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Name of Inspector(s}/Nom de Finspecteur ou des inspecteurs
CAROL POLCZ (156)

2012_122156_0004 Complaint

During the course of the inspection, the inspector(s} spoke with Administrator, Director Of Care {DOC),
Registered staff, Dietary staff, Personal Support Workers (PSW's), private caregiver

During the course of the inspection, the inspector(s) reviewed the clinical record, reviewed internal investigation
notes, interviewed staff that were working around the time the ring went missing.
This inspection was related to Log #H-002435-11

The following Inspection Protocols were used during this inspection;
Nutrition and Hydration

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCE:
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 23. Licensee must investigate,
respond and act

Specifically failed to comply with the following subsections:

s. 23. (2) A licensee shall report to the Director the results of every investigation undertaken under clause (1)
(a), and every action taken under clause (1) {b). 2007, c. 8, 5. 23 (2).

Findings/Faits saillants :

1. The licensee failed to report the results of the investigation undertaken under clause (1) (a)to the Director. In 2011 an
identified resident's ring went missing. The home received a complaint from the resident's family that the resident's
engagement and wedding bands were stolen. The home initiated an internal investigation several days after the initial
report where the residents' room, laundry and the home was searched. All staff who worked at the time were
interviewed by the home management staff and a police report was made by the Administrator however, the home did
not report the results of the investigation to the Director.

Issued on this 14th day of May, 2012

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecters
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