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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): August 15, 16, 2013

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care, Assistant Director of Care, Registered staff,
Personal Support Workers and residents.

During the course of the inspection, the inspector(s) reviewed the health record
of residents, in-service attendance records on prevention of abuse and the
following home policies: zero tolerance for abuse, code of conduct and trust
accounts.

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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par Ia presente !0| », au paragraphe 2(1)

. de ia LFSLD

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. 8, s. 19 (1).

Findings/Faits saillants :
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1. The licensee failed to ensure that Resident #1 was protected from financial abuse
by staff in the home.

- The licensee reported suspicion of financial abuse between a staff member of the
home and Resident #1 to the Director. The home conducted an internal investigation
which revealed that a staff member had Resident #1's bank card and personal
information number (PIN) in his/her possession. On more than one occasion the staff
member accessed Resident #1's bank account. The homes investigation confirmed
that on one occasion the staff member withdrew a specified amount of funds. As per
the home's investigation the Power of Attorney for finances did not authorize the staff
member to access the resident's bank account.

-~ An interview with a staff member confirmed they had knowledge of the identified
staff member purchasing items for Resident #1. This was not reported to the home or
to the Director. The Registered staff member was terminated [s. 19. (1)].

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that all residents are protected from financial

abuse, to be implemented voluntarily.

Issued on this 28th day of October, 2013

Signature of Inspector(s)/Signature de P'inspecteur ou des inspecteurs
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