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

During the course of the inspection, the inspector(s) spoke with the Administrator, the Director of Care, the 
former Director of Care who was the acting Director of Care on March 7th 2012, registered and non registered 
nursing staff, a housekeeping services staff member, the social worker, a resident programs staff member, 
residents and a resident's family member. 

During the course of the inspection, the inspector(s) reviewed a Critical Incident Report and reviewed 
documentation related to the home's internal investigation into this reported incident, reviewed an employee's 
personnel file, reviewed the policy to promote zero tolerance of abuse and neglect of residents entitled 
"Resident Abuse" (reference # RESl-02-06-01, version date September 2011) and reviewed components of the 
home's orientation and training program. 

The inspection occurred on site March 7-8, 2012. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Training and Orientation 

Findings of Non-Compliance were found during this inspection. 
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WN #1: The Licensee has failed to comply with L TCHA, 2007 5.0. 2007, c.8, s. 20. Policy to promote zero 
tolerance 

Specifically failed to comply with the following subsections: 

s. 20. (2) At a minimum, the policy to promote zero tolerance of abuse and neglect of residents, 
(a) shall provide that abuse and neglect are not to be tolerated; 
(b) shall clearly set out what constitutes abuse and neglect; 
(c) shall provide for a program, that complies with the regulations, for preventing abuse and neglect; 
(d) shall contain an explanation of the duty under section 24 to make mandatory reports; 
(e) shall contain procedures for investigating and responding to alleged, suspected or witnessed abuse and 
neglect of residents; 
(f) shall set out the consequences for those who abuse or neglect residents; 
(g) shall comply with any requirements respecting the matters provided for in clauses (a) through (f) that are 
provided for in the regulations; and 
(h) shall deal with any additional matters as may be provided for in the regulations. 2007, c. 8, s. 20 (2). 

Findings/Faits saillants : 

1. The home's "Resident Abuse" policy(# RESl-02-06-01, version date September 2011) does not clearly set out what 
constitutes resident to resident physical abuse. 
[L TCHA 2007, c.8, s.20(2)b] 

2. The home's "Resident Abuse" policy (# RESl-02-06-01, version date September 2011) does not contain an 
explanation of the duty under section 24 of the Act to make mandatory reports. 
[L TCHA 2007, c.8, s.20(2)d] 

WN #2: The Licensee has failed to comply with L TCHA, 2007 5.0. 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, s. 23 (2). 

Findings/Faits saillants : 
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1. On a day in November 2011, the licensee became aware of a witnessed incident of staff to resident emotional abuse 
that occurred on an earlier day in November 2011, involving a Personal Support Worker and a resident. An investigation 
was immediately conducted and appropriate action was taken in response to the incident. 

The licensee immediately reported the witnessed incident of abuse to the Director via a Critical Incident Report but failed 
to ensure that the results of the abuse investigation were reported to the Director. 
[L TCHA 2007, c.8, s.23(2)] 

WN #3: 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 allegedly 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, including, 
(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. 0. Reg. 79/10, s. 96. 

Findings/Faits saillants : 

1. The home's "Resident Abuse" policy (RESl-02-06-01, Version September 2011) does not identify the training and 
retraining requirements for all staff 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. 
[O. Reg 79/10, s.96 (e)i] 

The home's Resident Abuse policy (RESl-02-06-01, Version September 2011) does not identify the training and 
retraining requirements for all staff on the situations that may lead to abuse and neglect and how to avoid such 
situations. 
[O. Reg 79/10, s.96 (e)ii] 
2. The home's "Resident Abuse" policy (# RESl-02-06-01, version date September 2011) does not identify measures 
and strategies to prevent abuse and neglect. 
[O. Reg 79/10, s.96 (c)] 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 97. Notification re incidents 
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s. 97. (1) Every licensee of a long-term care home shall ensure that the resident's substitute decision-maker, if 
any, and any other person specified by the resident, 
(a) are notified immediately upon the licensee becoming aware of an alleged, suspected or witnessed incident 

of abuse or neglect of the resident that has resulted in a physical injury or pain to the resident or that causes 
distress to the resident that could potentially be detrimental to the resident's health or well-being; and 
(b) are notified within 12 hours upon the licensee becoming aware of any other alleged, suspected or witnessed 
incident of abuse or neglect of the resident. 0. Reg. 79/10, s. 97 (1 ). 

s. 97. (2) The licensee shall ensure that the resident and the resident's substitute decision-maker, if any, are 
notified of the results of the investigation required under subsection 23 (1) of the Act, immediately upon the 
completion of the investigation. 0. Reg. 79/10, s. 97 (2). 

Findings/Faits saillants : 

1. On a day in November 2011, the licensee became aware of a witnessed incident of staff to resident emotional abuse 
that occurred on an earlier day in November 2011 involving a Personal Support Worker and a resident. An investigation 
was immediately undertaken and appropriate action was taken in response to the incident. 

On March 7th 2012 the acting Director of Care informed the inspector that the substitute decision maker (SOM) of the 
resident was not notified within 12 hours of the licensee becoming aware of the witnessed incident of emotional abuse 
involving this resident. 
[O. Reg 79/10, s.97 (1 )b] 
2. On March 7th 2012 the acting Director of Care informed the inspector that the resident's SOM was not notified of the 
results of the abuse investigation. 
[O. Reg 79/10, s. 97 (2)] 

WN #5: The Licensee has failed to comply with O.Reg 79/10, s. 219. Retraining 

Specifically failed to comply with the following subsections: 

s. 219. (1) The intervals for the purposes of subsection 76 (4) of the Act are annual intervals. 0. Reg. 79/10, s. 
219(1). 

Findings/Faits saillants : 
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1. As per the L TCHA 2007, S.O. 2007, c.8, s76, all staff are to receive retraining in 11 areas including the long term care 
home's policy to promote zero tolerance of abuse and neglect of residents. 0. Reg 79/10, s.219(1) clarifies this retraining 
is to occur in annual intervals. 

A Personal Support Worker (PSW) who was involved in an incident of emotional abuse of a resident on a day in 
November 2011 did not receive annual retraining in 2011 in the area of the long term care homes policy to promote zero 
tolerance of abuse and neglect of residents. 

During the on site inspection the inspector reviewed print outs of the slide deck for the presentation entitled "Preventing 
Abuse & Aggression in the Elderly" (dated 1/17/2011). The slide deck represents the annual training staff receive in the 
area of the home's policy to promote zero tolerance of abuse and neglect of residents and the annual training staff 
receive in the area of abuse recognition and prevention. The presentation was delivered on several occasions in 
January 2011 and the PSW did not attend any of the sessions and was therefore required to read the print outs of the 
slide deck by year's end. The PSW first read the print outs in November 2011 as a result of their discipline related to 
emotional abuse of a resident. 

The presentation contains incomplete and incorrect definitions of abuse and incorrect information about when relatives 
or guardians are to be notified about resident abuse. 

The presentation does refer to an Extendicare policy about abuse and directs staff where to find it. The presentation puts 
forward several points about the policy in the "What does Extendicare Say?" section such as: there is zero tolerance for 
abuse, that all incidents of abuse will be investigated, that victims of abuse will be supported, that every individual is 
required to report abuse and that there will be consequences for anyone who abuses residents. The presentation does 
not however provide staff with training on the long term care home's comprehensive policy to promote zero tolerance of 
abuse and neglect of residents. 

Issued on this 20th day of March, 2012 

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