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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): December 04, 05, 06, 07,
10, 11, 2012 (Facility) and December 12, 13, 14, 17, 2012 (Office)

During the course of the inspection, the inspector(s) spoke with Administrator,
Assistant Director of Care, Social Worker, Registered Nursing Staff, Personal
Support Workers, Residents

During the course of the inspection, the inspector(s) observed the provision of
care to residents, reviewed clinical records, reviewed the home's policy related
to abuse and neglect '

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

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c¢.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. §, s. 19 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure that residents are protected from abuse by anyone.
[5.19.(1)]

On August 27, 2012 the home submitted a report to the Director of suspected staff to
resident financial abuse.

An interview with the Social Worker (SW) revealed that resident #001 would withdraw
$150.00 allowance per week from personal trust fund and was found to have no
money left over at the end of the week. Resident #001 does not leave the home
unattended or have visitors. It was reported by staff that an identified Personal
Support Worker (PSW) had been providing personal care to resident #001 and had
not been assigned to provide personal care for this resident.

An interview with resident #001 revealed that her only expenses were outings with an
identified PSW, that resident referred {o as a friend, for dinner and shopping 2-3 times
per month. The identified PSW regularly completed residents’ laundry for a payment
$5.00 and would occasionally request rent and gas money until payday.

The home immediately investigated the suspected financial staff to resident abuse
and notified the police. The identified PSW was suspended from the home during the
investigation. The (SW) indicated in an interview during the time the PSW was
suspended from the home, resident #001 retained the $150.00 weekly withdrawal.

The identified PSW was terminated on September 17, 2012. [s. 19. (1)]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for

achieving compliance to ensure that residents are protected from abuse by
anyone, fo be implemented voluntarily.
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WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 96. Policy to
promote zero tolerance

Every licensee of a long-term care home shall ensure that the licensee’s written
policy under section 20 of the Act to promote zero tolerance of abuse and
neglect of residents,

(a) contains procedures and interventions to assist and support residents who
have been abused or neglected or allegediy abused or neglected;

(b) contains procedures and interventions to deal with persons who have
abused or neglected or allegedly abused or neglected residents, as appropriate;
(c) identifies measures and strategies to prevent abuse and neglect;

(d) identifies the manner in which allegations of abuse and neglect will be
investigated, including who will undertake the investigation and who will be
informed of the investigation; and '

(e) identifies the training and retraining requirements for all staff, inciuding,

(i} training on the relationship between power imbalances between staff and
residents and the potential for abuse and neglect by those in a position of trust,
power and responsibility for resident care, and

(ii) situations that may lead to abuse and neglect and how to avoid such
situations. O. Reg. 79/10, s. 96.

Findings/Faits saillants :
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1. The licensee failed to ensure that the home's written policy to promote zero
tolerance of abuse and neglect of residents identifies the training and retraining
requirements for all staff including:

. training on the relationship between power imbalances between staff and residents
and the

potential for abuse and neglect by those in a position of trust, power and responsibility
for resident

care, and
ii. situations that may lead to abuse and neglect and how to avoid such situations.

[5.96.(e)]

The home's abuse policy titled, Abuse or Neglect dated April 30 2012 does not
identify the training and retraining
requirements for all staff including:

. training on the relationship between power imbalances between staff and residents

and the
potential for abuse and neglect by those in a position of trust, power and responsibility

for resident
care, and

ii. situations that may lead to abuse and neglect and how to avoid such situations. [s.
96. (e)]

Issued on this 17th day of December, 2012

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