. 8, s. 19 (1).

Findings/Faits saillants :
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1. The licensee of the long term care home failed to protect the resident from financial
abuse. | '

As confirmed by the Administrator and the resident, during the summer of 2012, the
staff member completed banking for resident #001 and was charging this resident $10
each time the banking was completed. The staff member coerced the resident into
getting a bank card and then giving the staff member the PIN. In September 2012,
resident #001 reported to the home that approximately $400 was not accounted for
and believed the missing-money to have been stolen by the staff member. The police
were involved and looked at the bank video but it did not go back far enough so they
could not conclusively prove that the staff member took the money. An investigation
was conducted by the home and the staff member was terminated. The staff member
was known by the Administrator and Director of Care to have a history of suspected
financial abuse at the home. The home failed to protect resident #001 from financial
abuse by the specified staff member. [s. 19. (1)]

Issued on this 26th day of April, 2013
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