


·1

·2

·3

·4

·5

·6

·7

·8

·9· · · ·THE LONG-TERM CARE HOMES PUBLIC INQUIRY

10

11

12· · · · · · · · · · PUBLIC HEARINGS

13

14

15

16· · · · · · · · · · · ·--------

17· · --- This is the ROUGH DRAFT TRANSCRIPT of Day

18· ·38/Volume 38 of the Public Hearings in the

19· ·above Inquiry proceedings taken at the Elgin

20· ·County Courthouse, Court Room 201, 4 Wellington

21· ·Street, St. Thomas, Ontario, on the 24th day of

22· ·September, 2018, commencing at 9:30 a.m.

23· · · · · · · · · · · ·--------

24

25

26

27· ·BEFORE:· The Honourable Justice Eileen E.

28· · · · · · Gillese, Commissioner

29

30

31· ·REPORTED BY:· Deana Santedicola, CSR, CRR, RPR

32· · · · · · · &· Olivia Arnaud, CSR

http://www.neesonsreporting.com


Page 8535
·1· ·A P P E A R A N C E S:

·2

·3· ·Elizabeth Hewitt, Esq.,· · Commission Counsel

·4· ·& Ida Bianchi, Esq.,

·5· ·& Lindsay Merrifield, Esq.,

·6

·7· ·David M. Golden, Esq.,· · ·Caressant Care

·8· · · · · · · · · · · · · · · Nursing and

·9· · · · · · · · · · · · · · · Retirement Homes

10· · · · · · · · · · · · · · · Limited, Caressant

11· · · · · · · · · · · · · · · Care - Woodstock

12

13· ·Mark Sandler, Esq.,· · · · College of Nurses

14· ·& Denise Cooney, Esq.,

15

16

17· ·Paul H. Scott, Esq.,· · · ·Jon Matheson, Pat

18· · · · · · · · · · · · · · · Houde, Beverly

19· · · · · · · · · · · · · · · Bertram

20

21· ·Shaun Singh, Esq.,· · · · ·Registered

22· · · · · · · · · · · · · · · Practical Nurses

23· · · · · · · · · · · · · · · Association

24

25· ·Rita Bambers, Esq.,· · · · Her Majesty the

26· ·& Darrell Kloeze, Esq.,· · Queen in Right of

27· · · · · · · · · · · · · · · Ontario

28

29· ·Nicole Butt, Esq.,· · · · ·Ontario Nurses

30· ·& Kate Hughes, Esq.,· · · ·Association

31

32

http://www.neesonsreporting.com


Page 8536
·1· ·A P P E A R A N C E S (CONT'D):

·2

·3· ·Jane Meadus, Esq.,· · · · ·Advocacy Centre

·4· ·& Suzan E. Fraser, Esq.,· ·for the Elderly

·5

·6· ·Alex Van Kralingen, Esq.,· Arpad Jr. Horvath,

·7· ·& Mark Repath, Esq.,· · · ·Laura Jackson, Don

·8· ·& Katherine Chau, Esq.,· · Martin, Andrea

·9· · · · · · · · · · · · · · · Silcox, Adam

10· · · · · · · · · · · · · · · Silcox-Vanwyk

11· · · · · · · · · · · · · · · Shannon Lee

12· · · · · · · · · · · · · · · Emmerton, Jeffrey

13· · · · · · · · · · · · · · · Millard, Judy

14· · · · · · · · · · · · · · · Millard, Sandra Lee

15· · · · · · · · · · · · · · · Millard, Stanley

16· · · · · · · · · · · · · · · Henry Millard, Susie

17· · · · · · · · · · · · · · · Horvath

18

19· ·Jennifer McAleer, Esq.,· · Revera Long-Term

20· · · · · · · · · · · · · · · Care Inc.

21

22· ·Lisa Corrente, Esq.,· · · ·Jarlette Health

23· · · · · · · · · · · · · · · Services, Meadow

24· · · · · · · · · · · · · · · Park (London)

25· · · · · · · · · · · · · · · Long-Term Care

26

27· ·Tom Friedland, Esq.,· · · ·Ontario Long-Term

28· · · · · · · · · · · · · · · Care Association

29

30

31

32

http://www.neesonsreporting.com


Page 8537
·1· · · · · · · · INDEX OF PROCEEDINGS

·2

·3· · · · · · · · · · · · · · · · · · · · · · ·PAGE

·4· ·Remarks by Commissioner Gillese.......... 8539

·5· ·Remarks by Ms. Hewitt.................... 8541

·6

·7· ·STATEMENTS BY VICTIMS AND VICTIMS'

·8· ·FAMILIES:

·9· ·Ms. Andrea Silcox........................ 8544

10· ·Statement of David Silcox, Daniel Silcox,

11· ·Diane Crawford, and Joanne Birtch

12· ·Read by Mr. Van Kralingen................ 8548

13· ·Mr. Arpad Horvath........................ 8557

14· ·Ms. Susan Horvath........................ 8565

15· ·Statement by Jon Matheson and Pat Houde,

16· ·Read by Mr. Scott........................ 8572

17· ·Ms. Beverly Bertram...................... 8580

18· ·Remarks by Commissioner Gillese.......... 8583

19

20· ·CLOSING SUBMISSIONS:

21· ·By Mr. Van Kralingen..................... 8586

22· ·By Mr. Scott............................. 8645

23· ·By Mr. Golden............................ 8663

24· ·By Ms. Corrente.......................... 8738

25

26

27

28

29

30

31

32

http://www.neesonsreporting.com


Page 8538
·1· · · · · · · · ·INDEX OF EXHIBITS

·2· ·NO.· DESCRIPTION· · · · · · · · · · · · PAGE

·3· ·(No Exhibits Marked)

·4

·5

·6

·7

·8

·9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

http://www.neesonsreporting.com


Page 8539
·1· ·-- Upon commencing at 10:00 a.m.

·2

·3· · · · · · · · · THE COMMISSIONER:· Good morning.

·4· · · · · · · · · First of all, to everybody who

·5· · · · · · · · · was trying to watch us since

·6· · · · · · · · · 9:30 this morning, I apologize.

·7· · · · · · · · · Our sight and sound webcasting

·8· · · · · · · · · technicians are extremely

·9· · · · · · · · · competent, as you will have seen

10· · · · · · · · · throughout, but they got stuck

11· · · · · · · · · on the 401 with an accident.

12· · · · · · · · · So let me just say a couple of

13· · · · · · · · · words of welcome, if I may.

14· · · · · · · · · Good morning, everyone.· Welcome

15· · · · · · · · · to the last week of the public

16· · · · · · · · · hearings into the safety and

17· · · · · · · · · security of residents in the

18· · · · · · · · · long-term care home system.

19· · · · · · · · · As you may know, we will begin

20· · · · · · · · · this final week of the public

21· · · · · · · · · hearings by hearing from one of

22· · · · · · · · · the victims and from some of the

23· · · · · · · · · victims' family members and

24· · · · · · · · · loved ones.

25· · · · · · · · · Some we will hear from directly.

26· · · · · · · · · Others have chosen to write out

27· · · · · · · · · their statements which their

28· · · · · · · · · lawyers will read to us.· Yet

29· · · · · · · · · others wished to be here to make

30· · · · · · · · · statements themselves, but they

31· · · · · · · · · could not because of things such

32· · · · · · · · · as very ill health.
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·1· ·So while I welcome all of you

·2· ·who are attending the hearings,

·3· ·either here in the courthouse or

·4· ·by means of watching the

·5· ·webcast, I would like to extend

·6· ·a very special welcome to those

·7· ·who will speak to us shortly.

·8· ·You may not know this, but the

·9· ·victim and victims' families and

10· ·loved ones were the first people

11· ·that I reached out to after I

12· ·was appointed as Commissioner.

13· ·It was not easy for those people

14· ·to meet with me last September

15· ·and share their stories.

16· ·I imagine that it could not have

17· ·been easy for them to watch the

18· ·public hearings and relive their

19· ·traumas, and I certainly know

20· ·that it cannot be easy for them

21· ·to speak to us today.

22· ·So I thank you in advance for

23· ·coming and for what you have to

24· ·share with us.· Please know that

25· ·your words serve to remind the

26· ·people of Ontario of the

27· ·devastation that Elizabeth

28· ·Wettlaufer's offences wrought.

29· ·You are a living reminder of the

30· ·critical importance of the work

31· ·of this Inquiry and the need to

32· ·ensure that all residents in the
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·1· ·long-term care home system and

·2· ·all those who receive care in

·3· ·their own homes are safe and

·4· ·secure.

·5· ·So with that, Ms. Hewitt, may I

·6· ·ask that you please begin

·7· ·today's hearings.

·8· ·MS. HEWITT:· Thank you,

·9· ·Commissioner.

10· ·I'll just begin by reviewing how

11· ·we got here today and how the

12· ·week will unfold.

13· ·As you are aware, the Commission

14· ·was struck by Order in Council

15· ·effective August 1st, 2017, with

16· ·a mandate to, among other

17· ·things, inquire into the events

18· ·leading to the Wettlaufer

19· ·offences and the circumstances

20· ·and contributing factors

21· ·allowing the events to occur.

22· ·Over the ensuing months,

23· ·extensive investigations took

24· ·place, culminating with the

25· ·public hearings that commenced

26· ·on June the 5th.

27· ·And throughout June, July and

28· ·August we heard from more than

29· ·45 witnesses from both the

30· ·long-term care and the home care

31· ·system.· Thousands of documents

32· ·that were received during the
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·1· ·course of the investigations

·2· ·were entered into evidence.· And

·3· ·in early September we heard

·4· ·expert and technical evidence in

·5· ·the fields of health care serial

·6· ·killers, medication management

·7· ·and data analytics.

·8· ·This week, Commissioner, you

·9· ·will hear directly from the

10· ·Participants as to their view of

11· ·the evidence that has been

12· ·presented and the

13· ·recommendations that they

14· ·suggest be considered by you in

15· ·the next phase of the Inquiry.

16· ·Each Participant has been

17· ·provided with the opportunity to

18· ·make written submissions as well

19· ·as oral submissions.

20· ·The written submissions were

21· ·received last week and have been

22· ·posted on the Long-Term Care

23· ·Inquiry website for the public

24· ·to see.

25· ·In addition to the written

26· ·submissions, the Participants

27· ·have been given an opportunity

28· ·to make oral submissions, and it

29· ·is those oral submissions that

30· ·we will hear this week.

31· ·As you indicated, we have given

32· ·family members who participate
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·1· ·the opportunity to speak to you

·2· ·directly and they will be doing

·3· ·so today.

·4· ·After those individuals have

·5· ·spoken, we will hear from each

·6· ·of the Participants in the order

·7· ·which we followed during the

·8· ·course of the public hearings,

·9· ·with counsel for the families

10· ·proceeding first, followed by

11· ·the Facilities and then

12· ·proceeding with the manner that

13· ·we did during the Public

14· ·Inquiry.

15· ·With that, Commissioner, I turn

16· ·the podium over to Mr. Van

17· ·Kralingen to introduce the

18· ·family members and/or friends

19· ·that have expressed a desire to

20· ·speak to you today.

21· ·THE COMMISSIONER:· Thank you,

22· ·Ms. Hewitt.

23· ·Good morning, Mr. Van Kralingen.

24· ·MR. VAN KRALINGEN:· Good

25· ·morning, Commissioner.

26· ·What I propose to do is simply

27· ·introduce each of our clients as

28· ·they come up.· And Mr. Scott

29· ·will introduce his clients.

30· ·They'll make their speech.

31· ·And then both Mr. Scott and I

32· ·have a written statement from
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·1· ·clients that we are going to be

·2· ·reading to you.

·3· ·So the first person I would like

·4· ·to invite up is Ms. Andrea

·5· ·Silcox.

·6· ·THE COMMISSIONER:· Thank you

·7· ·very much.

·8· ·MS. ANDREA SILCOX:· Okay.

·9· ·Everybody with me?· All right.

10· ·Good morning, everyone.· My name

11· ·is Andrea Silcox.· I am the

12· ·youngest child of James Silcox.

13· ·With me is my youngest son

14· ·Adam -- Adam.· No, how about we

15· ·do oldest son Adam, youngest son

16· ·Evan, my dad's total pride and

17· ·joys.· Oh, I didn't think I

18· ·would mess that up.

19· ·Anyway, I could stand here all

20· ·day and tell you about how I was

21· ·daddy's girl and we got along so

22· ·great and how everything was

23· ·wonderful, but I think everybody

24· ·has heard enough misinformation

25· ·and finger-pointing to last a

26· ·lifetime.

27· ·But dad was a fighter, and he

28· ·hated injustice and he wasn't

29· ·afraid to fight for the

30· ·underdog.

31· ·I am not sure if everybody here

32· ·knows, but I am employed at a
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·1· ·publicly-owned long-term care

·2· ·facility, and I am proud of it.

·3· ·I love my job.

·4· ·But it is a known fact to us

·5· ·that the standard of care in

·6· ·publicly-owned facilities is

·7· ·much higher than for for-profit

·8· ·private facilities.

·9· ·This needs to change.

10· ·All long-term care homes need to

11· ·uphold the same standard of

12· ·care.

13· ·All long-term care homes need to

14· ·have proper locked cabinets for

15· ·all medications and proper

16· ·documentations from more than

17· ·just one RN.

18· ·Proper staffing at all times is

19· ·a must, for many long-term care

20· ·homes go grossly understaffed,

21· ·leaving ample opportunity for

22· ·errors and mistreatment of the

23· ·residents.

24· ·Again, too many deaths and

25· ·critical incidents go

26· ·uninvestigated as not to draw

27· ·attention to the facility for

28· ·their mismanagement, abuse and

29· ·neglect.

30· ·If an investigation is

31· ·performed, all too often the

32· ·family is left with only guilt
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·1· ·and grief.

·2· ·A message needs to go out to all

·3· ·long-term care homes that upon

·4· ·failing to uphold any and all

·5· ·mandated Resident Bill of

·6· ·Rights, that severe action will

·7· ·be taken for their actions or

·8· ·lack thereof.

·9· ·To the Ministry I want to ask:

10· ·Why do you reveal the date that

11· ·you are going to be

12· ·investigating?· For all this

13· ·does is allows the concealment

14· ·of issues and the superiors to

15· ·be put on alert.

16· ·I would also like to ask our

17· ·Ministry Inspectors:· Do you

18· ·ever talk to the residents or

19· ·their families in private,

20· ·without the supervisors hanging

21· ·over their shoulders?

22· ·How about talking to the

23· ·frontline staff privately?

24· ·For resident care, resident

25· ·happiness and resident welfare

26· ·is what is important.· That is

27· ·key.

28· ·As I have already stated, all

29· ·publicly-owned and for-profit

30· ·privately-owned long-term care

31· ·facilities need to be held

32· ·accountable for the same
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·1· ·standard of care, high standard

·2· ·of care.

·3· ·I want to put this horrible

·4· ·chapter of my life behind me.

·5· ·Since I work in long-term care,

·6· ·I can't go to work without being

·7· ·overwhelmed with the thoughts of

·8· ·my dad and what events led up to

·9· ·his senseless death.

10· ·I grieve for my mother as well,

11· ·for she passed away only days

12· ·after hearing of the details of

13· ·her husband's death in a

14· ·facility that she trusted the

15· ·love of her life with.· They

16· ·were married for over 60

17· ·years.

18· ·My father's death has impacted

19· ·my life and my work.· It has

20· ·seriously shaken my faith in the

21· ·entire elder care system.  I

22· ·have constant anger and disgust

23· ·with a facility and a government

24· ·that the family trusted.· This

25· ·has left me saddened, full of

26· ·guilt, knowing that I neglected

27· ·to fight for my father as I felt

28· ·I should have.

29· ·My father fought for me, he

30· ·fought for his family, and he

31· ·willingly fought for his

32· ·country.
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·1· ·Thank you.

·2· ·THE COMMISSIONER:· Thank you,

·3· ·Ms. Silcox, and to your sons.

·4· ·MS. ANDREA SILCOX:· Thank you.

·5· ·MR. VAN KRALINGEN:· I actually

·6· ·think it might be appropriate

·7· ·for me to read the statement

·8· ·from the balance of the Silcox

·9· ·children, just because

10· ·Mr. Silcox was raised in

11· ·Andrea's speech.

12· ·THE COMMISSIONER:· Thank you.

13· ·MR. VAN KRALINGEN:· So I have a

14· ·statement from David Silcox,

15· ·Daniel Silcox, Diane Crawford,

16· ·and Joanne Birtch, all of whom

17· ·are Mr. Silcox's children, and

18· ·they have written to say:

19· ·As the Inquiry wraps up its

20· ·public consultations, the Silcox

21· ·family would like to thank

22· ·Commissioner Gillese and all

23· ·those involved for their

24· ·tireless efforts over the

25· ·summer.

26· ·We would like to state that

27· ·without radical changes to the

28· ·collective attitude towards the

29· ·long-term care system as

30· ·represented by the Government of

31· ·Ontario, we are not hopeful that

32· ·the glaring problems unearthed
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·1· ·by the Inquiry will be solved.

·2· ·The Inquiry into long-term care

·3· ·has offered an enormous amount

·4· ·of insight into the failure of

·5· ·the Province of Ontario to

·6· ·protect our most vulnerable.

·7· ·These are the key revelations of

·8· ·the Inquiry in our minds:

·9· ·One, under the current

10· ·guidelines, long-term care

11· ·facilities are very difficult to

12· ·keep staffed at compliant levels

13· ·with quality nurses.

14· ·Two, there is a systemic lack of

15· ·internal quality control in

16· ·nursing homes, as seen in

17· ·Caressant Care's fear of dealing

18· ·with the union and its, quote,

19· ·"wait and see" attitude that

20· ·left residents at risk.

21· ·Three, medication controls,

22· ·especially with respect to

23· ·insulin, are entirely

24· ·inadequate, particularly given

25· ·the nature of the population who

26· ·lives in long-term care.

27· ·Four, Ontario Nurses Association

28· ·protected their member at all

29· ·costs.· Although protection of

30· ·an employee's rights is a

31· ·cornerstone of the union

32· ·movement, it should never put
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·1· ·patient safety at risk.

·2· ·Five, even though Caressant Care

·3· ·reported dismissing Ms.

·4· ·Wettlaufer to the Ontario

·5· ·College of Nurses, it took no

·6· ·follow-up action on its concerns

·7· ·that she was not fit to safely

·8· ·practice elsewhere.· This was

·9· ·because she was no longer an

10· ·employee.· She had become

11· ·someone else's problem.

12· ·Six, the role of the Coroner,

13· ·Dr. George, to detect death by

14· ·other than natural causes proved

15· ·worthless over the course of Ms.

16· ·Wettlaufer's killing spree.

17· ·Dr. George's firm and

18· ·unapologetic belief that he did

19· ·the right thing in either not

20· ·conducting a death investigation

21· ·or, as in the death of our

22· ·father, suggesting that an

23· ·autopsy be conducted, despite

24· ·requests from family members or

25· ·peers, borders on negligence.

26· ·In the case of Maureen

27· ·Pickering, Dr. George failed to

28· ·perform an autopsy despite one

29· ·having been recommended by

30· ·Dr. Urbantke.· Dr. Urbantke

31· ·chose not to perform the autopsy

32· ·herself as it would appear to be
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·1· ·a conflict, since she had been

·2· ·Ms. Pickering's attending

·3· ·physician at the ER at Woodstock

·4· ·General Hospital.

·5· ·Had the local Coroner and

·6· ·associated Coroners Offices done

·7· ·their respective jobs, we

·8· ·strongly believe that further

·9· ·attacks by Ms. Wettlaufer could

10· ·have been averted.

11· ·Seven, Ministry Inspectors

12· ·clearly admitted that they are

13· ·lacking in numbers and in

14· ·process.· It was made evident

15· ·that Caressant Care Woodstock

16· ·was not aware of its reporting

17· ·obligations and the Inspectors

18· ·did not report that fact.· No

19· ·review of employee files was

20· ·ever done regarding Wettlaufer.

21· ·A quick review of the employee

22· ·file could easily have revealed

23· ·a problem.

24· ·Eight, the College of Nurses

25· ·knew about Wettlaufer's history

26· ·of stealing narcotics from her

27· ·employer, overdosing and having

28· ·a problem with drugs and

29· ·alcohol, but was unable to make

30· ·that information available to

31· ·potential employers.· It also

32· ·has a year-long backlog of
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·1· ·cases, and some are even longer

·2· ·to resolve.

·3· ·We see that there is a lack of

·4· ·clear direction at all levels

·5· ·when it comes to caring for our

·6· ·growing population of those

·7· ·needing full-time care.· Such

·8· ·direction comes only from strong

·9· ·leadership reflective of a

10· ·collective will of voluntarians

11· ·to ensure security, dignity and

12· ·respect for those in our

13· ·long-term care facilities.

14· ·What is required is that all

15· ·parties involved - facilities,

16· ·staffs, unions, coroners, the

17· ·Ministry of Health and Long-Term

18· ·Care and lawmakers - is to put

19· ·patient-first policies in place,

20· ·to ensure that resident care is

21· ·not subject to poor management,

22· ·substandard staffing and union

23· ·bullying.

24· ·Over and above a fundamental

25· ·policy of patient first from our

26· ·Provincial Government, in our

27· ·view the following immediate

28· ·actions are needed to achieve an

29· ·environment that better protects

30· ·the vulnerable in our nursing

31· ·homes:

32· ·All private and public nursing
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·1· ·homes should be inspected

·2· ·bi-annually by the Ministry and

·3· ·annually internally.· This

·4· ·internal Inspection Report must

·5· ·be sent to the Ministry with

·6· ·corrective action included.

·7· ·Ensure staff know that they are

·8· ·a valued, important part of a

·9· ·large care community and not

10· ·just a nameless, faceless,

11· ·voiceless employee.

12· ·Make staff pay scale competitive

13· ·with the same profession in

14· ·other sectors.

15· ·Overhaul the staffing

16· ·requirements in long-term care

17· ·homes.

18· ·Hire more frontline care staff,

19· ·RNs, RPNs and PSWs, and limit

20· ·overtime by hiring more

21· ·part-time or casual staff to

22· ·cover absences and vacations.

23· ·Regulate Personal Support

24· ·Workers and mandate a minimum

25· ·number of in-service hours per

26· ·year.

27· ·Ensure staff are updated on new

28· ·methods and requirements, and

29· ·provide refreshers in areas

30· ·identified as being a problem

31· ·and in changes in residents'

32· ·needs.

http://www.neesonsreporting.com


Page 8554
·1· ·Daily monitoring should also be

·2· ·put in place to identify changes

·3· ·in workload in each area of the

·4· ·home so staffing can be adjusted

·5· ·accordingly.

·6· ·Review the need for 24/7

·7· ·Registered Nursing presence.

·8· ·Increase RN presence and lower

·9· ·the staffing ratio

10· ·significantly, i.e., lower

11· ·resident-to-nurse ratio.

12· ·Provide medication rooms that

13· ·are secure and that have closed

14· ·circuit TV as well as separation

15· ·from other staff activities to

16· ·ensure nurses can focus on the

17· ·job at hand.

18· ·Offer more training for staff at

19· ·all levels to reinforce a

20· ·culture of caring over politics.

21· ·The Coroners Office should audit

22· ·all Coroners every five years.

23· ·Also, there should be a regular

24· ·retraining and in-service to

25· ·keep them current and following

26· ·the regulations.

27· ·Invest in the development of a

28· ·simplified toxicology test for

29· ·use in long-term care

30· ·facilities, mandatory within

31· ·hours of the death of a

32· ·long-term patient.
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·1· ·When the Government of Ontario

·2· ·introduced the Ministry of

·3· ·Health and Long-Term Care, it

·4· ·was making a commitment.· This

·5· ·commitment must be met.· Those

·6· ·of us fortunate enough to live

·7· ·long lives and our loved ones

·8· ·need the Ontario Government to

·9· ·do the right thing.

10· ·With the extensive knowledge

11· ·acquired through the Inquiry,

12· ·they must provide leadership to

13· ·develop a system with the

14· ·funding and checks and balances

15· ·to ensure our senior population

16· ·is properly taken care of with

17· ·respect and dignity.

18· ·The news of the way in which our

19· ·then helpless and ailing father

20· ·died in a nursing home in which

21· ·we had put our utmost trust was

22· ·a shock and horror we will never

23· ·forget.· We feel regret and even

24· ·remorse at having placed him in

25· ·Caressant Care, even though no

26· ·other choice existed.

27· ·Thanks to the Inquiry, we now

28· ·know what went wrong -- pardon

29· ·me, we now know that what went

30· ·wrong is systemic.

31· ·We look to Ontario's Government

32· ·to make it right and, in the
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·1· ·name of our father and other

·2· ·victims, make Ontario's system a

·3· ·model for the rest of Canada.

·4· ·THE COMMISSIONER:· Thank you.

·5· ·Mr. Van Kralingen.· Could I just

·6· ·check?· I had a copy of this.  I

·7· ·thank you for reading it out.

·8· ·Were we thinking that the

·9· ·statements such as this should

10· ·be placed on the website?

11· ·MR. VAN KRALINGEN:· Well, given

12· ·that I have just read it out

13· ·loud, I can't see why they would

14· ·have a problem with that, so I

15· ·am comfortable.· My only concern

16· ·is that, as you know, I don't

17· ·actually represent these

18· ·parties.· These are people who I

19· ·have met through the course of

20· ·my --

21· ·THE COMMISSIONER:· Right.

22· ·MR. VAN KRALINGEN:· Maybe I can

23· ·suggest as follows.· I am happy

24· ·to contact this group this

25· ·evening and get their answer as

26· ·to whether they would be

27· ·comfortable putting it up on the

28· ·website.

29· ·THE COMMISSIONER:· All right.

30· ·MR. VAN KRALINGEN:· Does that

31· ·make sense?

32· ·THE COMMISSIONER:· Yes, that
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·1· ·makes good sense.· Thank you

·2· ·very much.· We'll wait to hear

·3· ·from you on that.

·4· ·MR. VAN KRALINGEN:· The next

·5· ·person in line to speak is Ms.

·6· ·Laura Jackson.· I have heard

·7· ·this morning that there is a

·8· ·medical issue that has precluded

·9· ·her from attending.· I don't

10· ·know what that issue is, and so

11· ·Ms. Hewitt and I are going to

12· ·speak later tonight when I find

13· ·out about what that issue is to

14· ·see if in any way this can -- if

15· ·her time maybe can be pushed to

16· ·later in the week.

17· ·With that in mind, the next

18· ·person I would like to invite up

19· ·is Mr. Horvath.

20· ·MR. ARPAD HORVATH:· Good

21· ·morning.

22· ·Can they hear me from here?

23· ·MR. VAN KRALINGEN:· Yes.

24· ·MR. ARPAD HORVATH:· Good

25· ·morning, everyone.· I am a

26· ·little nervous, because I had to

27· ·give an impact statement last

28· ·year and I was just as nervous

29· ·because everybody was staring at

30· ·me.

31· ·First I would like to say thank

32· ·you to Commissioner Gillese for
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·1· ·running such a great Inquiry.

·2· ·Thank you.

·3· ·THE COMMISSIONER:· I appreciate

·4· ·that.

·5· ·MR. ARPAD HORVATH:· See, I'm

·6· ·already getting teary.

·7· ·THE COMMISSIONER:· Have you got

·8· ·some water?

·9· ·MR. ARPAD HORVATH:· No.

10· ·MR. VAN KRALINGEN:· We do

11· ·actually.

12· ·THE COMMISSIONER:· Right there.

13· ·MR. ARPAD HORVATH:· Oh, thank

14· ·you.

15· ·THE COMMISSIONER:· That is a

16· ·good trick, to just stop and

17· ·drink some water if you are

18· ·starting to feel the --

19· ·MR. ARPAD HORVATH:· This is

20· ·going to be tough.

21· ·I want to thank Alex Van

22· ·Kralingen for representing my

23· ·family with such dignity and

24· ·respect.· Thanks for being a

25· ·friend.

26· ·Mr. Scott as well, thank you for

27· ·representing the other families

28· ·with dignity and respect.  I

29· ·don't know you that well, but

30· ·we'll get along sometime

31· ·hopefully.

32· ·Geez, I should have wrote a
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·1· ·speech, but it is going to come

·2· ·from the heart, because I think

·3· ·that is where it should all come

·4· ·from.

·5· ·Two and a half years ago, I

·6· ·lost -- oh, this shouldn't

·7· ·happen.

·8· ·Two and a half years ago, I lost

·9· ·my best friend and my father.

10· ·He was my teacher and he was

11· ·also my hero.

12· ·And when I lost him in the

13· ·hospital in the ICU, holding his

14· ·hand and watching his heartbeat

15· ·go down and his breath

16· ·disappear, you know, I was upset

17· ·then, but he died honestly.  I

18· ·thought I had lost him, just how

19· ·much can the human body endure.

20· ·But two and a half years later,

21· ·I had the shock of my life when

22· ·I found out he had been

23· ·murdered.· That is not something

24· ·one expects, but it is something

25· ·one has to endure.

26· ·So I endured it as best I could.

27· ·It was a tough time.· I made

28· ·friends with -- I tried to make

29· ·friends with it, but I couldn't

30· ·no matter how hard I tried.· His

31· ·death -- I mean I tried to make

32· ·friends with his death, but then
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·1· ·when this happened, no matter

·2· ·how hard I tried, the images

·3· ·were there and it is hard to

·4· ·shake it off.

·5· ·And then they said, Will there

·6· ·be an Inquiry?· And then the

·7· ·Inquiry came about.

·8· ·And I sat there and I listened a

·9· ·lot.· I came in a lot, as much

10· ·as I could, and I listened.

11· ·And I was shocked, because I

12· ·thought I would see more

13· ·compassion and more wanting

14· ·accountability, more standing up

15· ·to the plate saying, we screwed

16· ·up.

17· ·But I saw finger-pointing.  I

18· ·saw people throwing each other

19· ·under the bus.· I saw a lack of

20· ·compassion for, not victims,

21· ·they were friends and they were

22· ·family to people.· I loved my

23· ·father very much.· And for them

24· ·to come up and just put money

25· ·and reputation in front of human

26· ·life is just pathetic.

27· ·Now, I know the government has a

28· ·lot of work to do.· I know they

29· ·have to have rules and

30· ·guidelines put in and in place,

31· ·and that is fine.· I understand

32· ·that.· But if you don't really
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·1· ·follow up on it, it is just

·2· ·words.· It is just words.

·3· ·And you know, I heard people

·4· ·saying, I don't recall.· I can't

·5· ·quite remember.

·6· ·Well, I recall my father's body

·7· ·being exhumed from the ground in

·8· ·a cemetery on a cold morning.  I

·9· ·remember him being put back in

10· ·the ground on a cold morning.  I

11· ·remember everything about my

12· ·father.· I remember every damn

13· ·detail.· And they can't remember

14· ·anything?· It doesn't make sense

15· ·to me that they put reputation

16· ·and money over human life.

17· ·You know, there are a lot of

18· ·suggestions to fix the home.

19· ·There are like cameras you can

20· ·put, and you can have more

21· ·vigilance.· But the one thing

22· ·here that they should have is

23· ·accountability.· If they made a

24· ·screw-up, then admit you made a

25· ·screw-up.· If you don't make a

26· ·screw-up, fine, you didn't make

27· ·a screw-up.· You followed

28· ·protocol.· Sometimes if you see

29· ·something is wrong, say

30· ·something.· Don't just say,

31· ·Well, it is not really

32· ·reportable.· No, say something.
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·1· ·It is a human life.· It is not

·2· ·like you sold someone a car or

·3· ·something and it is defective.

·4· ·These are human lives.· These

·5· ·are people who meant something

·6· ·to someone.· These are people

·7· ·who spent Christmases,

·8· ·birthdays.

·9· ·It is the human condition that

10· ·matters here.· It is not about

11· ·rules and regulations.· It is

12· ·the human condition first and

13· ·foremost.

14· ·And I haven't seen that in this

15· ·Inquiry, I really haven't, and

16· ·it really, really made me angry.

17· ·But I mean, what can you do?

18· ·You can only do the best you can

19· ·with what you got, you know.

20· ·And it could have been shut down

21· ·years ago, right at the time.

22· ·It could have been shut down in

23· ·1995.· It was shut down, but it

24· ·just somehow or other it

25· ·trickled down and some other

26· ·people thought, No, just keep it

27· ·going.

28· ·I mean, I don't get it.· I don't

29· ·get it.· When you make a mistake

30· ·and you are not held

31· ·accountable, and you tell them

32· ·the good points and you don't
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·1· ·say the bad points?· I mean, she

·2· ·had so many bad points, it is

·3· ·incredible that she even made it

·4· ·to Meadow Park.

·5· ·She killed my father, and that

·6· ·is the one thing I am really

·7· ·angry about.· And I am angry

·8· ·about seven other people being

·9· ·murdered senselessly.· And

10· ·nobody gives a damn about it,

11· ·and that really makes me angry.

12· ·Because it is not about money.

13· ·You can't put a price on human

14· ·life.· I don't care how much you

15· ·make.

16· ·And you can't protect your

17· ·image.· You know, you have a

18· ·reputation.· Big deal.· I don't

19· ·have my father anymore.· I miss

20· ·him.· I really -- I really miss

21· ·him a lot, every goddamn day.

22· ·It is like the air I breathe,

23· ·you know, he was everywhere.· He

24· ·would be here today if it wasn't

25· ·for the goddamn incompetence of

26· ·people, just incompetence, gross

27· ·incompetence - worrying about

28· ·what people are going to say

29· ·about them, worried about

30· ·getting in trouble, worried

31· ·about how much it costs.

32· ·Human life doesn't have a cost,
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·1· ·Commissioner.· It doesn't have a

·2· ·cost, but it seems that some

·3· ·people think it does.

·4· ·And I hope to God that this

·5· ·Inquiry that you ran with so

·6· ·much fairness and dignity and

·7· ·class, and Alex and Mr. Scott,

·8· ·you know, you did such a great

·9· ·job, but you can only do so

10· ·much.· And I hope to God that

11· ·there will be justice.

12· ·And as far as closure for me,

13· ·there is no closure for me.

14· ·There never will be.· Every time

15· ·I wake up, there he is.· There

16· ·is no closure here.

17· ·But you know, I just close by

18· ·saying that it is just to watch

19· ·the human condition, to watch

20· ·society concentrate more on

21· ·issues of money and reputation

22· ·than it is a human life and not

23· ·standing up and saying, I

24· ·screwed up, I'm sorry, just is

25· ·pathetic.

26· ·And I want to say that, once

27· ·again, thank you for running

28· ·such a great Inquiry, and

29· ·everybody involved who really

30· ·worked hard, Alex, Mr. Scott, I

31· ·can't thank you enough, okay.

32· ·Okay, thank you very much.
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·1· ·THE COMMISSIONER:· Thank you

·2· ·very much.

·3· ·MR. VAN KRALINGEN:· Thank you,

·4· ·Arpad.

·5· ·So the next person who is going

·6· ·to be speaking is Susan Horvath.

·7· ·MS. SUSAN HORVATH:· Thank you,

·8· ·Judge Gillese --

·9· ·THE COMMISSIONER:· Good morning.

10· ·MS. SUSAN HORVATH:· -- for the

11· ·Inquiry, and thank you everybody

12· ·else who is part of it.

13· ·You guys took your time.· You

14· ·have hope.· You have family you

15· ·all love.· You all care about

16· ·people.

17· ·We are all getting old.· I am

18· ·getting old through all this

19· ·Inquiry and media.· I have seen

20· ·wrinkles on my face.· My hair is

21· ·gray.· My health is

22· ·deteriorating.· I don't enjoy

23· ·life anymore, because I'm a

24· ·person, like everybody else, who

25· ·has trust in this society.  I

26· ·see all these nursing homes,

27· ·they operate like businesses.

28· ·They are businesses, especially

29· ·the for-profit ones.

30· ·I am on the radio.· I am in the

31· ·paper.· I am everywhere I can.

32· ·I am breaking down.· I am weak
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·1· ·and I am very tired, because I

·2· ·am asking myself, with all this

·3· ·talking and caring and crying

·4· ·and all this and people, great

·5· ·speeches back here from the

·6· ·heart and everything, I am

·7· ·asking myself, Is there really

·8· ·ever going to be a change?· Or

·9· ·are these private business

10· ·owners just worried more about

11· ·the money and they are more

12· ·worried about the bottom line?

13· ·Andrea Horwath from the NDP

14· ·party invited my mother and me a

15· ·year ago into Woodstock.· There

16· ·was a private meeting going on

17· ·with PSWs and nurses.· And we

18· ·sat around the table because

19· ·Andrea's mom is also a senior in

20· ·a home, and she has had her

21· ·worries as well.

22· ·And we sat there and there were

23· ·nurses that have come in and

24· ·PSWs that were honest and they

25· ·were saying exactly the problems

26· ·they are seeing, but they are

27· ·afraid to say anything because

28· ·their job and because they see

29· ·the politics and they have to

30· ·watch everything they say.

31· ·So with that said, I keep

32· ·thinking I am very paranoid, and
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·1· ·I should trust the system and I

·2· ·shouldn't be so negative and all

·3· ·this other stuff, because my dad

·4· ·and my dad, and my dad.

·5· ·And then Thursday, September the

·6· ·13th, in the London Free Press,

·7· ·there was a -- well, regarding

·8· ·the lady who was Beatrice Yorker

·9· ·had said it clearly, that there

10· ·is a strange reluctance why the

11· ·health care workers that kill

12· ·and are amongst us in medical

13· ·nursing homes, wherever you look

14· ·at it, the ones that are there,

15· ·it is strange that people just

16· ·want to shun this away.· They

17· ·don't want to talk about it.

18· ·And I understand the victims

19· ·aren't just the people who have

20· ·lost.· Some victims are really

21· ·good-intentioned nurses, PSWs

22· ·that have good caring

23· ·intentions, the families, the

24· ·patients, the long-term care

25· ·homes that are trying to run as

26· ·best as they can; they are

27· ·all and we are all victims of

28· ·this.· It is not just a single

29· ·one person.· I am thinking about

30· ·everybody as far as I can.

31· ·My father had no price on his

32· ·life at all, but it turns out
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·1· ·with this Inquiry, I guess the

·2· ·price was, let me think, $400 I

·3· ·think it was for an autopsy.· So

·4· ·that automatically I couldn't

·5· ·get over it.

·6· ·I feel there should be monetary

·7· ·consequences for these private

·8· ·businesses.· Instead of raking

·9· ·in all the wealth, they should

10· ·be sharing their wealth with the

11· ·important people, not just

12· ·collecting the money.· They

13· ·should be giving more money to

14· ·PSWs, nurses, more staffing.

15· ·They should be doing this so

16· ·that the people who have a

17· ·contractual agreement with the

18· ·nursing homes, which is a

19· ·client, which is the families,

20· ·should hold accountable these

21· ·businesses, okay, for every last

22· ·thing that they have in their

23· ·contract.

24· ·I want to just skip stuff,

25· ·because I don't want to rattle

26· ·on.

27· ·I have changes that I made a

28· ·list of that I think I would

29· ·like to say, if that is okay.

30· ·THE COMMISSIONER:· Absolutely.

31· ·MS. SUSAN HORVATH:· The changes,

32· ·I would think, as I said, is the
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·1· ·paying customers - that is the

·2· ·families and seniors who pay -

·3· ·should review the entire

·4· ·contract with a lawyer before

·5· ·you bring your senior citizen

·6· ·into that place, number one.

·7· ·Number two, I think there should

·8· ·be a third party mandatory

·9· ·surveillance camera.· It doesn't

10· ·matter the cost.· Again, we are

11· ·back to money.· Oh, boy, we are

12· ·not supposed to spend.· Well,

13· ·you should, and that way it is

14· ·not controlled by the business

15· ·in the rooms with the seniors.

16· ·It is a third party controlling

17· ·it, so that would be safe.

18· ·Random drug and alcohol testing

19· ·on all nurses, PSWs and senior

20· ·doctors, just randomly check

21· ·them.· I mean, I think that is

22· ·very important, okay, obviously.

23· ·An anonymous hotline to be set

24· ·up for PSWs and nurses so they

25· ·can bypass the work environment

26· ·politics affecting their job

27· ·security, so they are not afraid

28· ·anymore.· They just have a

29· ·hotline given to them and they

30· ·can make that call, and it will

31· ·be looked into just like that,

32· ·just that fast, so that their
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·1· ·boss can't, you know, scare

·2· ·them.

·3· ·Also, create blogs.· The

·4· ·families should create blogs and

·5· ·ratings online.· If you don't

·6· ·like something you see about

·7· ·your parents, it may be, as

·8· ·personal as it is, or something

·9· ·you don't want to say, say it

10· ·and put it out online and that

11· ·business will see exactly and

12· ·people will see about the

13· ·business what is really going on

14· ·with your mother, your father,

15· ·whoever is in there.· Just do

16· ·it.· Because they rely on it.

17· ·They might be drugged up to the

18· ·hilt and can't say anything, so

19· ·they are depending on you to

20· ·help them.

21· ·Not only that, two nurses or one

22· ·nurse and PSW with a patient and

23· ·rotating them at all times, so

24· ·they don't become chummy-chummy,

25· ·friendly-friendly, and one

26· ·becomes a witness of the other,

27· ·and then we have now two against

28· ·one and that is the patient.

29· ·That should be rotating.

30· ·Those things I don't think cost

31· ·too much money.

32· ·And I am just here because the
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·1· ·many of the dead who are long

·2· ·gone, because this has been

·3· ·going on for a very, very long,

·4· ·long time, their spirits I am

·5· ·sure are here with us today,

·6· ·because they a long time ago

·7· ·died in silence.· What a

·8· ·horrible scary thing to think

·9· ·about, that you die and you

10· ·don't even -- I don't know, it

11· ·is just very freaky for me,

12· ·anyway.

13· ·Many of the dead are thanking us

14· ·today, including my father.  I

15· ·know he is gone and I will not

16· ·get him back.· I understand

17· ·that.· But he is around us and

18· ·he is thanking that his children

19· ·have enough strength to come up

20· ·here and say this.

21· ·So it is not easy.· My life has

22· ·not been the same and it won't.

23· ·And so I am just hoping that

24· ·this will help by me coming up

25· ·and saying this.

26· ·That is all I have to say.

27· ·THE COMMISSIONER:· Thank you

28· ·very much.

29· ·MS. HEWITT:· Mr. Scott,

30· ·Commissioner.

31· ·MR. SCOTT:· Good morning,

32· ·Commissioner.
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·1· ·THE COMMISSIONER:· Good morning.

·2· ·MR. SCOTT:· As you know, I

·3· ·represent the family of Helen

·4· ·Matheson who was a victim and

·5· ·her son and daughter-in-law Pat

·6· ·Houde had hoped to be here today

·7· ·to speak directly to you, but

·8· ·unfortunately, due to some

·9· ·health problems, they were

10· ·unable to appear.

11· ·They have sent me along a script

12· ·that I will read verbatim to you

13· ·and into the record, if that is

14· ·acceptable.

15· ·THE COMMISSIONER:· Thank you

16· ·very much.

17· ·MR. SCOTT:· Thank you,

18· ·Commissioner.

19· ·Good day, Commissioner Gillese.

20· ·Due to health issues, I am

21· ·unable to be present.

22· ·Nevertheless, our thoughts and

23· ·friendly recommendations will be

24· ·read by our legal counsel, Paul

25· ·Scott, relating to the death of

26· ·my mother, Helen Matheson.

27· ·First of all, we want to

28· ·sincerely thank you,

29· ·Commissioner, and your entire

30· ·team for the incredible work

31· ·throughout the Inquiry, as well

32· ·as the witnesses, all of which
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·1· ·we were able to watch via

·2· ·webcast.

·3· ·This has been an emotional

·4· ·journey for both myself and my

·5· ·wife, Patricia Houde, that

·6· ·whether we liked it or not, took

·7· ·us to emotional places such as

·8· ·frustration, disbelief,

·9· ·irritation, confusion, anxiety

10· ·and at times complete and utter

11· ·shock.

12· ·The fact that the fundamental

13· ·principle to be applied in the

14· ·interpretation of the Long-Term

15· ·Care Homes Act and the

16· ·regulations is that a home is

17· ·primarily the home of its

18· ·residents and is to be operated

19· ·so that it is a place where its

20· ·residents may live with dignity

21· ·and in security, safety and

22· ·comfort and have their physical,

23· ·psychological, social, spiritual

24· ·and cultural needs adequately

25· ·met, leads us to question how do

26· ·we rebuild our trust in a system

27· ·which failed to do just that.

28· ·Throughout the Inquiry we heard

29· ·from various persons working

30· ·within the long-term care home

31· ·system.· At times we were

32· ·overwhelmed by the lack of
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·1· ·communication and cooperation

·2· ·between all the stakeholders or

·3· ·the inability to accept

·4· ·responsibility for what may have

·5· ·led to a total different

·6· ·outcome.· Of course, we will

·7· ·never know.

·8· ·As we heard, Ms. Wettlaufer

·9· ·began her career in nursing

10· ·using and abusing narcotics

11· ·stolen at her place of

12· ·employment in 1995.

13· ·As a result, she was fired.

14· ·Nevertheless, her record showed

15· ·she had resigned and continued

16· ·working, even though she was

17· ·known to neglect residents,

18· ·administer wrong medications,

19· ·was reckless, stole residents'

20· ·medications, used and abused

21· ·drugs and alcohol, all leading

22· ·to sloppy work.

23· ·I trust we all understand and

24· ·agree that Ms. Wettlaufer

25· ·crossed the line over and over,

26· ·murdering eight people,

27· ·attempting to murder four

28· ·others, and assaulting two

29· ·others, until 2014.

30· ·This brings us to ask:· Are we

31· ·not responsible to be truthful,

32· ·no matter the consequences?
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·1· ·There is a responsibility to

·2· ·protect, and we acknowledge

·3· ·that.

·4· ·However, when working with our

·5· ·most vulnerable, feeble and

·6· ·sometimes individuals who are no

·7· ·longer capable of speaking for

·8· ·themselves, we must ask that the

·9· ·truth be forthcoming.

10· ·Furthermore, we respectfully

11· ·insist there is no potential for

12· ·coverups within the long-term

13· ·care homes.

14· ·We strongly suggest that

15· ·everyone keep a watchful eye and

16· ·that, without fear of reprisal,

17· ·we act accordingly.

18· ·It is without question the

19· ·responsibility of the

20· ·owner/operators of long-term

21· ·care homes to follow the strict

22· ·requirements set out in the

23· ·Long-Term Care Homes Act in

24· ·reporting to the College of

25· ·Nurses, making certain that RNs

26· ·or RPNs self-report and a full

27· ·inspection follow.

28· ·This leads me to ask why the

29· ·Ontario Coroners Office would

30· ·not investigate allegations

31· ·concerning the suspicion death

32· ·of two residents while Ms.
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·1· ·Wettlaufer was employed at

·2· ·Caressant Care?

·3· ·As Professor Yorker so

·4· ·adequately stated, we must raise

·5· ·awareness about the fact it

·6· ·happened and it can happen.

·7· ·One might say it is an

·8· ·impossible task to ask that the

·9· ·Coroner perform an autopsy after

10· ·the death of every resident in

11· ·long-term care homes.

12· ·Nevertheless, we are left with a

13· ·question as to why not?

14· ·We strongly suggest that verbal

15· ·and/or written recommendations

16· ·need to be honest and truthful,

17· ·allowing any future employer to

18· ·make a well-informed decision

19· ·when hiring staff in the future.

20· ·This brings us to the ration of

21· ·RN or RPN staffing in long-term

22· ·care homes for which there never

23· ·seemed to be a clear answer,

24· ·even though our counsel asked

25· ·that question.

26· ·Nevertheless, Professor Yorker

27· ·did note that as a result of

28· ·less nursing staff, the rate of

29· ·patient mortality went up by 7

30· ·percent, which gives way for

31· ·concern.

32· ·As a result, we ask that
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·1· ·beginning with the Ministry of

·2· ·Health and Long-Term Care, all

·3· ·stakeholders, as well as

·4· ·taxpayers, have a role in

·5· ·setting new requirements on

·6· ·staff-to-resident ratios in

·7· ·hopes that one RN never again

·8· ·has 32 residents on his or her

·9· ·shift.

10· ·We respectfully recommend that

11· ·consideration be given to the

12· ·May 28th, 2018 College of Nurses

13· ·paper on Identifying Risks,

14· ·Learning From the Literature of

15· ·Health Care Serial Killers, as

16· ·well as Professor Yorker's

17· ·testimony and evidence as

18· ·presented, Expert Review for the

19· ·Public Inquiry Into the Safety

20· ·and Security of Residents in the

21· ·Long-Term Care Home System.

22· ·There are many other points we

23· ·would have liked to have raised.

24· ·However, we will hand that task

25· ·over to the seven families who

26· ·also lost their loved ones at

27· ·the hands of Elizabeth

28· ·Wettlaufer.

29· ·For me, having sat by my

30· ·mother's bedside the night of

31· ·October 25th, 2011, not knowing

32· ·she had been injected with a
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·1· ·lethal dose of insulin causing

·2· ·her to pass away the morning of

·3· ·October 26th, 2011, will live

·4· ·with me the rest of my life.

·5· ·There simply are no words to

·6· ·express the amount of guilt I

·7· ·carry, wondering what more could

·8· ·I, what more should I have done

·9· ·that might have prevented the

10· ·murder of my mother.

11· ·I am grateful that my wife

12· ·empathizes with my pain and my

13· ·anger at times and that I have

14· ·an amazing family support, but I

15· ·know at the end of the day, as I

16· ·try to move forward, there may

17· ·be days when the five stages of

18· ·grief come calling.

19· ·There has been and will continue

20· ·to be great emotional,

21· ·psychological and spiritual

22· ·trauma, but I never expected the

23· ·physical toll this would take on

24· ·me, which it surely has indeed.

25· ·As I stated earlier, the

26· ·physical toll has prevented me

27· ·from participating today.

28· ·However, we would like to thank

29· ·our legal counsel and his team

30· ·who have taken this journey with

31· ·us.

32· ·So where do we go from here?
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·1· ·We believe it is urgent that

·2· ·once the report is written and

·3· ·passed on to our government in

·4· ·2019, that we have the

·5· ·responsibility to work together

·6· ·to make certain this never

·7· ·happens again in a long-term

·8· ·care home, that no families

·9· ·experience what we eight

10· ·families have experienced and

11· ·that our loved ones live with

12· ·dignity, security, safety and

13· ·comfort and have their physical,

14· ·psychological, social, spiritual

15· ·and cultural needs adequately

16· ·met.

17· ·In closing, we would like to

18· ·reiterate your opening remarks,

19· ·Commissioner.· In many ways,

20· ·this Inquiry is about healing,

21· ·healing our broken trust in the

22· ·long-term care system.

23· ·I most sincerely hope that

24· ·through these public hearings,

25· ·the Ontario public begins to

26· ·feel heard and, therefore,

27· ·begins to heal.

28· ·Thank you, Jon Matheson and

29· ·Patricia Houde.

30· ·THE COMMISSIONER:· Thank you

31· ·very much.

32· ·MR. SCOTT:· Thank you,
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·1· ·Commissioner.

·2· ·My apologies, Commissioner, I

·3· ·would like to ask Beverly

·4· ·Bertram to come up and speak

·5· ·next.

·6· ·THE COMMISSIONER:· Thank you

·7· ·very much.

·8· ·MS. BEVERLY BERTRAM:· Good

·9· ·morning, everybody.

10· ·This tribunal has been a very

11· ·difficult part of my life.· The

12· ·days that I attended at the

13· ·beginning were difficult and

14· ·hard to hear the truth.

15· ·I no longer know who I am

16· ·because Elizabeth Wettlaufer

17· ·consumes my life.

18· ·I don't understand why she was

19· ·bound, bent and determined to

20· ·kill me.· And people don't

21· ·understand how I feel not being

22· ·able to understand.· I get, "Oh,

23· ·she is in jail.· Don't worry

24· ·about it.· It is over."

25· ·It is not over.

26· ·We as the victims are not weak.

27· ·We need care.· And that doesn't

28· ·mean we don't matter anymore.

29· ·It has nothing to do with our

30· ·age.· We just need help for our

31· ·needs.· I never wanted to be in

32· ·this position at the end of my
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·1· ·life.· It is not what I ever

·2· ·thought.

·3· ·And people are nasty to those in

·4· ·need.· The people with needs

·5· ·have a voice.· Now that we are

·6· ·sick, nobody listens.· People

·7· ·don't deal with people

·8· ·respectfully.

·9· ·If there was a change I would

10· ·like to see happen, that would

11· ·be respect given, respect for

12· ·individuals, regardless of the

13· ·roles they have played or will

14· ·play in the future.· Everyone

15· ·deserves the respect.

16· ·Elizabeth Wettlaufer didn't get

17· ·respect.· I am not condoning

18· ·anything she did.· But if

19· ·respect had been given to her as

20· ·a person, what happened wouldn't

21· ·have happened because people

22· ·would have stopped her.· That is

23· ·also respect, because you have

24· ·to take care of everybody.

25· ·So if they are not doing right,

26· ·stop them, respect them, help

27· ·them.· She cried for help many

28· ·times, and none was given.· She

29· ·was not paid attention to.· And

30· ·this is the aftermath of her

31· ·journey, and it really, it can't

32· ·be.
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·1· ·Attention needs to be paid to

·2· ·those in need of care, and that

·3· ·is not just nursing homes.  I

·4· ·was not in a nursing home.  I

·5· ·was in my own home needing IV,

·6· ·and I didn't get the attention.

·7· ·I just find it very annoying

·8· ·that my life is going to end in

·9· ·this manner.· I am 70 now, and I

10· ·deserve better.

11· ·I would like to thank everyone

12· ·for having the courage to do

13· ·this Commission.· It is not

14· ·easy.

15· ·I know the decisions are not

16· ·going to be majority rules.

17· ·There will be some very unhappy

18· ·resolutions.

19· ·But I am proud to stand -- I am

20· ·proud of the stand you have

21· ·taken for the rights of those

22· ·who can't speak.

23· ·I have been involved in this

24· ·tribunal to be a voice for the

25· ·victims, and I would like to

26· ·thank everyone for the respect

27· ·shown to me and the victims

28· ·during this time.

29· ·Thank you.

30· ·THE COMMISSIONER:· Thank you so

31· ·much, Ms. Bertram.

32· ·MS. BEVERLY BERTRAM:· Thank you
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·1· ·very much.

·2· ·MS. HEWITT:· Commissioner, that

·3· ·concludes the statements, both

·4· ·oral and in writing, from the

·5· ·family members.

·6· ·And might I just suggest we take

·7· ·our morning break at this point

·8· ·in time and allow counsel to get

·9· ·ready for the start of the oral

10· ·submissions by the Participants.

11· ·THE COMMISSIONER:· I agree that

12· ·it would be a good time to take

13· ·the morning break.

14· ·I do have a few words I would

15· ·just like to say to the people

16· ·who have spoken this morning.

17· ·Before we move on, I want to

18· ·thank you all, both those who

19· ·appeared in person and also

20· ·those who spoke to us through

21· ·their statements.

22· ·At the end of the week, I will

23· ·have a chance to thank the

24· ·Participants, but I recognize

25· ·that not all of you will be able

26· ·to be with us for the entire

27· ·week, so I wanted to take a few

28· ·moments and just thank you.

29· ·As I know you know, Commission

30· ·Counsel and Counsel for the

31· ·Participants and the

32· ·Participants themselves have
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·1· ·devoted a tremendous amount of

·2· ·time to investigating and

·3· ·presenting the evidence

·4· ·surrounding the horrendous

·5· ·offences committed by Elizabeth

·6· ·Wettlaufer.· And I also know

·7· ·that you know that it has been a

·8· ·very emotional journey for the

·9· ·people in this room.

10· ·But of course, it does not

11· ·compare to the pain and

12· ·suffering that you have endured

13· ·as a result of the offences.

14· ·And you have allowed us, the

15· ·public, the Inquiry, our

16· ·investigators, to intrude upon

17· ·your lives at the hardest of

18· ·times, and I know you have

19· ·listened to the evidence as

20· ·Commission Counsel laid bare how

21· ·the offences were committed and

22· ·the circumstances surrounding

23· ·those offences.

24· ·And today, you have talked to us

25· ·about what it has done to you

26· ·and about what the loss of the

27· ·wonderful men and women are whom

28· ·you lost because of these

29· ·offences.

30· ·I truly wish we were not here.

31· ·I wish the offences had never

32· ·occurred.· It doesn't strike me
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·1· ·that Canada is a place where a

·2· ·health care serial worker can

·3· ·work unchecked for ten years.

·4· ·But they did happen, and so we

·5· ·have to continue the work that

·6· ·we started last August.

·7· ·So thank you for speaking to us

·8· ·today.· Thank you for your

·9· ·continuing support and

10· ·contributions to the work of the

11· ·Inquiry.

12· ·Even when your answers to the

13· ·emails and so on come from the

14· ·Inquiry office, you should know

15· ·that they all come to me and I

16· ·am aware of the work that you

17· ·have been doing for us and the

18· ·support you have given us.

19· ·I look forward to your

20· ·continuing input in Part 2 of

21· ·the Inquiry process through your

22· ·lawyers, but as always, also we

23· ·are available to you to send

24· ·notes in and so on.

25· ·Please know that as we work

26· ·together, we will make

27· ·recommendations designed to

28· ·prevent these offences or

29· ·anything like it from taking

30· ·place again.

31· ·In my view, even the process to

32· ·date has served to honour the
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·1· ·victims of these offences.· It

·2· ·was the victims' lawyers who

·3· ·wrote in their closing

·4· ·submissions about shining a

·5· ·light on the system, and I agree

·6· ·with that.· The need to restore

·7· ·trust in the long-term care home

·8· ·system begins with shining a

·9· ·light, so that everybody is

10· ·aware and we can work together.

11· ·So your input throughout has

12· ·been valuable, right from the

13· ·very first day when I met with

14· ·you and you shared with me your

15· ·stories, and I believe that I am

16· ·speaking -- well, gosh, you are

17· ·not the only ones to feel

18· ·emotional.

19· ·But I do believe that I am

20· ·speaking on behalf of the people

21· ·of Ontario when I say thank you.

22· ·We know the loss must be

23· ·incredible, and we know how hard

24· ·it was for you to come here

25· ·today.

26· ·So thank you.

27· ·And if you don't need the

28· ·morning recess, I do.

29· ·-- RECESSED AT 10:51 A.M.

30· ·-- RESUMED AT 11:09 A.M.

31· ·MR. VAN KRALINGEN:

32· ·Commissioner, before beginning
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·1· ·today, this will be my last

·2· ·opportunity to speak at the

·3· ·Public Inquiry, and I'm -- at

·4· ·the Public Hearings of the

·5· ·Inquiry, pardon me, and I hope

·6· ·you'll indulge me to express

·7· ·some sincere thanks to those

·8· ·who've been involved in these

·9· ·Public Hearings.

10· ·My first thanks is to Commission

11· ·Counsel.· Anyone who's done any

12· ·litigation of any consequence

13· ·would understand the significant

14· ·endeavour that they were given

15· ·in terms of collecting,

16· ·organizing, and most

17· ·importantly, synthesizing and

18· ·presenting a remarkable amount

19· ·of information in a way that the

20· ·public could understand and

21· ·absorb.· I am very conscious of

22· ·the fact that members of the

23· ·public can often wonder about

24· ·the cost and value of a Public

25· ·Inquiry such as this, and I can

26· ·tell you that I feel the public

27· ·has been very well served by

28· ·their work.

29· ·I can tell you also how hard

30· ·each of them worked even when

31· ·you weren't around.· I knew that

32· ·was going to be the case right
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·1· ·off the bat when in advance of

·2· ·the procedural motion, I had a

·3· ·late-night call with Commission

·4· ·Counsel to discuss the finer

·5· ·points of habeas corpus,

·6· ·something I never, ever want to

·7· ·do again.

·8· ·Since then, though, I've been on

·9· ·the phone time and time again

10· ·and trading messages with

11· ·Commission Counsel just before

12· ·midnight and then again very

13· ·early in the morning, and in the

14· ·moments where there have been

15· ·disagreements, my experience is

16· ·that Commission Counsel has

17· ·approached those issues in the

18· ·best spirit of the profession.

19· ·So to all Commission Counsel, I

20· ·and my team wanted to express

21· ·our appreciation, but in

22· ·particular to Ms. Hewitt,

23· ·Ms. Jones, and Ms. Stephens, who

24· ·lead various phases of the

25· ·Public Hearings but also to lead

26· ·counsel, Mr. Zigler, who was an

27· ·important resource for us

28· ·throughout.

29· ·I also wanted to thank staff who

30· ·are supporting Commission

31· ·Counsel and the Inquiry more

32· ·generally.· I still don't feel
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·1· ·entirely like I have an idea

·2· ·about how all of this works, but

·3· ·I know the staff members I have

·4· ·met, including our court staff

·5· ·and our friends from

·6· ·Commonwealth and Neesons, have

·7· ·been excellent to deal with and

·8· ·made the process easier for the

·9· ·Participants and the public.

10· ·A special thanks to Ms. Barton

11· ·and Ms. Shiels-Singh, both of

12· ·whom were excellent to deal

13· ·with.· Ms. Barton tends to send

14· ·e-mails that she calls "gentle

15· ·reminders of things."

16· ·Ms. Shiels-Singh sends e-mails

17· ·that tend to be less gentle

18· ·reminders but are just as

19· ·effective.

20· ·Finally, my clients have asked

21· ·me to make a few comments about

22· ·your leadership of these

23· ·Hearings.· If we were in a more

24· ·traditional court proceeding,

25· ·I'd likely stay quiet, but given

26· ·the special nature of a Public

27· ·Inquiry, I feel that I'm on

28· ·solid ground.

29· ·Commissioner, earlier this

30· ·morning, you indicated that you

31· ·had met and sat down in private

32· ·meetings before the
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·1· ·participation hearings with

·2· ·family members of

·3· ·Ms. Wettlaufer's victims not

·4· ·only to understand a little bit

·5· ·about their loved one who was

·6· ·killed or hurt by Ms. Wettlaufer

·7· ·but also to give them a sense of

·8· ·how these Public Hearings and

·9· ·Phase Two of the Inquiry would

10· ·unfold.

11· ·I was not retained at that time,

12· ·but I understand from my clients

13· ·that during those meetings, they

14· ·found you empathetic and quite

15· ·understanding of their pain, and

16· ·I can tell you that each of them

17· ·has told me that they have found

18· ·a similar sense of empathy in

19· ·your leadership of these Public

20· ·Hearings, which they have

21· ·appreciated.

22· ·It's clear that the emotion

23· ·surrounding Ms. Wettlaufer's

24· ·crimes are still very raw for my

25· ·clients and understandably so,

26· ·but they want to thank you for

27· ·leading a process which both

28· ·acknowledges their pain but also

29· ·in a very substantive way has

30· ·tried to uncover all of the

31· ·facts associated with

32· ·Ms. Wettlaufer's crimes.· With
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·1· ·that, I wanted to delve into my

·2· ·closing submissions a few notes

·3· ·so that you can organize any

·4· ·notes that you take.

·5· ·The first, as you see, Mr. Scott

·6· ·and I have created a joint

·7· ·closing submission in writing,

·8· ·and to that end, Mr. Scott will

·9· ·be speaking after me.· And

10· ·although I expect there will be

11· ·some overlap, there are

12· ·certainly going to be areas that

13· ·are more emphasized in his time

14· ·rather than mine and vice versa,

15· ·and I would ask on behalf of

16· ·both of us that you treat our

17· ·presentations collectively.

18· ·Second, because of the time that

19· ·we have and because we hit the

20· ·limit of 100 pages exactly,

21· ·there's no way that I can get

22· ·into each of the issues

23· ·canvassed in our written closing

24· ·submissions.

25· ·What I've chosen to do and what

26· ·I believe Mr. Scott has chosen

27· ·to do is to choose areas of

28· ·either factual dispute or

29· ·factual importance as well as

30· ·related recommendation, but that

31· ·said, please take this

32· ·presentation to you today as
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·1· ·being combined with our written

·2· ·closing submissions.

·3· ·Third is that I've created a

·4· ·single PDF document that our

·5· ·friends from Commonwealth are

·6· ·going to put up on the screen

·7· ·from time to time during the

·8· ·course of my submissions.

·9· ·I've done that simply because I

10· ·didn't want to go through the

11· ·frustration of pulling up

12· ·individual document numbers, and

13· ·I will ask Amanda to either

14· ·bring it up or take it off the

15· ·screen, and my hope is that

16· ·allowing us to pull up documents

17· ·more easily will allow you to

18· ·absorb the documents more easily

19· ·and not have to fumble and worry

20· ·about citations or worry about

21· ·document ID numbers.· I can

22· ·assure you that everything

23· ·that's been up on the screen is

24· ·something that has been provided

25· ·to you either during the course

26· ·of the Public Hearings or in our

27· ·closing submissions.

28· ·Commissioner, you will recall on

29· ·the very first day of these

30· ·hearings, my friend, Mr. Scott,

31· ·talked to you about the idea of

32· ·bringing sunlight to the issues
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·1· ·at hand, and even you mentioned

·2· ·it in your comments just before

·3· ·our break.

·4· ·Of course, Mr. Scott is

·5· ·harkening back to Justice

·6· ·Brandeis' famous idea that:

·7· ·"Sunlight can be the best

·8· ·disinfectant to a social ill,

·9· ·the idea that only when we have

10· ·a fulsome and open accounting of

11· ·what happened, where the public

12· ·learns the unvarnished truth

13· ·about the problem at hand, can

14· ·we ever collectively learn from

15· ·our failures."

16· ·The Public Hearings of this

17· ·Inquiry is one step towards that

18· ·goal.

19· ·The Victims' Families and loved

20· ·ones have heard compelling

21· ·stories about how frontline

22· ·workers in long-term care try

23· ·their very hardest by doing

24· ·physically and mentally taxing

25· ·work every single day to try and

26· ·ensure that our seniors who live

27· ·in long-term care are given a

28· ·dignified living experience.

29· ·Unfortunately, we have also

30· ·heard very difficult revelations

31· ·from both those who are involved

32· ·in frontline care and managing
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·1· ·long-term care facilities as

·2· ·well as those involved in

·3· ·running our health care system

·4· ·and regulating nurses, about

·5· ·points where individuals failed

·6· ·the victims' families, and

·7· ·points where the system

·8· ·generally, often through

·9· ·under-resourcing, failed the

10· ·victims as well.

11· ·Undoubtedly, those systemic

12· ·issues can and should be

13· ·examined in your report.· It

14· ·needs to be said that our health

15· ·care system is complex, that

16· ·this Inquiry counsel were given

17· ·pages of acronyms to learn so we

18· ·could understand our complicated

19· ·system of funding, organizing,

20· ·and delivering health care in

21· ·the long-term care environment.

22· ·We've learned about

23· ·epidemiological studies of our

24· ·long-term care facilities as

25· ·well as a huge amount of data

26· ·that the Ministry of Health

27· ·collects in an effort to better

28· ·understand and improve our

29· ·system.

30· ·All of this might lead one to

31· ·think and to look at these

32· ·issues as a series of technical
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·1· ·matters to be addressed.

·2· ·In your opening remarks to this

·3· ·Inquiry, you, yourself,

·4· ·discussed the polycentric nature

·5· ·of the issues at hand.

·6· ·What needs to be remembered is

·7· ·that for every data point about

·8· ·long-term care collected by the

·9· ·Ministry, there is a valued

10· ·member of our community lying in

11· ·a bed somewhere who has family

12· ·and others who love them.

13· ·Before they were taken from us

14· ·by Ms. Wettlaufer, James Silcox,

15· ·Maurice Granat, Gladys Millard,

16· ·and Arpad Horvath Sr. were lying

17· ·in those same beds.

18· ·All that residents and their

19· ·loved ones want is to ensure

20· ·that they are living in a

21· ·dignified and safe environment

22· ·where their health needs are

23· ·being addressed.· We should not

24· ·look at this as a detached or

25· ·dispassionate policy issue.· It

26· ·needs to be seen as a human

27· ·issue.

28· ·Commissioner, this message

29· ·becomes all the more important

30· ·when we consider the population

31· ·who lives in long-term care

32· ·facilities in Ontario.· As we

http://www.neesonsreporting.com


Page 8596
·1· ·noted in our written

·2· ·submissions, it would perhaps

·3· ·provide some cold comfort if

·4· ·there was something unique about

·5· ·Ms. Wettlaufer's victims

·6· ·relative to the population of

·7· ·long-term care generally, which

·8· ·made them opportune targets.

·9· ·They are not.

10· ·Commissioner, although each of

11· ·the victims were certainly

12· ·unique people, their medical

13· ·conditions, particularly

14· ·relating to dementia or other

15· ·cognitive impairments, were very

16· ·common.

17· ·Amanda, I'm going to ask you to

18· ·pull up page 1 of the PDF,

19· ·please.

20· ·This is taken from our written

21· ·submissions and is simply a

22· ·summary of some information that

23· ·Mr. Zigler provided at the

24· ·beginning of the Inquiry.

25· ·He noted that for those who are

26· ·older than 85 years old, as many

27· ·as 30 percent live in some form

28· ·of long-term care.· There are

29· ·close to 79,000 long-term care

30· ·beds in the Province of Ontario,

31· ·and over two-thirds of long-term

32· ·care residents suffer from
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·1· ·dementia or Alzheimer's, and

·2· ·over 90 percent have some form

·3· ·of cognitive impairment.

·4· ·We've highlighted these

·5· ·statistics -- pardon me.· We've

·6· ·highlighted these statistics in

·7· ·our closing submission, and

·8· ·before you and the public again

·9· ·today, to emphasize that

10· ·although we recognize that

11· ·everyone in the room is treating

12· ·this issue with importance, we

13· ·hope that your report and the

14· ·government and other

15· ·stakeholders who receive it will

16· ·treat it with urgency.

17· ·The practical reality from those

18· ·statistics is that there are

19· ·tens of thousands of Ontarians

20· ·living in long-term care

21· ·facilities who have the exact

22· ·same medical conditions as

23· ·Ms. Wettlaufer's victims.

24· ·With the greatest of respect to

25· ·all of the stakeholders

26· ·including those represented in

27· ·this room, the Victims' Groups

28· ·strongly believe that those tens

29· ·of thousands of Ontarians are

30· ·just as vulnerable today as they

31· ·were the day that Ms.

32· ·Wettlaufer's crimes came to
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·1· ·light.

·2· ·And so again, it is for that

·3· ·reason that all stakeholders,

·4· ·including the Government of

·5· ·Ontario, need to treat your

·6· ·recommendations with an urgency,

·7· ·particularly given that many of

·8· ·the recommendations which all

·9· ·counsel appear to agree with,

10· ·and I'll get to that shortly,

11· ·have lingered in the public

12· ·discourse for at least 15 years

13· ·and perhaps longer.· All that is

14· ·to say is that the time to act

15· ·is now.

16· ·Of course, the important

17· ·question you have asked all of

18· ·the Participants to these Public

19· ·Hearings is what should we do?

20· ·What recommendations should be

21· ·offered as solutions?

22· ·I'm going to suggest that if

23· ·there was a single, glaring

24· ·deficiency in the system, which,

25· ·if fixed, would address the

26· ·concerns about safety and

27· ·security of residents in

28· ·long-term care, the government

29· ·of the day probably would not

30· ·have called this Inquiry.· It is

31· ·likely that there would have

32· ·been an attempt to address that
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·1· ·single, important issue, but

·2· ·that is not what we have here.

·3· ·This Inquiry has highlighted

·4· ·that there are a plethora of

·5· ·systemic issues, each of them

·6· ·interacting with the others with

·7· ·their impact being greater than

·8· ·the sum of their parts.

·9· ·But what the Victims' Groups

10· ·believe is that in the same way

11· ·that the systemic problems are

12· ·dynamic and interact with each

13· ·other, so can be the solutions.

14· ·I'll give you a brief

15· ·illustration of that from

16· ·Ms. Crombez's affidavit, if you

17· ·could pull up page 2, please.

18· ·Paragraphs 20 to 22 of

19· ·Ms. Crombez's affidavit, she

20· ·talks a little bit about the

21· ·idea -- well, a little bit about

22· ·the difficulty of recruiting

23· ·nurses, particularly the hard

24· ·work that they all do.

25· ·At paragraph 21 in the

26· ·highlighted section, she said:

27· ·"I believe that the nursing

28· ·shortage is as a result of the

29· ·nature of the job in long-term

30· ·care.· It is very difficult

31· ·looking after so many people."

32· ·So what I'm going to suggest to
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·1· ·you is that if we have a

·2· ·recruiting problem and we also

·3· ·have a nursing ratio problem,

·4· ·that those issues are not

·5· ·independent of each other, that

·6· ·they co-mingle, and solving one

·7· ·may help us solve the other.

·8· ·That's only one illustration

·9· ·because if we have this

10· ·frustration that all of the

11· ·problems interact with each

12· ·other in the way that makes it

13· ·such a difficult issue to solve,

14· ·we should at least be encouraged

15· ·that a broad-based systemic

16· ·solution, which addresses many

17· ·issues at once, can help all of

18· ·us.

19· ·You've also heard separately

20· ·about the issues of nurse

21· ·workload in the long-term care

22· ·system and also difficulties

23· ·surrounding recruiting in

24· ·long-term care.

25· ·To that end, I want to take

26· ·you -- page 3, please, Amanda.

27· ·This is a quote from Brenda

28· ·Black.· She was a personal

29· ·support worker at Caressant

30· ·Care, and during her

31· ·re-examination, Ms. Hewitt asked

32· ·about the time when Caressant
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·1· ·Care was on a no-admission

·2· ·order -- a cease admission

·3· ·order, pardon me.

·4· ·I thought that it naturally

·5· ·would have been a time of very

·6· ·low morale in the home.

·7· ·Ms. Black's answer, I thought,

·8· ·was telling, not only to her

·9· ·commitment to her residents but

10· ·what the daily life is like for

11· ·personal support workers.· She

12· ·said:

13· ·"Yes, we could get to residents'

14· ·needs a lot quicker.· There was

15· ·less of them, and so we were

16· ·able to get to them quicker and

17· ·catch them and get them on the

18· ·toilet before they had their --

19· ·you know, like, an accident.

20· ·And, you know, we were just able

21· ·to spend more quality time with

22· ·them and at least even just sit

23· ·down and talk.· Like, usually,

24· ·it is in and out, gotta go,

25· ·gotta go.

26· ·We can't sit and spend five

27· ·minutes, and then they would

28· ·talk, and we kind of keep

29· ·walking, and they would still

30· ·keep talking because we had ten

31· ·other things we had to do.· But

32· ·with less residents, we had more
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·1· ·time to spend with them, so it

·2· ·was nice."

·3· ·We're hoping that our closing

·4· ·submissions, both Mr. Scott's

·5· ·and mine, will lead into a

·6· ·conversation of the various

·7· ·areas where the Parties believe

·8· ·serious problems occurred and

·9· ·differing opinions as to why and

10· ·also what everyone thinks of the

11· ·solutions to these broad-based

12· ·systemic problems.

13· ·I can tell you what has been

14· ·dispiriting to my clients and

15· ·what I think you heard a little

16· ·bit this morning is a sense that

17· ·many of the players in this

18· ·room, up to these closing

19· ·submissions, appear to be

20· ·deflecting blame for what my

21· ·clients believe are their

22· ·respective responsibilities.

23· ·But what is encouraging,

24· ·actually, is how much all of

25· ·these different Parties with

26· ·different perspectives appear to

27· ·have come to many of the same

28· ·conclusions with respect to

29· ·recommendations.

30· ·When I read the hundreds of

31· ·pages of closing submissions and

32· ·the hundreds of associated
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·1· ·recommendations, two overriding

·2· ·themes jumped out at me, and I

·3· ·hope they jumped out at you as

·4· ·well.

·5· ·The first is that, almost

·6· ·universally, the recommendations

·7· ·had in one way or another a

·8· ·connection to ensuring that the

·9· ·a residents' experience in a

10· ·long-term care facility or a

11· ·patient in a home care setting

12· ·had a more dignified experience.

13· ·Secondly is that it appears that

14· ·most if not all Participants

15· ·agree that there is a connection

16· ·between better care outcomes and

17· ·a safer, more secure experience

18· ·for residents.

19· ·To that end, although there are

20· ·certainly some disputes with

21· ·respect to the facts and what

22· ·happened here, in terms of your

23· ·forward-looking exercise, it

24· ·seems that the Parties agree on

25· ·much of the change that is

26· ·needed.

27· ·I will say that there is some

28· ·frustration associated with that

29· ·agreement between the Parties as

30· ·to what the bigger issues are

31· ·and how to address them; namely,

32· ·if we can all identify the holes
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·1· ·in our system, why do we need a

·2· ·tragedy to prompt change?

·3· ·To that end, part of the context

·4· ·your report, I'm going to

·5· ·respectfully suggest, has to be

·6· ·that these underlying systemic

·7· ·issues which have been

·8· ·identified are not new.

·9· ·As the Ontario Nurses

10· ·Association highlighted very

11· ·thoughtfully in their written

12· ·submissions, there has been a

13· ·long history of a Coroners'

14· ·Inquest, legislative reports,

15· ·and third party reports where

16· ·people are all coming to

17· ·comparable conclusions,

18· ·particularly with respect to

19· ·properly resourcing and staffing

20· ·the system.

21· ·Regardless, I'd like to move on

22· ·to the systemic challenges the

23· ·Victims' Groups think are

24· ·germane to your work and also

25· ·some of our proposed solutions.

26· ·Our first topic is broadly, as a

27· ·theme, the under-resourcing of

28· ·just the system generally.

29· ·I think it needs to be -- what

30· ·needs to be addressed is what

31· ·appears to be a casually

32· ·accepted truth with respect to
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·1· ·nursing and long-term care, that

·2· ·no one has appropriate resources

·3· ·to do their job properly.

·4· ·When starting this conversation,

·5· ·I'm conscious that when the

·6· ·order in counsel for this

·7· ·Inquiry was set, there was

·8· ·significant political

·9· ·disagreement about the scope of

10· ·your work, what should be

11· ·included and what should not be

12· ·included.

13· ·My only comment on that issue is

14· ·that it is clear from reviewing

15· ·the circumstances surrounding

16· ·Ms. Wettlaufer's crimes is that

17· ·there were connections between

18· ·the under-resourcing at many

19· ·points in the system and the

20· ·conditions which gave

21· ·Ms. Wettlaufer the time and

22· ·space to commit her crimes

23· ·undetected for so long.

24· ·I want to reiterate here what I

25· ·said in my written submissions:

26· ·Ms. Wettlaufer absolutely owns

27· ·the responsibility for her

28· ·crimes, but given our

29· ·understanding of the underlying

30· ·facts of those crimes, the

31· ·Victims' Groups do believe that

32· ·a better resource system would
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·1· ·have been put in a much better

·2· ·position to uncover her crimes.

·3· ·With respect to nursing care,

·4· ·time after time, we had candid

·5· ·admissions from frontline staff

·6· ·and managers at long-term care

·7· ·facilities that they were

·8· ·understaffed and that those who

·9· ·were providing care, whether

10· ·they are RNs or RPNs or personal

11· ·support workers, are constantly

12· ·stretched doing what is becoming

13· ·increasingly difficult work

14· ·because of the increasing acuity

15· ·of incoming and existing

16· ·residents.

17· ·Again, this seems to be casually

18· ·accepted that this is somehow

19· ·how it has to be.· The nursing

20· ·ratios we heard about during the

21· ·course of these Public Hearings

22· ·would be shocking to any

23· ·Ontarian.

24· ·It is undisputed that when

25· ·Ms. Wettlaufer worked, she was

26· ·the only RN working with up to

27· ·as many 99 residents.· For RNs

28· ·working the day shift, the

29· ·ratios were somewhat better but

30· ·still meant a heavy workload for

31· ·all.

32· ·There were many opinions amongst
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·1· ·those who testified as to what

·2· ·they think an appropriate

·3· ·staffing ratio would be, and

·4· ·although their opinions were

·5· ·certainly valued, I think it's

·6· ·fair to say that they were all

·7· ·ad hoc.

·8· ·As I've noted, other

·9· ·Participants have done an

10· ·excellent job outlining the

11· ·various policy work in this area

12· ·over the last two decades, but

13· ·the Victims' Groups have

14· ·actually asked for something

15· ·else to be done:· A group of

16· ·subject matter experts to

17· ·identify the appropriate

18· ·nurse-to-resident ratio in

19· ·long-term care facilities

20· ·without regard to budgetary or

21· ·funding considerations.

22· ·It's only when we have that

23· ·baseline ratio for how it

24· ·actually should be that policy

25· ·makers can have an informed

26· ·conversation about how much care

27· ·we want to fund and an informed

28· ·public can hold them to account.

29· ·What we do know is that the

30· ·current status quo is not

31· ·acceptable.· The quote that I

32· ·read you from Ms. Black, I
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·1· ·think, indicates that.· They're

·2· ·the words of someone who wants

·3· ·to provide good care but is not

·4· ·able to.

·5· ·Her "normal" routine does not

·6· ·sound like one which provides a

·7· ·dignified experience to a

·8· ·resident because she has no

·9· ·option but to coldly move on to

10· ·finish her tasks, and she

11· ·relishes the time to spend five

12· ·minutes with a resident which

13· ·may sound trivial but I actually

14· ·think is quite significant and

15· ·so does the resident.

16· ·That does not, of course, deal

17· ·with the question of funding and

18· ·how funding for long-term care

19· ·works.

20· ·Upon reflection, we don't

21· ·believe that just based on the

22· ·information at the Public

23· ·Hearings alone you have all of

24· ·the information to have an

25· ·informed conversation.

26· ·We've learned a little bit about

27· ·the rules surrounding each of

28· ·the funding envelopes, and we've

29· ·learned a little bit about the

30· ·co-payment provided by residents

31· ·to long-term care facilities,

32· ·which are at least $56.95 per
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·1· ·resident per day.

·2· ·At a home like Caressant Care

·3· ·with 163 beds, that co-payment

·4· ·would equal approximately

·5· ·$3,388,240.

·6· ·As we noted in our written

·7· ·submissions, according to the

·8· ·presentation provided by

·9· ·Ms. Simpson, that co-payment can

10· ·go into the OA or what we call

11· ·Other Accommodation envelope of

12· ·funding, which, according to

13· ·Ms. Simpson's testimony when I

14· ·was asking her questions, can be

15· ·used for either nursing needs or

16· ·taken as profit; although, to be

17· ·fair, there has been some

18· ·evidence that the co-payment

19· ·cannot or does not go into the

20· ·nursing envelope.

21· ·The question of funding was not

22· ·a primary focus of Phase One of

23· ·these Public Hearings -- pardon

24· ·me, of these Public Hearings,

25· ·which is Phase One of the

26· ·Inquiry, but we submit that this

27· ·is an important issue for you to

28· ·consider in the next phase of

29· ·the Inquiry because the homes

30· ·are crying that they need more

31· ·resources and that the funding

32· ·envelopes are too restrictive.
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·1· ·That may or may not be the case.

·2· ·If there is a barrier on the

·3· ·co-payment being used for

·4· ·nursing care, we need to

·5· ·understand why that is and

·6· ·investigate whether that is an

·7· ·appropriate use of the

·8· ·co-payment envelope.

·9· ·If such a barrier exists,

10· ·perhaps in some way the

11· ·co-payment can be unlocked for

12· ·the purposes of providing

13· ·nursing care.

14· ·Conversely, if there is no

15· ·barrier on the use of the

16· ·co-payment for nursing care and

17· ·long-term care homes in Ontario

18· ·are not doing so, we think it is

19· ·an issue which bears examination

20· ·and perhaps intervention to

21· ·ensure that it is properly

22· ·addressed.

23· ·Separately, we absolutely

24· ·believe that frontline nursing

25· ·care should be properly funded

26· ·by the government.· There is

27· ·much talk in our province about

28· ·increasing the number of

29· ·long-term care beds generally to

30· ·manage a swell of the population

31· ·going in, and undoubtedly, that

32· ·is a laudable goal.
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·1· ·But we also need to talk about

·2· ·the quality of care our elderly

·3· ·receive once they enter that

·4· ·long-term care home, once they

·5· ·reach that long-term care bed.

·6· ·I don't want you to think,

·7· ·though, that the

·8· ·under-resourcing is only

·9· ·isolated to the long-term care

10· ·homes themselves.

11· ·When the Long-Term Care Homes

12· ·Act came into place, it is

13· ·respectfully suggested that most

14· ·Ontarians accepted that the

15· ·shift from a compliance-advisor

16· ·model to a strict

17· ·inspector-based regime would be

18· ·accompanied by appropriate

19· ·resourcing to allow inspectors

20· ·to actually do their jobs.

21· ·Both inspectors who we met, who,

22· ·importantly, are from different

23· ·service area offices -- one in

24· ·the London Region and one in the

25· ·Hamilton Region -- each told us

26· ·that their inspection branch is

27· ·under-resourced.

28· ·And so we're in a difficult

29· ·moment where the long-term care

30· ·homes are understaffed with all

31· ·of the associated challenges

32· ·with that including the
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·1· ·likelihood that things which

·2· ·should be reported to the

·3· ·Ministry are not, and then we

·4· ·have inspectors at the Ministry

·5· ·who admit that they do not have

·6· ·the resources to properly do

·7· ·their job.

·8· ·There is no way that we can

·9· ·honestly say that this is a

10· ·scenario which puts a resident's

11· ·well-being first.

12· ·And then we look at those who

13· ·regulate the nursing profession

14· ·generally.· The College of

15· ·Nurses has a significant task

16· ·given the numbers it regulates

17· ·but also has a process which one

18· ·can only assume is connected

19· ·with resourcing whereby the most

20· ·basic intake of a report from an

21· ·employer and a verification of

22· ·what it says takes six months

23· ·and perhaps as long as a year in

24· ·some cases.

25· ·So we are in a position where

26· ·the facilities who provide care,

27· ·where those who evaluate the

28· ·quality of care provided by

29· ·those facilities, and those who

30· ·regulate the nurses providing

31· ·the frontline care all appear in

32· ·one way or another to be
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·1· ·under-resourced.

·2· ·It has been incredibly troubling

·3· ·to my clients and I suggest

·4· ·would be troubling to many

·5· ·Ontarians.

·6· ·With that, I'd like to shift to

·7· ·a conversation of a different

·8· ·sort, namely, labour relations

·9· ·and human resources practices at

10· ·both Caressant Care and Meadow

11· ·Park.

12· ·Given my relatively limited

13· ·time, I'm content to leave my

14· ·conversation about the role of

15· ·the Union and how progressive

16· ·discipline was managed in the

17· ·workplace to our written

18· ·submissions, but I certainly

19· ·would commend them to you.

20· ·I expect others this week will

21· ·make that a particular focus of

22· ·their presentations in any

23· ·event.· I will say, though, that

24· ·the processes of hiring and

25· ·firing at both of these

26· ·facilities bear investigation.

27· ·It is clear that because of the

28· ·underlying shortage of nurses in

29· ·long-term care facilities, those

30· ·facilities feel happy or

31· ·"blessed," as Ms. Crombez put

32· ·it, to have anyone qualified
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·1· ·walk through the door, and I

·2· ·mean technically qualified,

·3· ·particularly a nurse who would

·4· ·be willing to work an unpopular

·5· ·evening or night shift.

·6· ·The comments of Professor Crofts

·7· ·Yorker, who spoke to us just a

·8· ·few weeks ago, providing us

·9· ·expert evidence on the

10· ·phenomenon of serial killers in

11· ·a health care environment, bear

12· ·repeating.

13· ·She spoke with us about the fact

14· ·that the falsification of

15· ·credentials is something

16· ·commonly found with health care

17· ·serial killers; however, on

18· ·cross-examination, Professor

19· ·Yorker clearly said that such

20· ·falsification includes elements

21· ·of someone's work history.

22· ·In Ms. Crombez's case,

23· ·Ms. Wettlaufer had been a nurse

24· ·for some time but had listed no

25· ·substantive nursing experience

26· ·which on its face was unusual

27· ·given the labour market then and

28· ·now for RNs.

29· ·On cross-examination,

30· ·Ms. Crombez was unclear as to

31· ·why Ms. Wettlaufer would have

32· ·been coming in from the East
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·1· ·Coast if she had just been

·2· ·working at Christian Horizons,

·3· ·relatively close to Caressant

·4· ·Care Woodstock, relatively

·5· ·shortly before she applied.

·6· ·At Meadow Park, the hiring

·7· ·process appeared to be even more

·8· ·deficient.

·9· ·On cross-examination,

10· ·Ms. Nicholas characterized her

11· ·need for nurses as "urgent,"

12· ·even though Ms. Wettlaufer

13· ·failed to initially disclose the

14· ·fact that she had been

15· ·terminated from Caressant Care

16· ·and despite the fact that

17· ·Ms. Nicholas was aware that

18· ·termination in a progressive

19· ·discipline environment would not

20· ·likely be a single instance; she

21· ·simply had no interest in

22· ·learning about the reasons why

23· ·Ms. Wettlaufer was terminated.

24· ·To that end, I'm going to take

25· ·you to a small segment at

26· ·page 4.· This is a portion of

27· ·the cross-examination of

28· ·Ms. Nicholas.

29· ·The question was:· "And I

30· ·appreciate the answer, but I'm

31· ·actually going to go back to my

32· ·question and repose it to you
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·1· ·again:· Did Meadow Park have any

·2· ·incentives to find out the true

·3· ·reasons why Ms. Wettlaufer was

·4· ·fired from Caressant Care

·5· ·Woodstock?

·6· ·Answer:· No.

·7· ·Question:· They had no

·8· ·incentives?

·9· ·Answer:· What are you -- can you

10· ·please explain what "incentives"

11· ·means?

12· ·Question:· That's fair.· Are

13· ·there any reasons why Meadow

14· ·Park would want to know about

15· ·the underlying circumstances of

16· ·Ms. Wettlaufer's termination?"

17· ·And the answer is a very blunt:

18· ·"No."

19· ·The implication is obvious.

20· ·Ms. Nicholas needed RNs badly in

21· ·her environment.· Ms. Wettlaufer

22· ·fit the bill, as her license had

23· ·not been suspended, and no other

24· ·questions need be asked.

25· ·That takes us to a conversation

26· ·about the processes surrounding

27· ·the departure of Ms. Wettlaufer

28· ·from both facilities.

29· ·In Caressant Care Woodstock's

30· ·case, Ms. Wettlaufer was fired.

31· ·In the case of Meadow Park, she

32· ·resigned under very unusual
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·1· ·circumstances.

·2· ·Commissioner, it needs to be

·3· ·said that the way in which

·4· ·Caressant Care handled

·5· ·Ms. Wettlaufer's firing was

·6· ·outrageous.· At that time,

·7· ·Caressant Care placed its own

·8· ·interest over the public

·9· ·interest and disregarded

10· ·important legal obligations to

11· ·all of us, and I will take you

12· ·to the evidence of that in just

13· ·a moment, but I need you to

14· ·understand is that there is a

15· ·line between that decision and

16· ·what happens a few months later

17· ·in what I think is the saddest

18· ·scene of this Inquiry, the point

19· ·where Ms. Wettlaufer kills

20· ·Mr. Horvath.

21· ·Could you please go to page 5,

22· ·paragraph 123 of the Agreed

23· ·Statement of Facts.· Thank you.

24· ·The second sentence says:

25· ·"He attempted to fight it, but

26· ·he was unsuccessful."

27· ·She explained that "I eventually

28· ·got it into him."

29· ·It is obscene, Commissioner, to

30· ·think of a frail old man pawing

31· ·away at a nurse who is trying to

32· ·kill him with an injection, and
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·1· ·I only mention this because

·2· ·those are the stakes.· It is

·3· ·easy to say that this Inquiry

·4· ·and your recommendations are

·5· ·simply about improving and

·6· ·clarifying processes or the way

·7· ·we report to the College or the

·8· ·way we handle a death

·9· ·investigation, but it is much

10· ·more.· It is about keeping that

11· ·man safe in that moment and

12· ·important questions about why

13· ·Ms. Wettlaufer was ever there in

14· ·the first place.

15· ·Regardless, I think it bears

16· ·examination as to what Caressant

17· ·Care thought about on the day

18· ·Ms. Wettlaufer was fired.

19· ·And to that end, I'm going to

20· ·ask, Amanda, if you could please

21· ·pull up page 6.

22· ·This is Document 72096, but

23· ·you've seen this before.· This

24· ·is an e-mail on the morning

25· ·before Ms. Wettlaufer was fired.

26· ·All the people on this e-mail

27· ·are the most senior management

28· ·at Caressant Care.

29· ·Ms. Hepting, the most senior

30· ·person in the organization with

31· ·a nursing background, when

32· ·hearing about Ms. Wettlaufer
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·1· ·says:

·2· ·"She appears to be a danger to

·3· ·resident's welfare."

·4· ·Could you go to the next page,

·5· ·Amanda?· Pardon me.· Page 8.

·6· ·You'll recall that I asked

·7· ·Ms. Hepting about this during

·8· ·the course of her examination.

·9· ·The back and forth was as

10· ·follows:

11· ·"Question:· As of this date, you

12· ·wrote this note.· Did you

13· ·believe that Ms. Wettlaufer

14· ·would be a danger to any

15· ·resident anywhere?

16· ·Answer:· Well, I was concerned

17· ·about our residents, but yes.

18· ·Question:· And just to

19· ·understand your answer, you were

20· ·particularly concerned about

21· ·your residents, but you also

22· ·assumed that she would be a

23· ·danger to any resident anywhere?

24· ·Answer:· [Yes.]· Given the

25· ·history that I had in front of

26· ·me of her disciplines, yes.

27· ·Let's go to the termination

28· ·letter, which is at page 10.  I

29· ·apologize.· Can you go to the

30· ·page before, page 9?· Thank you.

31· ·Cycle down.

32· ·And so within hours, this letter
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·1· ·goes out.· This is the

·2· ·termination letter for

·3· ·Ms. Wettlaufer, and Caressant

·4· ·Care says that this is another

·5· ·incident in a pattern of

·6· ·behaviours that are placing

·7· ·residents at risk.

·8· ·In 2016 -- the next page,

·9· ·please -- in 2016, you will

10· ·recall that Ms. Hepting -- my

11· ·apologies.· Can you move to

12· ·page 10?· Thank you.

13· ·You'll recall that Ms. Hepting

14· ·wrote a letter to the College of

15· ·Nurses, and I know there is some

16· ·controversy about the nature of

17· ·this letter, why it was written,

18· ·but if you take this letter on

19· ·its face value, it says that:

20· ·"Caressant Care wishes to

21· ·restate its position that the

22· ·above-named nurse is unfit to

23· ·safely practice nursing."

24· ·So on the day of

25· ·Ms. Wettlaufer's termination,

26· ·that's what Caressant Care

27· ·thought.· They thought she was

28· ·unsafe and unfit.· They thought

29· ·that she would have been a

30· ·danger to anyone she

31· ·subsequently would have worked

32· ·with.
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·1· ·Those are significant concerns,

·2· ·and as Ms. Coghlan told us,

·3· ·qualify as the sort of

·4· ·continuing risk that should have

·5· ·prompted an immediate and urgent

·6· ·call to the College, but that

·7· ·did not happen, and I am going

·8· ·to respectfully suggest that you

·9· ·have been presented with no good

10· ·reason by Caressant Care as to

11· ·why they did not do so.· In

12· ·fact, they acted with the

13· ·opposite of urgency.

14· ·Ms. Van Quaethem took weeks to

15· ·draft a response and then put it

16· ·in the regular mail, and it was

17· ·received at the College of

18· ·Nurses on May the 1st.

19· ·For the reasons outlined in our

20· ·closing submissions as well as

21· ·those of others, Ms. Van

22· ·Quaethem, in that employer

23· ·report, did not describe all of

24· ·the disciplinary incidents

25· ·involving Ms. Wettlaufer, and,

26· ·in many instances, did not

27· ·properly capture the ones she

28· ·did describe including an

29· ·incident in August 2012 where

30· ·both Ms. Van Quaethem and

31· ·Ms. Crombez told me on

32· ·cross-examination that they had
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·1· ·some concern for resident safety

·2· ·at that time.

·3· ·You will recall that on the

·4· ·stand, Ms. Yee, on behalf of the

·5· ·College of Nurses, indicated

·6· ·that she never heard that and

·7· ·that it would have been

·8· ·important for her to know when

·9· ·making her assessment of the

10· ·employer report.

11· ·So perhaps most importantly,

12· ·separate and apart from the

13· ·timing of the report to the

14· ·College not being urgent, the

15· ·content of the employer report

16· ·form was not urgent, either.

17· ·I will leave it to you to

18· ·review, but I don't believe that

19· ·a reasonable observer could

20· ·objectively say that Caressant

21· ·Care's employer report would

22· ·lead anyone at the College of

23· ·Nurses to determine that

24· ·Caressant Care had an overriding

25· ·concern about an ongoing risk to

26· ·patient safety with respect to

27· ·Ms. Wettlaufer.

28· ·Although the families do have

29· ·criticisms of the College of

30· ·Nurses' intake process,

31· ·Caressant Care's decision not to

32· ·properly inform the College of
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·1· ·their concerns regarding

·2· ·Ms. Wettlaufer is beyond

·3· ·disappointing.

·4· ·To their mind, it allowed

·5· ·Ms. Wettlaufer to continue

·6· ·working, which, calculated or

·7· ·not, aligned perfectly with

·8· ·Caressant Care's choice to

·9· ·convert Ms. Wettlaufer's

10· ·termination into a resignation,

11· ·which gave the home certainty

12· ·that she would never to deal

13· ·with -- they would never have to

14· ·deal with her again.

15· ·The decision to convert her

16· ·termination into a resignation

17· ·and provide the reference letter

18· ·did have impact.· You will

19· ·recall Ms. Nicholas told us that

20· ·Ms. Wettlaufer came to her

21· ·during her probation period,

22· ·held up the letter, and said,

23· ·"See, I'm cleared," which

24· ·Ms. Nicholas took to mean that

25· ·Ms. Wettlaufer was cleared of an

26· ·investigation in connection with

27· ·her termination.

28· ·In other words, it let

29· ·Ms. Wettlaufer support a

30· ·fabricated story, and we have

31· ·heard about the power of those

32· ·fabricated stories from
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·1· ·Professor Crofts Yorker.

·2· ·To that end, the Victims' Groups

·3· ·have proffered some important

·4· ·suggestions regarding references

·5· ·in connection with health care

·6· ·workers at long-term care homes,

·7· ·mandating that they provide

·8· ·accurate references and

·9· ·mandating that they engage in a

10· ·substantive reference check as

11· ·well.

12· ·That is to say, we put a

13· ·mandatory obligation on any

14· ·facility to give a substantive

15· ·and accurate reference, and we

16· ·put a separate obligation on

17· ·those facilities to actually

18· ·engage in a substantive

19· ·reference check.

20· ·This is one of the few moments

21· ·where the power of the

22· ·government purse can become very

23· ·important.· One of our

24· ·recommendations is that every

25· ·Local Health Integration

26· ·Network, or LHIN, contract with

27· ·individual long-term care homes

28· ·should mandate those obligations

29· ·on the homes.· And perhaps, if

30· ·we put it as a service

31· ·obligation in those contracts

32· ·with all of the associated
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·1· ·penalties if they don't follow

·2· ·those service obligations,

·3· ·perhaps we can encourage

·4· ·long-term care homes to do that

·5· ·sort of reference check.

·6· ·Secondly, Professor Yorker,

·7· ·during her testimony, talked

·8· ·about legislation in certain

·9· ·states in the United States

10· ·where health care institutions

11· ·are protected from civil actions

12· ·should they provide an honest

13· ·reference or evaluation of an

14· ·employee or a former employee.

15· ·You'll recall that part of

16· ·Professor Yorker's concern was

17· ·with respect to defamation.· Our

18· ·written submissions have

19· ·highlighted that that may not be

20· ·as significant an issue in

21· ·Canada because of the qualified

22· ·privilege associated with

23· ·defamation, but I still think

24· ·there could be no harm in

25· ·enacting such legislation.

26· ·In any event, it's respectfully

27· ·asserted that Caressant Care's

28· ·choices put Ms. Wettlaufer in a

29· ·new job when she shouldn't have

30· ·been there.

31· ·Similarly, Meadow Park's

32· ·handling of Ms. Wettlaufer's
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·1· ·departure was an important

·2· ·failure to intervene.

·3· ·Ms. Wettlaufer admitted to

·4· ·stealing narcotics, admitted an

·5· ·overdose, and Ms. Nicholas told

·6· ·us that she thought

·7· ·Ms. Wettlaufer was trying to

·8· ·commit suicide.

·9· ·Amanda, if you could please pull

10· ·up page 11.

11· ·This is an e-mail from Heather

12· ·Nicholas to Jennifer Brown, also

13· ·somebody at Jarlette, on

14· ·November the 7th.· For your

15· ·benefit, it's Document 17598.

16· ·The highlighted portion clearly

17· ·shows that at that time,

18· ·Ms. Wettlaufer -- not at that

19· ·time.· Earlier on,

20· ·Ms. Wettlaufer had told

21· ·Ms. Nicholas that she had an

22· ·alcohol and drug addiction, and

23· ·there's been a lot of ink

24· ·spilled between counsel as to

25· ·whether Meadow Park was obliged

26· ·to report Ms. Wettlaufer to the

27· ·College of Nurses, especially

28· ·considering its role as a

29· ·facility operator.

30· ·It seems that everyone but

31· ·Meadow Park thinks that there

32· ·should have been such a report.
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·1· ·I believe based on the evidence

·2· ·that Ms. Coghlan and the

·3· ·language of the Mandatory

·4· ·Reporting Guide that there

·5· ·clearly should have.

·6· ·But the larger question, and it

·7· ·goes to some of the cultural

·8· ·issues I think my clients talked

·9· ·to you about this morning, is

10· ·why wouldn't they, in any event?

11· ·What is the harm of telling the

12· ·College of Nurses that you have

13· ·a concern that there is a nurse

14· ·who wants to work again who has

15· ·an alcohol and drug addiction?

16· ·Initially, Ms. Wettlaufer told

17· ·Meadow Park that she had a

18· ·medical condition, which

19· ·prevented her from ever nursing

20· ·again.

21· ·Subsequently, Meadow Park

22· ·believes that she stole drugs;

23· ·then, Ms. Wettlaufer says she

24· ·overdosed on drugs, but she

25· ·might be able to nurse again and

26· ·to please consider her to come

27· ·back in January of the next

28· ·year.

29· ·On a most practical level,

30· ·shouldn't somebody know about

31· ·that?· What is the value of

32· ·keeping that secret, especially
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·1· ·for a nurse who Meadow Park

·2· ·clearly would not be employing

·3· ·again?

·4· ·In any event, this dovetails

·5· ·into a next important theme,

·6· ·which is the failure of various

·7· ·institutions to understand their

·8· ·mandatory reporting obligations.

·9· ·It should be said as a preface

10· ·to this section that no one

11· ·doubts that Ms. Van Quaethem and

12· ·Ms. Crombez were long-time and

13· ·dedicated members of Caressant

14· ·Care's team.· Anyone who would

15· ·say otherwise I think would be

16· ·wrong.

17· ·But if we were also to be

18· ·honest, they were in positions

19· ·of authority as the

20· ·administrator and the director

21· ·of nursing, respectively.· Those

22· ·positions and those roles are

23· ·mandated and dictated by the

24· ·Long-Term Care Home Act.

25· ·And again, if the purpose of

26· ·this Inquiry is look for the

27· ·unvarnished truth, it needs to

28· ·be said that Ms. Van Quaethem,

29· ·Ms. Crombez, and others at

30· ·Caressant Care appear to be out

31· ·of their depth when it came to

32· ·reporting obligations to both
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·1· ·the Ministry and the College of

·2· ·Nurses.

·3· ·When residents, Commissioner,

·4· ·come to a long-term care home,

·5· ·they have assumptions about the

·6· ·sort of place they will be

·7· ·going, one with good care, and

·8· ·one that is being properly

·9· ·regulated.

10· ·The simple reality we have heard

11· ·time and again during the course

12· ·of these Public Hearings is that

13· ·both the Ministry and the

14· ·College of Nurses rely on

15· ·long-term care facilities to

16· ·appropriately report anything

17· ·which engages their respective

18· ·statutory mandate.

19· ·It is unthinkable that those who

20· ·would run long-term care homes

21· ·would not understand their most

22· ·basic obligations to both the

23· ·Ministry and the College.

24· ·In fact, you will recall that

25· ·Karen Smith indicated in her

26· ·testimony that well after the

27· ·2016 Wettlaufer inspections, the

28· ·Ministry felt that Caressant

29· ·Care did not have the ability to

30· ·bring Caressant Care Woodstock

31· ·back into compliance with the

32· ·act.
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·1· ·The failure to report when

·2· ·you're obliged to has

·3· ·consequences.· In this case,

·4· ·there were a variety of

·5· ·instances were external third

·6· ·parties from either the Ministry

·7· ·or the College could have

·8· ·learned about Wettlaufer and

·9· ·provided their perspective on

10· ·her incompetent care or

11· ·inappropriate conduct.· It is

12· ·very possible someone might have

13· ·intervened earlier.

14· ·Similarly, as it's been noted

15· ·earlier in my presentation,

16· ·Ms. Nicholas nor others at

17· ·Meadow Park including the

18· ·then-administrator seemed to

19· ·understand that Meadow Park

20· ·should have reported

21· ·Ms. Wettlaufer to the College.

22· ·Despite the fact that the

23· ·Victims' Groups believe that

24· ·these should be areas where

25· ·competencies should be clear and

26· ·competencies should already

27· ·exist, to the extent that they

28· ·do not, our clients would be

29· ·supportive of some of the

30· ·broad-based education that has

31· ·been suggested by others in

32· ·their closing submissions.
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·1· ·Commissioner, I'd like to move

·2· ·on to a discussion of

·3· ·improvements to the Ministry's

·4· ·inspection processes.

·5· ·Commissioner, as we have noted

·6· ·in our written submissions, the

·7· ·Victims' Groups believe that

·8· ·there can be there significant

·9· ·improvements to the Ministry's

10· ·inspection processes over and

11· ·above those offices just simply

12· ·being properly resourced,

13· ·although we don't want to

14· ·downplay that at all.

15· ·In particular, we've agreed with

16· ·the suggestion from

17· ·Ms. Fairchild that Ministry

18· ·inspection teams be separated

19· ·out:· One to deal with the

20· ·annual resident quality

21· ·inspections, and another to deal

22· ·specifically on the CCF

23· ·inspections, those critical

24· ·incident inspections that are

25· ·not scheduled on an annual

26· ·basis.

27· ·Separately, we have encouraged

28· ·the government to ensure that

29· ·Ministry inspectors are engaging

30· ·in evening spot checks as part

31· ·of their RQI process, as well as

32· ·ensuring that they are reviewing
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·1· ·the discipline files of all

·2· ·employees who have received

·3· ·discipline since the last

·4· ·resident quality inspection has

·5· ·taken place.

·6· ·We believe that those evening

·7· ·spot checks might allow the

·8· ·Ministry inspectors to see

·9· ·things that they might not

10· ·otherwise:· The true state of

11· ·the home when there are the

12· ·fewest staff members around.

13· ·Separately, we believe that the

14· ·possibility of a random spot

15· ·check would discourage

16· ·wrongdoers, like Ms. Wettlaufer,

17· ·simply because they might be

18· ·afraid of getting caught or

19· ·having their patterns uncovered,

20· ·a deterrent fact of some sort.

21· ·With respect to the review of

22· ·the employee files for any

23· ·employee who's been disciplined,

24· ·we believe that this might

25· ·assist the Ministry understand

26· ·if there was an under-reporting

27· ·of incidents at the home.

28· ·As we have noted in our written

29· ·submissions and as was noted

30· ·time and time again at the

31· ·Public Hearings, the group at

32· ·Caressant Care Woodstock were
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·1· ·not properly reporting a series

·2· ·of incidents which should have

·3· ·been reported to the Ministry,

·4· ·including a number of serious

·5· ·incidents involving

·6· ·Ms. Wettlaufer herself.

·7· ·There appeared to be a culture

·8· ·at Caressant Care of keeping

·9· ·these things in-house,

10· ·regardless of those mandatory

11· ·obligations to report.· What we

12· ·know now is that

13· ·Ms. Wettlaufer's employee file

14· ·was a trove of information that

15· ·helped Ministry inspectors

16· ·understand what was going on at

17· ·Caressant Care Woodstock in

18· ·their after-the-fact inspection.

19· ·As such, if we do think that

20· ·there might be under-reporting

21· ·in this sector, this review of

22· ·employee files might assist

23· ·uncovering that under-reporting.

24· ·Most importantly, though, with

25· ·respect to Ministry inspections,

26· ·the Victims' Groups would like

27· ·the Ministry to take steps to

28· ·encourage as best it can a

29· ·change in culture from one that

30· ·looks at strict compliance to

31· ·what I will call the letter of

32· ·the law to one that looks at its
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·1· ·role through a more holistic

·2· ·lens.

·3· ·In our submissions, we refer to

·4· ·this as the Ministry inspector

·5· ·"staying in their own lane" as

·6· ·opposed to thinking more broadly

·7· ·about the quality of the

·8· ·resident experience.

·9· ·To that end, the incident at

10· ·Meadow Park is instructive and

11· ·illustrative.

12· ·Ms. Kukoly went through a

13· ·detailed inspection protocol in

14· ·the wake of drugs being stolen

15· ·and found no compliance issues.

16· ·Now, that may not or may not be

17· ·true, but there was still a

18· ·practical issue of a nurse

19· ·dealing with an identifiable

20· ·addiction issue who could easily

21· ·go back into the world of

22· ·nursing, and quite frankly, no

23· ·steps were taken by the Ministry

24· ·to try and consider that

25· ·practical reality.

26· ·That practical reality played

27· ·out.· It should be noted that,

28· ·in fact, Ms. Wettlaufer went on

29· ·to work and hurt others, all

30· ·while announcing that she was

31· ·dealing with addiction issues.

32· ·I'd like to move on to a
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·1· ·conversation about improvements

·2· ·to the process at the College of

·3· ·Nurses.

·4· ·It needs to be noted that the

·5· ·College of Nurses' current

·6· ·intake process is an entirely

·7· ·voluntary decision.

·8· ·You will recall that

·9· ·Ms. Wettlaufer's employer report

10· ·was assigned to Ms. Yee in her

11· ·role as an intake investigator.

12· ·She ultimately engaged in her

13· ·review process to assist

14· ·Mr. Coghlan in her

15· ·decision-making, and that was

16· ·actually a starting point for

17· ·our comments with respect to the

18· ·College of Nurses and hopefully

19· ·will make itself into the next

20· ·phase of this Inquiry and your

21· ·review of the policy issues.

22· ·My understanding, and I'm not

23· ·giving evidence, but my

24· ·understanding is that other

25· ·regulated health colleges do not

26· ·have such an intake process.

27· ·I know you have heard limited

28· ·evidence on the comparative

29· ·differences between the College

30· ·of Nurses' process and that of

31· ·other regulated health colleges,

32· ·but I do think there may be
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·1· ·value to you engaging in a

·2· ·deeper examination of the issue

·3· ·to better understand the

·4· ·benefits and drawbacks of having

·5· ·such a gatekeeper intake

·6· ·approach.

·7· ·The Victims' Groups believe

·8· ·that, in this case, some of the

·9· ·underlying failures of this

10· ·gatekeeper intake investigator

11· ·approach harmed the quality of

12· ·Ms. Yee's investigation.

13· ·First, we've learned that an

14· ·intake investigator through the

15· ·College of Nurses has no ability

16· ·to request any documents.

17· ·What that does in a very

18· ·practical sense is that it

19· ·leaves the intake investigator

20· ·subject to the characterizations

21· ·of the employer in terms of the

22· ·reasons for termination and the

23· ·history of the member.

24· ·One of the overriding themes of

25· ·this Inquiry is that various

26· ·Parties including the College

27· ·and the Ministry seem unusually

28· ·reliant on receiving accurate

29· ·reporting from long-term care

30· ·homes.· The possibility that

31· ·they might be receiving an

32· ·inaccurate or incomplete report

http://www.neesonsreporting.com


Page 8637
·1· ·was rarely, if ever, considered.

·2· ·Accordingly, in our written

·3· ·submissions, you will see that

·4· ·we've recommended that somehow,

·5· ·through legislative change or

·6· ·otherwise, a College intake

·7· ·investigator should have access

·8· ·to the employee file of a nurse

·9· ·whose conduct or capacity is

10· ·being placed in question.

11· ·With respect to the facts of

12· ·this case, I think we need to

13· ·seriously consider whether due

14· ·to resourcing or other reasons,

15· ·whether the intake investigation

16· ·in this circumstance was done

17· ·with the requisite diligence.

18· ·The Victims' Groups have

19· ·concerns that it may not have.

20· ·To be fair to Ms. Yee, during

21· ·the course of her investigation,

22· ·she indicated she does not have

23· ·an independent recollection of

24· ·this file.· We do not know how

25· ·much or how little time she

26· ·spent in her review.

27· ·We know that because she can't

28· ·compel documents, she didn't see

29· ·the termination letter or some

30· ·of the discipline notices in

31· ·Ms. Wettlaufer's file including,

32· ·importantly, the August 2012
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·1· ·discipline note that led to

·2· ·Ms. Van Quaethem and Ms. Crombez

·3· ·both indicating that they had a

·4· ·concern for resident safety.

·5· ·But perhaps most importantly, we

·6· ·have questions about how

·7· ·detailed the conversation

·8· ·Ms. Yee could have had with

·9· ·Ms. Crombez and how rigorously

10· ·Ms. Yee would have reviewed the

11· ·earlier file at Geraldton in

12· ·advance of that conversation.

13· ·It appears that Ms. Yee only had

14· ·a single conversation with

15· ·Ms. Crombez.

16· ·As Caressant Care has noted in

17· ·their closing submissions, no

18· ·one ever asked Ms. Crombez

19· ·whether she had even seen the

20· ·employer report or gave her time

21· ·to review it before the call

22· ·with Ms. Yee.

23· ·No one remembers how long that

24· ·telephone call was, but I'm

25· ·going to respectfully suggest

26· ·based on your review of her

27· ·handwritten notes, I think it is

28· ·reasonable to assume that the

29· ·entirety of Ms. Yee's call with

30· ·Ms. Crombez was relatively

31· ·short.

32· ·Coupled with that is the
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·1· ·question of how Ms. Yee

·2· ·characterized Ms. Wettlaufer's

·3· ·history relating to the

·4· ·Geraldton incident.

·5· ·Amanda, if you could pull up

·6· ·page 13, please?

·7· ·In this section, Ms. Yee, I

·8· ·believe, was trying to capture

·9· ·what occurred in the Geraldton

10· ·incident.· She says:

11· ·"Member admitted that she took

12· ·Lorazepam from the hospital

13· ·supply on a one-time only basis.

14· ·The medication was taken in

15· ·furtherance of a suicide attempt

16· ·brought on by an acute episode

17· ·of depression.· The incident

18· ·arose as a result of the

19· ·member's depression and not as a

20· ·result of drug addiction.· She

21· ·has no history of drug addiction

22· ·or of drug usage.· This was a

23· ·one-time-only occurrence."

24· ·Importantly, there was no

25· ·reference there to

26· ·Ms. Wettlaufer's history of

27· ·alcoholism, and, in fact, when

28· ·characterizing what happened,

29· ·Ms. Yee simply parroted

30· ·word-for-word how

31· ·Ms. Wettlaufer's own lawyer

32· ·characterized the Geraldton
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·1· ·incident at a time before the

·2· ·College had completed the file

·3· ·from the Geraldton incident.

·4· ·If we could go to page 16,

·5· ·please?

·6· ·That phrase is word-for-word

·7· ·found in Ms. Yee's memo.· It

·8· ·should raise some questions --

·9· ·at least my clients believe

10· ·so -- about how in-depth that

11· ·review could have been.

12· ·Ultimately, I think that surely

13· ·we can be doing better,

14· ·particularly when a member has a

15· ·history with the College which

16· ·touches on issues of incapacity,

17· ·especially due to addiction

18· ·issues, the sort of issues which

19· ·we know from experience can wax

20· ·and wane as the years pass.

21· ·To that end, our clients would

22· ·encourage the College, if it

23· ·chooses to maintain its

24· ·gatekeeper intake process, to

25· ·take steps to ensure some

26· ·measure of quality control

27· ·because, as has been seen in

28· ·these circumstances, the

29· ·possibility of a more robust

30· ·investigation coupled with a

31· ·better articulation of

32· ·Ms. Wettlaufer's past history
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·1· ·might have triggered a different

·2· ·regulatory response.

·3· ·My final substantive topic to

·4· ·discuss with you is the process

·5· ·with respect to death

·6· ·investigations in Ontario and

·7· ·changes that might be needed.

·8· ·The Victims' Groups strongly

·9· ·believe that there needs to be

10· ·changes to the way death

11· ·investigations are conducted and

12· ·completed in this province, and

13· ·arguably, the way we structure

14· ·the role of the coroner.

15· ·My clients were heartened to see

16· ·from many of the closing

17· ·submissions that in many

18· ·instances, the Office of the

19· ·Chief Coroner seems to be in

20· ·agreement.

21· ·I won't delve into particular

22· ·detail of all the agreements

23· ·that we have other than to say

24· ·that the Victims' Groups believe

25· ·that, generally, the

26· ·professionalization of the

27· ·coroners' role and the

28· ·standardization of their

29· ·processes in connection with

30· ·death investigations is crucial.

31· ·We need a more functional

32· ·Institutional Death Patient
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·1· ·Record Form with, importantly,

·2· ·the associated training to the

·3· ·relevant health care

·4· ·practitioners on how to actually

·5· ·use those forms.

·6· ·We need coroners to universally

·7· ·use the Case Selection Data Form

·8· ·and provide those coroners with

·9· ·training on how to use the form

10· ·and why we use the form.

11· ·We also think there should be

12· ·mandatory continuing medical

13· ·education for coroners.

14· ·Despite that agreement, I think

15· ·many Ontarians would have been

16· ·disappointed to see the

17· ·significant differences between

18· ·the practices and approaches of

19· ·some of the coroners we met.

20· ·In particular, they might be

21· ·disappointed to know that in the

22· ·case of Maureen Pickering, we

23· ·had candid admissions from

24· ·everyone except for Dr. George

25· ·himself that Ms. Pickering's

26· ·death was a missed opportunity

27· ·to ask questions about her

28· ·severe hypoglycaemia and the

29· ·underlying cause of it.

30· ·There are two areas where we

31· ·think the Coroners' Office

32· ·should be doing more.· In these
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·1· ·two areas, the Coroners' Office

·2· ·disagrees, and therefore, I

·3· ·think it bears some comment.

·4· ·The first is the reinstitution

·5· ·of the threshold Death Policy,

·6· ·which brings coroners to

·7· ·long-term care homes.

·8· ·The policy was removed based on

·9· ·an erroneous understanding that

10· ·the Ministry investigates all

11· ·deaths.· Some coroners,

12· ·including Dr. Mann from the

13· ·London Regional Office, still

14· ·think it is actually a valuable

15· ·tool.

16· ·Separately, the Victims' Groups

17· ·are concerned that the removal

18· ·of these threshold death

19· ·investigations might reinforce a

20· ·pre-existing notion that no

21· ·death at a long-term care

22· ·facility is truly unexpected and

23· ·therefore would not be

24· ·reasonable to investigate.

25· ·The second recommendation is

26· ·something which is particularly

27· ·important to my clients, that

28· ·the Office of the Chief Coroner

29· ·should require investigating

30· ·coroners to have substantive

31· ·conversations with families or

32· ·next-of-kin, where those parties
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·1· ·are reasonably available,

·2· ·regarding the death of their

·3· ·loved one and create service

·4· ·standards to enforce this

·5· ·requirement.

·6· ·Where possible, the Office of

·7· ·the Chief Coroner should mandate

·8· ·that local coroners consult with

·9· ·the family of the deceased when

10· ·making a determination as to

11· ·whether to investigate a

12· ·reported death or not.

13· ·One of the great frustrations

14· ·for my client group, and in

15· ·particular the Silcox family, is

16· ·that they did not have

17· ·substantive contact with the

18· ·coroner at the time of

19· ·Mr. Silcox's death, and as you

20· ·saw from the affidavit of Dianne

21· ·Crawford, that was an incredibly

22· ·important opportunity that was

23· ·lost, particularly given her

24· ·concerns about care provided to

25· ·Mr. Silcox.

26· ·Commissioner, as you know, the

27· ·issues associated with this

28· ·Inquiry could have any of us

29· ·speaking for much longer than

30· ·we've been allocated.· I'm going

31· ·to stop there, but I wanted to

32· ·again thank you for the
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·1· ·opportunity to participate, and

·2· ·barring any questions you have,

·3· ·those are the submissions on

·4· ·behalf of my clients.

·5· ·THE COMMISSIONER:· Thank you

·6· ·very much, Mr. Van Kralingen.

·7· ·MS. HEWITT:· Can you guys do

·8· ·your switch-over now instead of

·9· ·interrupting Mr. Scott?

10· ·THE REPORTER:· Sure.

11· ·-- RECESSED AT 12:08 P.M.

12· ·-- RESUMED AT 12:09 P.M.

13· ·MR. SCOTT:· Good afternoon,

14· ·again, Madam Commissioner.

15· ·First let me begin by agreeing

16· ·with my friend's opening

17· ·comments with respect to the

18· ·great work that has been done by

19· ·Commission Counsel, by the

20· ·staff, by Neesons Reporting and

21· ·by yourself.

22· ·It was a daunting task.· We know

23· ·because sometime in April we got

24· ·access to 42,000 documents that

25· ·in some way we had to go through

26· ·and had to review, and the only

27· ·thing we knew for sure is

28· ·Commission Counsel had already

29· ·engaged in that exercise.

30· ·So we thank them for all their

31· ·help as we have gone along.

32· ·I would also like to comment
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·1· ·personally that I know this is

·2· ·the most difficult topic perhaps

·3· ·any of us have ever dealt with,

·4· ·but the cooperation among

·5· ·counsel out here on this side of

·6· ·the bench has been outstanding.

·7· ·I don't think we have ever hit a

·8· ·snag that we couldn't figure

·9· ·out, and that is saying

10· ·something when you involve that

11· ·many lawyers.

12· ·Having said that, we are here

13· ·today about a very serious

14· ·issue, and we have been going at

15· ·it for four months, and it will

16· ·go on for some time, a little

17· ·longer for some of us and a lot

18· ·longer for you, Commissioner.

19· ·I don't intend to go over my

20· ·friend's submissions in any

21· ·meaningful way.· One of the

22· ·great things that I have

23· ·experienced is the ability to

24· ·collaborate in this matter so

25· ·that we could limit what we are

26· ·doing but at the same time cover

27· ·the ground adequately.

28· ·I do intend to speak a little

29· ·bit about staffing issues,

30· ·funding issues and then, lastly,

31· ·home care.

32· ·And as I said during my opening
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·1· ·comments at this Inquiry and as

·2· ·you have acknowledged,

·3· ·Commissioner, the victims occupy

·4· ·a unique space at these

·5· ·hearings, and that uniqueness

·6· ·was never more evident to me

·7· ·than it was this morning when

·8· ·Ms. Bertram rose and gave her

·9· ·oral statements and in it she

10· ·had the presence of mind to ask

11· ·about the perpetrator of these

12· ·crimes, Elizabeth Wettlaufer.

13· ·We have not raised that, and I

14· ·don't believe it would have been

15· ·proper for us to raise that.

16· ·But she had the compassion and

17· ·the depth of a person who,

18· ·despite being the victim of an

19· ·attempted murder, could actually

20· ·ask a question at these hearings

21· ·as to what happened to that

22· ·person?· What went wrong for

23· ·her?· What respect did she not

24· ·get?

25· ·And that to me was a stunning

26· ·moment that she would do it, and

27· ·it made what we are doing here

28· ·all the more important.

29· ·And it makes me believe that the

30· ·first question that we should

31· ·always be asking of the

32· ·residents of long-term care and
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·1· ·home care is what do these

·2· ·residents, what do they need to

·3· ·make their lives happy, more

·4· ·fulfilling, good lives?· Not

·5· ·what is the bare minimum we can

·6· ·provide?· What can we afford?

·7· ·What will they accept?

·8· ·If we were to stop and think

·9· ·about it for even a few minutes,

10· ·we would realize that these

11· ·people, these residents, these

12· ·people in home care, these

13· ·mothers and fathers, grandmas

14· ·and grandpas or omas, or whoever

15· ·they may be to you, they are in

16· ·fact us.· They are all of us.

17· ·They are just further along the

18· ·same path that we are all

19· ·taking, and we are all going to

20· ·get there eventually.

21· ·And if everyone in this room and

22· ·watching on the web is very,

23· ·very lucky, we will one day be

24· ·in a long-term care facility,

25· ·because that means we have

26· ·achieved that age.

27· ·Most of us, it is the last home

28· ·we will ever have before we

29· ·shuffle off this mortal coil.

30· ·But that is the key.· It is a

31· ·home.· And we should want to

32· ·make it a truly great experience
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·1· ·for them, and perhaps selfishly

·2· ·so, since that is where we are

·3· ·all headed.

·4· ·As with the most big problems in

·5· ·life, Commissioner, it was not

·6· ·one single cause that led to

·7· ·Elizabeth Wettlaufer's ability

·8· ·to harm our most vulnerable

·9· ·citizens.· It was a multiplicity

10· ·of failures, some small, some

11· ·large, some individual, some

12· ·systemic, that led to her crimes

13· ·going undetected.

14· ·And Mr. Van Kralingen touched on

15· ·this, and I would term it a

16· ·synergistic effect.· It wasn't

17· ·one plus one equalled two.· It

18· ·was one plus one equalled four

19· ·and eight and ten, and it grew,

20· ·a small error or omission

21· ·building on past errors and

22· ·omissions by different groups,

23· ·different individuals, and in

24· ·some ways that makes us all

25· ·responsible.

26· ·These were our people, and we

27· ·didn't protect them.

28· ·It is clear that we desperately

29· ·need more staff working in

30· ·long-term care homes.· That has

31· ·been made clear by almost every

32· ·witness with direct knowledge of
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·1· ·the system, and it can't be made

·2· ·more clear than that.

·3· ·We can talk about what staff,

·4· ·what training, and what mixed

·5· ·levels of staffing we would

·6· ·like, but the consensus is clear

·7· ·that the way to fix the most

·8· ·broken parts of the current

·9· ·system is more staffing.

10· ·Even the experts agreed that

11· ·staffing is the key.· It is the

12· ·key to provision of safe care

13· ·and the detection of crime and,

14· ·perhaps most importantly, the

15· ·prevention of crime.

16· ·It was acknowledged by all of

17· ·the witnesses that it is a

18· ·chronic and ongoing problem for

19· ·the home care setting and for

20· ·the long-term care setting.· And

21· ·I would submit that as our

22· ·population ages, and it will,

23· ·the situation can only get

24· ·worse.· The baby-boom generation

25· ·is on its way, and it will be a

26· ·tsunami of people who will

27· ·require assistance.

28· ·We also know from our witnesses

29· ·that the acuity level of the

30· ·people entering long-term care

31· ·homes is increasing every year.

32· ·That population now requires
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·1· ·some very sophisticated nursing

·2· ·care, care that twenty years ago

·3· ·would have been only available

·4· ·in a hospital setting.

·5· ·We were also told by Ms. Condy

·6· ·of Saint Elizabeth in a home

·7· ·care setting that there are in

·8· ·fact hospital-at-home situations

·9· ·throughout the province in which

10· ·that level of care is provided

11· ·to people in their homes.

12· ·And we continue to experience a

13· ·shortage of nurses in both

14· ·systems.

15· ·Why?

16· ·Many, if not all, of the

17· ·frontline staff who gave

18· ·evidence told us how busy their

19· ·days providing care in the

20· ·long-term care setting is.· They

21· ·arrive 15 minutes before their

22· ·shift, and they are in constant

23· ·motion for eight hours just to

24· ·maintain the status quo.

25· ·They don't have time to spend

26· ·with the residents that they

27· ·would like to.

28· ·If a nurse is in charge of a

29· ·morning med pass, she could have

30· ·quite literally hundreds of

31· ·medications to hand out to

32· ·residents before breakfast.
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·1· ·They answer questions, they

·2· ·field calls and they deal with

·3· ·emergencies, all while

·4· ·attempting to complete the basic

·5· ·nursing activities in that home.

·6· ·And when they are not doing

·7· ·that, they are charting and they

·8· ·are documenting each patient.

·9· ·One gets the impression that the

10· ·sector is chronically

11· ·underfunded, and it seems to be

12· ·accepted by all those involved

13· ·that that is a fact.

14· ·Unfortunately, it appears that

15· ·during the Inquiry not all of

16· ·the funding issues was made as

17· ·clear as it could be.· And to

18· ·that end, we would respectfully

19· ·suggest that in Phase 2 of the

20· ·Inquiry, steps can be taken to

21· ·investigate the question of the

22· ·amount of funding received by

23· ·long-term care homes, including,

24· ·but not limited to, the

25· ·co-payments that are referenced

26· ·in our materials and how that

27· ·money can be used or directed

28· ·towards a quality of care for

29· ·seniors.

30· ·The three nursing homes that

31· ·were the focus of this Inquiry

32· ·were all for-profit enterprises,
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·1· ·and we, the victims' groups,

·2· ·believe there should be

·3· ·corresponding obligations of

·4· ·transparency on those facilities

·5· ·and operators.

·6· ·To that end, we have not been

·7· ·provided with financial

·8· ·statements from any of those

·9· ·long-term care facilities.· We

10· ·didn't hear any testimony from

11· ·appropriately senior

12· ·representatives or owners of

13· ·those facilities.· And again, I

14· ·would suggest perhaps Phase 2

15· ·may be an appropriate spot to

16· ·investigate that.

17· ·In that way, we recommend that

18· ·all long-term care facilities

19· ·should be required to provide

20· ·full disclosure of their

21· ·year-end financial statements.

22· ·Those statements should be made

23· ·available to the public for

24· ·review.

25· ·In the alternative, the Ministry

26· ·of Health and Long-Term Care

27· ·should receive copies of the

28· ·year-end financial statements

29· ·from all long-term care

30· ·facilities receiving public

31· ·funds.

32· ·In doing that, it will provide
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·1· ·the Commissioner with a clear

·2· ·and comprehensive understanding

·3· ·of how for-profit facilities

·4· ·make their profit while

·5· ·consistently claiming to be

·6· ·underfunded on their Nursing and

·7· ·Personal Care Envelopes.

·8· ·It is respectfully submitted

·9· ·that in the interests of

10· ·accountability and transparency,

11· ·that is something that should

12· ·happen.

13· ·The implications of chronic

14· ·understaffing at long-term care

15· ·homes is significant and it is

16· ·directly related to the mandate

17· ·of this Inquiry.

18· ·It is undoubted that one of the

19· ·aggravating factors which led

20· ·Ms. Wettlaufer to both abuse

21· ·alcohol and drugs as well as

22· ·commit the crimes themselves was

23· ·the pressure in the workplace.

24· ·There is some disagreement as to

25· ·whether she in fact abused drugs

26· ·and alcohol in the long-term,

27· ·but there does not appear to be

28· ·any question from her own

29· ·admission that she did feel

30· ·pressure.

31· ·There is a shortage of

32· ·providers.
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·1· ·Ms. Hepting, when asked directly

·2· ·whether she had ever told the

·3· ·site Administrators that they

·4· ·needed more staff, replied no.

·5· ·But the home Administrator for

·6· ·Caressant Care Woodstock, Brenda

·7· ·Van Quaethem, along with all of

·8· ·the other staff that we heard

·9· ·from, expressed from time to

10· ·time that they felt constantly

11· ·short-staffed.

12· ·Mr. Van Kralingen raised the

13· ·point that Ms. Black had made,

14· ·which was when they were under

15· ·the order not to take in anymore

16· ·patients at Caressant Care

17· ·Woodstock, through the attrition

18· ·and the death of patients that

19· ·were there, they were actually

20· ·able to provide good care to the

21· ·people, to the remaining

22· ·clients.· And that was a

23· ·startling revelation to all of

24· ·us, I believe, but it was a good

25· ·example of how, in fact, more

26· ·staff-to-client ratio is

27· ·important in order to provide

28· ·that care.

29· ·When the homes staff the night

30· ·shift at the minimum

31· ·legislation, we know that is one

32· ·RN on for up to 160 residents,
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·1· ·and I suggest that the people

·2· ·who heard that in Ontario were

·3· ·shocked to find that in fact was

·4· ·an acceptable level under the

·5· ·current legislation.

·6· ·There were many witnesses who

·7· ·gave evidence that they didn't

·8· ·agree with that staffing level,

·9· ·and while they all had different

10· ·ideas around perhaps what the

11· ·ratio should be, I don't think

12· ·anybody had the expertise to

13· ·actually provide the Commission

14· ·with that information.· And

15· ·based on that, we would

16· ·respectfully suggest that

17· ·experts need to be put together

18· ·who can examine, based on an

19· ·acuity level and a volume of

20· ·residents, what is an

21· ·appropriate staffing level?

22· ·What does it look like?· What is

23· ·the make-up of it?· How many

24· ·RNs, RPNs and PSWs does it take

25· ·to give our people the best

26· ·quality of life?

27· ·We need to incentivize long-term

28· ·care nursing as a profession.

29· ·The actual people who work in

30· ·the homes clearly love their

31· ·clients.· There is no shortage

32· ·of caring, decent people wanting
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·1· ·to work with our aging

·2· ·population.· We got to meet a

·3· ·large number of them here in

·4· ·this very room.

·5· ·But we have created a situation

·6· ·in which it is impossible to do

·7· ·the job well because of the

·8· ·ratio of staffing.· It is

·9· ·completely out of alignment with

10· ·what is required.

11· ·Would increased staffing levels

12· ·have detected Elizabeth

13· ·Wettlaufer committing her

14· ·crimes?· We don't know.· Some

15· ·have said they doubt it.

16· ·But would increased staffing

17· ·levels have prevented her from

18· ·having the opportunity to commit

19· ·those crimes?· It seems far more

20· ·likely that would have been the

21· ·case.

22· ·Those staff that have remained

23· ·working in the long-term care

24· ·homes and home care settings

25· ·should be commended and thanked

26· ·for doing so.· I have come to

27· ·see them, or, rather, to see

28· ·their jobs as a calling, not

29· ·just a profession.

30· ·It has also become apparent that

31· ·we most likely push away the

32· ·best people and the best
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·1· ·candidates from working in

·2· ·long-term care.· They know that

·3· ·they will never make as much

·4· ·money as hospital staff.

·5· ·Pensions aren't there.· Support

·6· ·staff are not there.· Training

·7· ·is not there.· Knowledgeable

·8· ·administrators and management

·9· ·appear not to be there.

10· ·To date, they can never expect

11· ·that there will ever be a

12· ·reasonable staffing level - we

13· ·are hopeful that will change -

14· ·staffing levels that would allow

15· ·them to do their job in a way

16· ·that makes them feel good about

17· ·the outcomes for their patients,

18· ·feel good about how they are

19· ·viewed in the health care

20· ·context, feel good about what

21· ·they are contributing to

22· ·society.

23· ·It is not glamorous work, but it

24· ·is important work and it

25· ·requires a high degree of skill

26· ·and specialization to work with

27· ·an aging population with an

28· ·ever-increasing level of acuity

29· ·due to co-morbidities.

30· ·In short, we need to pay these

31· ·nurses more money.· It is that

32· ·simple, whatever the cost.· In
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·1· ·the scheme of our large health

·2· ·care budget, it is not that

·3· ·much.

·4· ·They are taking care of people

·5· ·who have paid into our system

·6· ·for a very long time and who are

·7· ·now heading towards the end of

·8· ·their lives and require the

·9· ·assistance.· They deserve it.

10· ·With respect to the home care

11· ·setting, Commissioner, we had a

12· ·limited amount of evidence

13· ·given, but what we do know is in

14· ·the home care setting, the nurse

15· ·is required to drive from home

16· ·to home with all of their

17· ·equipment in tow.· And we know

18· ·that the home care setting is

19· ·going to grow exponentially.

20· ·People are trying to stay in

21· ·their homes, requiring the care.

22· ·But we also know that the places

23· ·where these nurses are

24· ·delivering this care can be less

25· ·than optimal from a treatment

26· ·provider's perspective.

27· ·We were told they can deliver

28· ·chemotherapy, wound care, PICC

29· ·line changes and antibiotic

30· ·administration for some

31· ·extremely sick home patients.

32· ·These nurses appear to be
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·1· ·overworked, as overworked as

·2· ·their facilities-based

·3· ·colleagues.

·4· ·But they lack other staff to

·5· ·assist them when they are out in

·6· ·the field.· They are, by

·7· ·definition, out there on their

·8· ·own.

·9· ·There are some technological

10· ·changes coming that allow them

11· ·to speak to others, but there is

12· ·no oversight.

13· ·While we see a highly regulated

14· ·long-term care facility

15· ·situation, we see very few

16· ·regulations for in-home care.

17· ·And while I don't want to

18· ·suggest that we may be here

19· ·again in a number of years

20· ·dealing with an in-home

21· ·situation, I think we have an

22· ·opportunity here to make

23· ·recommendations for changes to

24· ·home care as well that would

25· ·prevent anything from happening

26· ·on that side.

27· ·Again, I point to the fact that

28· ·it appears that while young

29· ·nurses may be drawn to home

30· ·care, as we heard from Tamara

31· ·Condy, initially, it isn't with

32· ·a view to stay in home care.· It

http://www.neesonsreporting.com


Page 8661
·1· ·is with a view to get a little

·2· ·experience so they can then move

·3· ·to the hospitals.

·4· ·That makes sense as well.· Their

·5· ·pay is low.· They have no

·6· ·assistance.· They have

·7· ·essentially no backup.· That

·8· ·would be a daunting task for a

·9· ·new graduate.· That would be a

10· ·daunting task for any nurse.

11· ·But they tend to move on.· And

12· ·it doesn't take a lot to

13· ·understand why this area is not

14· ·drawing perhaps the talent that

15· ·it could.

16· ·I would respectfully suggest

17· ·that the entire area needs to be

18· ·re-imagined by all of the

19· ·parties.

20· ·The written submissions are

21· ·extensive, Commissioner, and all

22· ·of our suggestions are contained

23· ·therein and I don't want to take

24· ·a great deal of time to go over

25· ·it all again.

26· ·I will finally say that it has

27· ·been an honour to be a part of

28· ·this hearing, and we all look

29· ·forward to your recommendations.

30· ·THE COMMISSIONER:· Thank you so

31· ·much, Mr. Scott, I appreciate

32· ·all of that.
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·1· ·And I know that the staff and

·2· ·the Commission Counsel

·3· ·appreciate your and Mr. Van

·4· ·Kralingen's comments earlier.

·5· ·They work hard and appreciate

·6· ·that.

·7· ·MS. HEWITT:· Commissioner, we

·8· ·are now going to be moving on

·9· ·the Facilities part of the

10· ·submissions.

11· ·Would you like to start that and

12· ·stop it at 1:00, or take lunch

13· ·now?

14· ·THE COMMISSIONER:· I think it

15· ·probably makes more sense for us

16· ·to break now.· I am in people's

17· ·hands, but we have had a fairly

18· ·intense morning and we are

19· ·moving to a new area.

20· ·So are we -- have we agreed to

21· ·stay with the 1 hour and 15

22· ·minute lunch break?

23· ·So I think that is what we

24· ·should do, Counsel, and I

25· ·appreciate that.· So that would

26· ·take us to quarter after 2:00?

27· ·MS. HEWITT:· Yes.

28· ·THE COMMISSIONER:· Have I done

29· ·that right?· I'll leave that --

30· ·MS. HEWITT:· Or quarter to.

31· ·THE COMMISSIONER:· Quarter to?

32· ·I'll leave it to the -- wisely
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·1· ·leave it to the clerk to set the

·2· ·time to reassemble.

·3· ·Thank you so much.

·4· ·-- RECESSED AT 12:30 P.M.

·5· ·-- RESUMED AT 1:45 P.M.

·6· ·THE COMMISSIONER:· Good

·7· ·afternoon, Mr. Golden.

·8· ·MR. GOLDEN:· Good afternoon,

·9· ·Commissioner, thank you.

10· ·I just want to start by saying

11· ·that this morning was an

12· ·eye-opener.· It was interesting.

13· ·It was tough.· And I think, and

14· ·I hope, that for all of us here

15· ·it helped focus, re-focus us on

16· ·really why we are here, and that

17· ·is to try and come up with a

18· ·system that, at the end of the

19· ·day, benefits residents and is

20· ·an improved system for

21· ·residents.

22· ·And I know that my client,

23· ·Caressant Care, which operates

24· ·not only the Woodstock home but

25· ·other homes, shares that hope.

26· ·And I don't think it would be a

27· ·stretch for me to say that

28· ·everyone who operates a

29· ·long-term care facility would

30· ·like to see an improved system

31· ·where the goal is greater

32· ·resident satisfaction and a
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·1· ·higher level of care.

·2· ·And I also want to thank your

·3· ·team.· It really is a fantastic

·4· ·team.· It has helped this run

·5· ·smoothly and not just smoothly,

·6· ·but forced people to ask the

·7· ·hard questions, and I think that

·8· ·is part of what this was about.

·9· ·Now, look, we all know why this

10· ·Inquiry was established, and

11· ·frankly, I think the

12· ·establishment of the Inquiry was

13· ·perhaps the most proactive

14· ·response yet to this tragic

15· ·series of crimes, which were the

16· ·murders conducted, committed by

17· ·a Registered Nurse, someone who

18· ·was tasked with caring for the

19· ·most vulnerable members of our

20· ·society.

21· ·MS. HEWITT:· Sorry, Mr. Golden,

22· ·but Madam Commissioner, there is

23· ·no sound in the media room.· So

24· ·I don't know whether you want to

25· ·take a break and address that or

26· ·just -- they are working on it.

27· ·THE COMMISSIONER:· Well, I think

28· ·we better have the media

29· ·working --

30· ·MS. HEWITT:· Okay.

31· ·THE COMMISSIONER:· -- the feed

32· ·in there.
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·1· ·So I think we'll take a break.

·2· ·I'll just step outside, and as

·3· ·soon as we are ready, we'll go

·4· ·on.

·5· ·And, Mr. Golden, what I would

·6· ·propose is that you start with

·7· ·your substantive remarks over

·8· ·again, please.

·9· ·MR. GOLDEN:· I will.· I will

10· ·start with the substantive

11· ·remarks, yes.

12· ·THE COMMISSIONER:· Yes, like

13· ·just when you finish the great

14· ·team part, which I have marked

15· ·down.

16· ·MR. GOLDEN:· You know, if I'm

17· ·usually making submissions in

18· ·court, I would say typically I

19· ·get just a little farther before

20· ·the bench starts asking me

21· ·questions.

22· ·THE COMMISSIONER:· All right,

23· ·thank you.

24· ·-- RECESSED AT 1:48 P.M.

25· ·-- RESUMED AT 1:53 P.M.

26· ·MS. HEWITT:· Again,

27· ·Commissioner, I apologize for

28· ·interrupting Mr. Golden, but we

29· ·understand that the sound is

30· ·back on in the media room.

31· ·THE COMMISSIONER:· Great, thank

32· ·you very much, Ms. Hewitt.
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·1· ·MR. GOLDEN:· Commissioner, we

·2· ·all know why this Public Inquiry

·3· ·was established, and it was

·4· ·perhaps the most proactive

·5· ·response yet to a tragic series

·6· ·of crimes, murders, that were

·7· ·committed by a Registered Nurse

·8· ·who was tasked with caring for

·9· ·the most vulnerable members of

10· ·our society.

11· ·The Commission has very

12· ·important work to do, which

13· ·includes, yes, shining a

14· ·spotlight not just on my

15· ·client's facility, Caressant

16· ·Care Woodstock, but on the whole

17· ·long-term care system and all

18· ·those who interact with it.

19· ·The obvious question for

20· ·everyone - and when I say

21· ·"everyone", I mean those who

22· ·administer the long-term care

23· ·system, residents across

24· ·Ontario, families, other

25· ·long-term care operators, the

26· ·public and the media - has been

27· ·whether Elizabeth Wettlaufer's

28· ·criminal actions should have or

29· ·could have been detected or

30· ·stopped earlier either by the

31· ·facilities, the Ministry

32· ·inspection apparatus, the
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·1· ·victims' own physicians, the

·2· ·Coroner system, the College of

·3· ·Nurses or, for that matter,

·4· ·anyone who had interaction with

·5· ·Elizabeth Wettlaufer.

·6· ·And before I delve into that

·7· ·question, because I really view

·8· ·that as a fundamental question,

·9· ·I did want to raise a couple of

10· ·words of caution.

11· ·And reflecting on what some

12· ·people have said and the mandate

13· ·of the Commission and the

14· ·circumstances which led to its

15· ·creation, I think it is fair to

16· ·say that it is human nature to

17· ·want to find answers, and not

18· ·just find answers but find neat

19· ·answers and understandable

20· ·answers and easy answers.

21· ·And in this case, there is a

22· ·desire at the end of the day, I

23· ·feel, to tell the public that if

24· ·only this particular physician

25· ·or this Coroner or this

26· ·particular union rep or this

27· ·College Investigator or this

28· ·nursing home Administrator had

29· ·opened their eyes just a little

30· ·bit wider, that Elizabeth

31· ·Wettlaufer's crimes would have

32· ·been exposed.
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·1· ·But I think one of the

·2· ·conclusions that all of us can

·3· ·agree to is that, having heard

·4· ·37 days of evidence, not easy to

·5· ·answer that question and find

·6· ·these easy answers.

·7· ·And one of the factors that

·8· ·Professor Yorker who testified

·9· ·earlier this month commented on

10· ·that was unique about this case

11· ·is that we only know about these

12· ·crimes because of Elizabeth

13· ·Wettlaufer's confessions.· It is

14· ·not because of a fingerprint, an

15· ·eyewitness, a videotape, a

16· ·photograph, some DNA evidence, a

17· ·tip, an investigation, none of

18· ·that.· It flows purely from the

19· ·confession.

20· ·And so, you know, when I say

21· ·that we have to have some words

22· ·of caution before we answer the

23· ·fundamental questions, what I am

24· ·also getting at is that to get a

25· ·feel-better answer based on

26· ·hindsight is dangerous, and it

27· ·is really hard not to inject

28· ·some degree of hindsight into

29· ·the exercise when we go through

30· ·this.

31· ·But in my view, a fair

32· ·characterization of what we have
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·1· ·heard so far is that we are not

·2· ·going to be able to find that

·3· ·but for a specific missed

·4· ·opportunity here or there, that

·5· ·Elizabeth Wettlaufer's criminal

·6· ·actions would have been

·7· ·uncovered.· That, in my

·8· ·submission, would be falling

·9· ·into the hindsight trap.

10· ·And so I think we have to be

11· ·really careful about how we

12· ·analyze the evidence.

13· ·And before I get into the meat

14· ·of my submissions, if I could

15· ·just give one example.· There

16· ·was in the written submissions a

17· ·suggestion, by way of example,

18· ·that the incident involving Ms.

19· ·Adriano, that was a missed

20· ·opportunity, that could have

21· ·caught.

22· ·But in my view, that is again

23· ·simplistic.

24· ·Why?

25· ·Because although there is a note

26· ·in her file that there was an

27· ·insulin overdose which caused a

28· ·hypoglycaemic incident, and

29· ·under the legislation at that

30· ·particular time, back in 2007,

31· ·if a resident had to be sent to

32· ·hospital as a result of a
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·1· ·medication error, it had to be

·2· ·reported.· Was that a missed

·3· ·opportunity?· People jumped on

·4· ·that.· Yes, maybe we could have

·5· ·caught it then.

·6· ·But then we had the evidence of

·7· ·her doctor saying, no, I wasn't

·8· ·concerned.· I looked at her

·9· ·chart.· She was having problems

10· ·with hypoglycaemic incidents

11· ·before Elizabeth Wettlaufer

12· ·arrived at Caressant Care

13· ·Woodstock.· And in fact, if you

14· ·look carefully at the chart, the

15· ·word "overdose", we use that to

16· ·mean a dose that has been

17· ·prescribed but for various

18· ·reasons, as had happened in the

19· ·past, it caused a hypoglycaemic

20· ·incident.

21· ·So it is just an example,

22· ·Commissioner, of how we really

23· ·have to be careful to take these

24· ·situations when we look back at

25· ·the events at Caressant Care and

26· ·other places and say there is a

27· ·missed opportunity, that might

28· ·have done it.

29· ·When you start to pull it apart

30· ·and you remove the hindsight and

31· ·you look at it in its fullness,

32· ·completely objectively, it
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·1· ·doesn't stand up.

·2· ·In my submission, we are in a

·3· ·position to make a couple of

·4· ·preliminary conclusions, and I

·5· ·will list them.· There is a few.

·6· ·Number one, at no time did any

·7· ·of the Registered Nurses or

·8· ·other health care workers,

·9· ·managers, physicians, residents

10· ·or families associated with

11· ·Caressant Care Woodstock ever

12· ·suspect that Elizabeth

13· ·Wettlaufer was intentionally

14· ·harming residents.

15· ·I don't think anyone would

16· ·disagree with that.

17· ·Number two, at no time did the

18· ·Ministry, which inspected

19· ·Caressant Care Woodstock, the

20· ·union which represented

21· ·Elizabeth Wettlaufer, the

22· ·College which regulated her,

23· ·none of those groups ever

24· ·suspected that Elizabeth

25· ·Wettlaufer was intentionally

26· ·harming residents.

27· ·Number three, despite the fact

28· ·that seven of the eight deaths

29· ·were reported to the Coroners

30· ·Office using the appropriate

31· ·IPDR, Institutional Patient

32· ·Death Record Form, and despite
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·1· ·the fact that two of the deaths

·2· ·were independently investigated

·3· ·by the Coroner, they had no

·4· ·suspicions of wrongdoing or foul

·5· ·play.

·6· ·Number four, there was no expert

·7· ·evidence called or led that

·8· ·indicated that had a specific

·9· ·follow-up step or action or

10· ·investigation been conducted,

11· ·then acts of criminal wrongdoing

12· ·would have been uncovered or

13· ·prevented.

14· ·Number five, despite the

15· ·evidence that Elizabeth

16· ·Wettlaufer had mental health

17· ·issues, there was no compelling

18· ·evidence that her work

19· ·performance at Caressant Care

20· ·Woodstock was actually impacted

21· ·over any significant period of

22· ·time by either mental health

23· ·issues, alcoholism or drug

24· ·dependency.

25· ·Almost everyone who worked with

26· ·her and interacted with her

27· ·days, nights, as a senior

28· ·physician, as a junior, had

29· ·those suspicions.

30· ·Number seven, in part because of

31· ·the nine-year period over which

32· ·the crimes were committed, not
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·1· ·even sophisticated data analysis

·2· ·and computer modelling was

·3· ·capable of identifying her

·4· ·actions as worthy of further

·5· ·investigation.

·6· ·Having said all this, in my

·7· ·view, and I really agree

·8· ·fundamentally with counsel for

·9· ·the victims, despite good

10· ·intentions, there will be no

11· ·improvement in this sector

12· ·unless all of the players commit

13· ·to working together to make it a

14· ·more satisfying and attractive

15· ·career choice for health care

16· ·workers.

17· ·Long-term care needs a strong

18· ·talent pool, whether we are

19· ·talking about RNs, health care

20· ·aides, nurse practitioners,

21· ·physicians, managers, they are

22· ·all part of the essential

23· ·building blocks.

24· ·And unless and until that strong

25· ·talent pool is nurtured and

26· ·drawn into the sector, then the

27· ·Elizabeth Wettlaufers of the

28· ·world, who at least to the

29· ·knowledge of many of the people

30· ·who gave evidence was mediocre,

31· ·that mediocrity will be

32· ·encouraged and there will be
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·1· ·jobs for her.

·2· ·And I tried to step back and

·3· ·think, if I was a young nurse

·4· ·following this Inquiry over the

·5· ·last 37 days of evidence, would

·6· ·I be saying this is a great

·7· ·career path?· I don't think so.

·8· ·And that is sad.

·9· ·And collectively, we need to

10· ·change that.· I think that a

11· ·young nurse choosing a career

12· ·path, watching and hearing from

13· ·the nurses who gave evidence

14· ·here frankly would run.

15· ·And so it behooves all of us to

16· ·really come together when we

17· ·consider more deeply the

18· ·submissions, the recommendations

19· ·in Phase 2 to keep in mind and

20· ·picture that young nurse, that

21· ·young manager who is going to

22· ·grow and become a leader in this

23· ·sector, who not only has a

24· ·passion to do something and help

25· ·the elderly, this vulnerable

26· ·population, but to be part of

27· ·this long-term care system.

28· ·Now, related, and again, I think

29· ·I am agreeing with counsel for

30· ·the families, what is needed to

31· ·help broaden that talent pool is

32· ·a very serious look at the
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·1· ·funding level available for

·2· ·staffing.

·3· ·Remarkably, no one has actually

·4· ·gone in, examined Care Plans,

·5· ·which are assessed and

·6· ·re-assessed constantly, and said

·7· ·based on the assessed needs of

·8· ·this growing frail population in

·9· ·any particular home, what do

10· ·they really need to meet the

11· ·expectations, not just the

12· ·technical expectations of the

13· ·Act, but the expectations of the

14· ·residents and their families, to

15· ·do it in a way that fulfills

16· ·what the Residents' Bill of

17· ·Rights requires, dignity.· It is

18· ·really about dignity.

19· ·And the provincial government -

20· ·this is not the fault of the

21· ·Ministry - the provincial

22· ·government has the ability to

23· ·say go and tell us what it

24· ·really would cost to fund the

25· ·number of hours that we need in

26· ·order to fulfill all of the

27· ·objectives of this program.

28· ·And one of the written

29· ·submissions talked about a

30· ·social contract, and it struck

31· ·me, because I think the public

32· ·expects that there is a social
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·1· ·contract between the province

·2· ·and the population in long-term

·3· ·care or the population that is

·4· ·heading into long-term care who

·5· ·have paid their dues.

·6· ·But frankly, there is no

·7· ·contract.· The system is out of

·8· ·balance, and when I say "out of

·9· ·balance", I mean out of balance

10· ·in terms of accountabilities,

11· ·because on the one side we have

12· ·long-term care homes who are

13· ·required as a matter of law to

14· ·provide care based on assessed

15· ·need - dietary services, a safe

16· ·and secure environment, 24-hour

17· ·nursing, restorative care,

18· ·recreational and social

19· ·activities, dietary services,

20· ·medical services, a spiritual

21· ·program, a volunteer program -

22· ·all within the framework of

23· ·respecting the Bill of Rights.

24· ·That is the contract on the

25· ·long-term care side.

26· ·And I took the Ministry, the

27· ·Director through the

28· ·legislation.· Every time it said

29· ·you "shall" provide this; you

30· ·"shall" provide that.· Where is

31· ·the accountability on the

32· ·province side?· There is one

http://www.neesonsreporting.com


Page 8677
·1· ·section which says the

·2· ·Government of Ontario "may"

·3· ·allocate funding for this

·4· ·program.· That is not a social

·5· ·contract.· That is not good

·6· ·enough.

·7· ·And what we currently have is a

·8· ·program sitting at $176.76 per

·9· ·resident per day.· Of that

10· ·$176.76, $100.91 is for nursing

11· ·and personal care, and

12· ·consistently we heard that the

13· ·homes involved in this Inquiry

14· ·and others spend every penny of

15· ·that Nursing and Personal Care

16· ·Envelope on nursing and personal

17· ·care.

18· ·And at the risk of sounding

19· ·glib, I know we have got a lot

20· ·of people here who don't live in

21· ·St. Thomas, and as a result,

22· ·they are here staying at a

23· ·hotel.

24· ·Consider what you are paying for

25· ·your hotel, and then consider

26· ·the $176.76 that is intended to

27· ·deliver that program, that whole

28· ·program that we talked about.

29· ·Is that enough?· Is it based on

30· ·a real analysis of the resident

31· ·needs?· The evidence

32· ·demonstrated it hasn't been.
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·1· ·And I think what virtually all

·2· ·of the parties have come away

·3· ·from the evidence agreeing about

·4· ·is that an increase in staffing

·5· ·is going to dramatically improve

·6· ·the quality of life for the

·7· ·residents, the ability of the

·8· ·system to meet its objectives,

·9· ·and indirectly will attract

10· ·talent to the sector and make it

11· ·harder and harder, maybe not for

12· ·unknown murderers to work in the

13· ·sector, but for mediocrity to

14· ·thrive.

15· ·Although the funding and the

16· ·ability to find talent are major

17· ·issues, there were others that

18· ·were identified that need

19· ·attention and that I expect are

20· ·going to be discussed at some

21· ·length when we enter Phase 2.

22· ·Recruiting.· Recruiting is

23· ·definitely an issue, and part of

24· ·the recruiting problem are the

25· ·tools, the tools which the

26· ·employers have in order to

27· ·recruit.

28· ·We are also going to have to

29· ·look at the impact of the

30· ·unionized work environment both

31· ·in terms of the progressive

32· ·discipline system and the impact
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·1· ·of the grievance and arbitration

·2· ·process, how that impacts on

·3· ·employer behaviour; how it

·4· ·impacts on discipline; and then

·5· ·how it impacts on settlements,

·6· ·because, again, there is a long

·7· ·history to the work environment,

·8· ·the unionized work environment.

·9· ·The lines are drawn.· But what

10· ·is missing in that tug of war is

11· ·a focus on the resident.

12· ·We also have to look at the role

13· ·of the College in investigating

14· ·terminations, how they do it,

15· ·and perhaps using their

16· ·resources to assist with

17· ·information-sharing.· We have

18· ·heard a lot about that, and I am

19· ·in agreement.

20· ·We have to look at the role of

21· ·the Coroner.· Are they

22· ·fulfilling their statutory

23· ·obligations in terms of their

24· ·interaction with the long-term

25· ·care system?· And I think as a

26· ·perfect example, we know from

27· ·the case of Mrs. Pickering how

28· ·influential the Coroners Office

29· ·can be even in one case, because

30· ·once Dr. George spoke to Nurse

31· ·Routledge, who was responsible

32· ·for filling out the IPDR Form
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·1· ·for Mrs. Pickering, it was only

·2· ·after she had the conversation

·3· ·with Dr. George and Dr. George

·4· ·said, No, nothing unusual here.

·5· ·There is no need to pursue this

·6· ·further.

·7· ·That not only affected, in my

·8· ·submission, how Karen Routledge

·9· ·ticked off the "no's" on the

10· ·IPDR Form for Mrs. Pickering,

11· ·but the next time she has to

12· ·fill out an IPDR Form, she will

13· ·be drawing from that experience.

14· ·So the Coroner's attitude, the

15· ·Coroner's input, the Coroner's

16· ·level of concern is going to

17· ·have an important effect on how

18· ·deaths are treated and viewed in

19· ·the long-term care sector.

20· ·There are also, as we have

21· ·identified, some real problems

22· ·within the framework of

23· ·long-term care, the legislation

24· ·and the practice.

25· ·We know now that the reporting

26· ·obligations are seriously

27· ·misunderstood, and it was

28· ·fascinating to hear how this was

29· ·across the board.· This wasn't

30· ·just directors, administrators,

31· ·nurses, aides.· It was a

32· ·confusion from everyone who
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·1· ·interacts with the system, and

·2· ·they are all part of it in some

·3· ·way, the coroners, the

·4· ·physicians, the pharmacists, the

·5· ·College.· They are all part of

·6· ·the system.· And yet

·7· ·universally, there was confusion

·8· ·about what that reporting

·9· ·obligation was.

10· ·There is also a problem with a

11· ·perception that the current

12· ·inspection system is punitive.

13· ·That has implications.

14· ·That is something we need to

15· ·look at.

16· ·Medication errors, huge.· The

17· ·evidence that came out from 2017

18· ·indicates that 42 percent of

19· ·homes, 42 percent of homes, had

20· ·a Written Notification on

21· ·medication errors.

22· ·So these are some of the

23· ·systemic issues, but I want to

24· ·talk a little bit about

25· ·Caressant Care because, frankly,

26· ·Caressant Care, more than any

27· ·other home in the history of

28· ·Ontario, was put under the

29· ·microscope as a result of the

30· ·fallout from EW's, Elizabeth

31· ·Wettlaufer's confessions.

32· ·And of course, it had to be.

http://www.neesonsreporting.com


Page 8682
·1· ·That is where the majority of

·2· ·these crimes were committed.

·3· ·But no facility has ever had to

·4· ·endure the level of scrutiny and

·5· ·pressure that Caressant Care has

·6· ·had to endure.

·7· ·And notwithstanding, I am going

·8· ·to make the following general

·9· ·observations and preliminary

10· ·conclusions about what we

11· ·learned, in my view, about

12· ·Caressant Care.

13· ·Number one, Caressant Care was

14· ·well rooted in its community and

15· ·had a reputation for delivering

16· ·good care.

17· ·Number two, the sense of

18· ·betrayal and anger, shock, loss

19· ·and sadness for victims and

20· ·families that we heard from

21· ·Caressant Care staff was

22· ·profound.· Not a single

23· ·Caressant Care Woodstock witness

24· ·was unaffected.· Frankly, some

25· ·have not recovered.· Most stayed

26· ·on and did their best during

27· ·that chaotic period of October

28· ·2016 into 2017, but it was

29· ·chaos.

30· ·Number three, Caressant Care

31· ·Woodstock through the relevant

32· ·period of time did have a
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·1· ·competent and caring complement

·2· ·of staff who were committed to

·3· ·providing good resident care.

·4· ·And let's just think back on

·5· ·Agatha, on Karen, on Laura, on

·6· ·Brenda, Robyn.· I don't think

·7· ·anyone who heard their evidence

·8· ·could come away thinking that

·9· ·they didn't care deeply about

10· ·the residents that they served

11· ·and about doing a good job.

12· ·This was a talented, smart

13· ·group, clearly well-intentioned.

14· ·And that applies as well, in my

15· ·submission, to the Director of

16· ·Care, Helen Crombez, and Brenda

17· ·Van Quaethem, the Administrator.

18· ·What I felt was significant was

19· ·despite the microscope that

20· ·Caressant Care Woodstock was put

21· ·under and despite all the

22· ·findings of non-compliance, and

23· ·there were many, we didn't hear

24· ·evidence from a single resident,

25· ·family member.· We didn't hear

26· ·evidence from the Residents'

27· ·Council, the Family Council, the

28· ·local LHIN that refers residents

29· ·to Caressant Care Woodstock, no

30· ·evidence from any of those

31· ·people indicating a pattern or

32· ·history of complaints about the
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·1· ·level of care provided to

·2· ·residents, about the

·3· ·professionalism and attitude of

·4· ·the staff, or the staff's

·5· ·commitment to do a good job.

·6· ·Frankly, despite the enormous

·7· ·pressure and suspicion that

·8· ·Caressant Care Woodstock fell

·9· ·under in the fall of 2016 and

10· ·into 2017, its residents, the

11· ·Residents' Council, families and

12· ·staff, they all remained

13· ·supportive of the home.· And

14· ·this was confirmed by the

15· ·Ministry Inspector who had

16· ·extensive contact with

17· ·residents, families and with the

18· ·Residents' Council over that

19· ·difficult period.

20· ·Caressant Care Woodstock had a

21· ·consistent risk rating of number

22· ·1, which was the best rating,

23· ·until that was changed by the

24· ·Ministry directly as a result of

25· ·the Wettlaufer confessions.

26· ·And again, despite the pressure

27· ·that the home was under and all

28· ·of the areas of non-compliance

29· ·that were identified, those were

30· ·addressed, finally, by December

31· ·of 2017.

32· ·Next point.· Although
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·1· ·considerable attention was

·2· ·focussed on alleged areas of

·3· ·non-compliance involving

·4· ·particular residents and

·5· ·incidents, and I am going to

·6· ·talk about it a bit, but we

·7· ·spent a lot of hearing time

·8· ·talking about CH and DW and a

·9· ·resident with a cut finger and a

10· ·resident who was disimpacted,

11· ·enormous focus on those.

12· ·In my respectful submission,

13· ·what came out was Caressant Care

14· ·did address those resident

15· ·concerns in a reasonable way.

16· ·And what I really mean is this

17· ·is not a home where residents

18· ·were being ignored.

19· ·Were mistakes being made?· Yes.

20· ·Could the home be criticized for

21· ·not complying with the Long-Term

22· ·Care Homes Act in every respect?

23· ·Yes.

24· ·But at the end of the day, in

25· ·virtually every one of those

26· ·examples that we picked apart,

27· ·there was at the core a

28· ·commitment by Helen Crombez and

29· ·her team to do right by the

30· ·residents.

31· ·And in my submission, a good

32· ·judge of a home comes from the
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·1· ·outside as well, and we had Dr.

·2· ·Reddick who had patients there

·3· ·for 40 years, his own patients

·4· ·living at Caressant Care, and he

·5· ·was the attending physician,

·6· ·and he viewed Caressant Care

·7· ·staff as being phenomenal,

·8· ·caring people who did great

·9· ·work.· Those were his words.

10· ·And we had Dr. George who lived

11· ·in Woodstock for 25 years and

12· ·who also had his own patients

13· ·living at Caressant Care

14· ·Woodstock.· He never, that was

15· ·his word, never had any concerns

16· ·about Caressant Care Woodstock

17· ·and, in particular, was always

18· ·pleased with the nursing staff.

19· ·Those observations mean

20· ·something and, in my respectful

21· ·submission, really have to be

22· ·taken into account when we are

23· ·judging the home.

24· ·Now, I want to turn now to some

25· ·specifics.· And, Commissioner, I

26· ·have given you a book of

27· ·documents and just for ease, so

28· ·we are going to be calling some

29· ·of these up on the screen.

30· ·But I want to spend a little bit

31· ·of time talking about the hiring

32· ·of Elizabeth Wettlaufer, because
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·1· ·it has received a fair bit of

·2· ·attention from others.

·3· ·And if we can turn to document

·4· ·57084, which is at tab 10 in

·5· ·your brief, this is the resumé

·6· ·that Elizabeth Wettlaufer

·7· ·provided to Caressant Care

·8· ·Woodstock.

·9· ·A couple of things to note about

10· ·it.

11· ·Obviously, it has a significant

12· ·omission.· It does not refer to

13· ·the Geraldton Hospital period.

14· ·But if you look at it

15· ·objectively, in my view, you

16· ·would have to conclude it is

17· ·very well written.· This is a

18· ·professionally done resumé.· And

19· ·although the homes were

20· ·criticized for their skills in

21· ·interviewing and hiring, in my

22· ·submission, when you look at

23· ·this resumé, notwithstanding the

24· ·fact that her most recent work

25· ·experience going back some years

26· ·was as a support worker, she was

27· ·on paper impressive.

28· ·According to the resumé, she was

29· ·training other staff in areas of

30· ·medication and administration,

31· ·ensuring staff review medication

32· ·procedures.· She was helping

http://www.neesonsreporting.com


Page 8688
·1· ·teach skills.· She was the

·2· ·health and safety coordinator.

·3· ·She was a member of a panel of

·4· ·staff who investigated

·5· ·allegations of client abuse.

·6· ·She had developed a course in

·7· ·proper lifting techniques.· She

·8· ·taught the course.

·9· ·If you turn over the page, she

10· ·talks about her academic

11· ·credentials.· She says that she:

12· ·"While successfully earning

13· ·[her] degree with a minor in

14· ·counselling, [she] learned

15· ·teaching, counselling and

16· ·communication skills."

17· ·She had other certificates,

18· ·certified in non-violent crisis

19· ·intervention, current

20· ·certification in Red Cross and

21· ·CPR.

22· ·In my respectful submission, not

23· ·only does this resumé

24· ·demonstrate no red flags; it is

25· ·impressive and she seems quite

26· ·well-suited for a job in

27· ·long-term care.

28· ·And the reference letter, which

29· ·is at the next tab, 11, 57086,

30· ·the reference letter, in my

31· ·submission, is also impressive.

32· ·Mr. Lambley says that Bethe
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·1· ·functioned as the medication

·2· ·trainer and coordinator for the

·3· ·home.· She was able to provide

·4· ·training for staff.· That was

·5· ·followed up with a phone call.

·6· ·He was positive on the phone.

·7· ·There was absolutely no reason

·8· ·why Ms. Wettlaufer should not

·9· ·have been hired.

10· ·And to suggest that employers

11· ·somehow faced with that kind of

12· ·reference, that kind of resumé,

13· ·a reference like this, a

14· ·positive phone call, and then a

15· ·positive first impression during

16· ·the meeting - everyone who

17· ·interviewed her had a positive

18· ·first impression - it

19· ·demonstrates that you need more

20· ·if you are going to weed out a

21· ·psychopath, a liar, somebody

22· ·like Elizabeth Wettlaufer who

23· ·has this capacity to commit

24· ·crimes.

25· ·And to suggest that somehow this

26· ·is another employer obligation,

27· ·that they are responsible for

28· ·this hiring problem, do it on

29· ·your own and look for red flags,

30· ·it is not enough.· We are going

31· ·to have to do better.· We are

32· ·going to have to help empower

http://www.neesonsreporting.com


Page 8690
·1· ·the employers with tools to be

·2· ·able to have more accurate

·3· ·information and more relevant

·4· ·information before they hire.

·5· ·I just want to go back and make

·6· ·a couple of comments about the

·7· ·incidents I referred to earlier

·8· ·in the incidents that happened

·9· ·at Caressant Care Woodstock to

10· ·show that, yes, they were part

11· ·of a justification for areas of

12· ·non-compliance, but when we step

13· ·back and judge this home, as

14· ·really everyone is doing, you

15· ·also have to look at was there a

16· ·focus on resident care.

17· ·And so there was a lot of time

18· ·spent talking about CH, who was

19· ·a young woman with challenges.

20· ·Given her age and given her

21· ·challenges, she wasn't

22· ·appropriately placed in

23· ·long-term care.· That was not

24· ·the right environment for her.

25· ·And Helen Crombez took a

26· ·personal interest in trying to

27· ·improve her life.· She could

28· ·have let her just stay there,

29· ·but she didn't.· And she knew

30· ·her so well that Helen was in a

31· ·position to actually exercise

32· ·her professional judgment and
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·1· ·make a decision that there were,

·2· ·quote, "not reasonable grounds"

·3· ·for believing that CH had been

·4· ·slapped by Elizabeth Wettlaufer

·5· ·on January 16, 2012.

·6· ·And it is because of that level

·7· ·of engagement that she had, and

·8· ·it was a caring, that she in my

·9· ·respectful submission was able

10· ·to make that assessment, and it

11· ·panned out.

12· ·And yes, there was a subsequent

13· ·incident where the Ministry was

14· ·called and where the police were

15· ·called, but the point was that

16· ·there was counselling provided

17· ·to Elizabeth Wettlaufer; a

18· ·family meeting was convened;

19· ·goals were set for CH; and

20· ·shortly thereafter, in March of

21· ·2012, Mrs. Crombez personally

22· ·assisted with transitioning CH

23· ·into community living and

24· ·ensuring that she had

25· ·appropriate accommodation,

26· ·dentures, and some public health

27· ·training regarding nutrition.

28· ·Now, that is not evidence of a

29· ·home disrespecting residents and

30· ·not caring about their rights.

31· ·And with respect to DW, we heard

32· ·so much about DW, and yes, there
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·1· ·was an incident where he was

·2· ·spoken to inappropriately by

·3· ·Elizabeth Wettlaufer.· She asked

·4· ·whether he needed a psychiatric

·5· ·assessment or a Haldol

·6· ·injection.

·7· ·But the incident was fully

·8· ·investigated.· There was never a

·9· ·suggestion that DW actually felt

10· ·threatened or intimidated.

11· ·There was a context for the

12· ·incident which was reviewed.

13· ·Wettlaufer's sarcastic comment

14· ·was actually made as a response

15· ·to DW mocking a fellow resident.

16· ·But most importantly, Caressant

17· ·Care Woodstock did look at the

18· ·underlying causes for the

19· ·behaviours.· They identified a

20· ·urinary tract infection.· They

21· ·arranged for extra resources to

22· ·address DW's responsive

23· ·behaviours.· DW requested that

24· ·he not receive treatment from

25· ·Elizabeth Wettlaufer.· That was

26· ·respected.· The changes were

27· ·made.· A memo went to staff.· It

28· ·goes without saying that DW was

29· ·not given Haldol.· And at the

30· ·end of the day, the family was

31· ·called, a meeting was held, and

32· ·Wettlaufer and DW got past it.
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·1· ·In the course of all of that,

·2· ·were there areas of

·3· ·non-compliance?· Probably.

·4· ·But again, in evaluating whether

·5· ·or not that demonstrates missed

·6· ·opportunities, whether it

·7· ·demonstrates a home that wasn't

·8· ·caring about the residents, it

·9· ·is unfair.· You have to look at

10· ·the full picture.

11· ·The third example that I want to

12· ·give was in relation to

13· ·criticism levelled at Caressant

14· ·Care Woodstock, including in

15· ·some of the closing submissions,

16· ·about an incident where a

17· ·resident was experiencing pain

18· ·during disimpactment, and the

19· ·suggestion was, well, perhaps

20· ·Elizabeth Wettlaufer could have

21· ·stopped and given a pain

22· ·medication.· It was abuse.

23· ·But then when we drill down on

24· ·the nursing professional

25· ·evidence, what we heard was that

26· ·when there is a disimpactment to

27· ·be done, it has to be completed

28· ·and done quickly.· It makes no

29· ·sense to stop in the middle,

30· ·administer a pain medication,

31· ·wait 20 minutes for it to take

32· ·effect.· It has to be done, and
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·1· ·it was done.

·2· ·But more importantly was the

·3· ·evidence that we heard about

·4· ·what happened after, because

·5· ·what happened after, we

·6· ·understand, was that there was a

·7· ·bowel program applied.· They

·8· ·wanted to get to the underlying

·9· ·causes of why there was

10· ·constipation, make changes in

11· ·diet, reduce the constipation so

12· ·that this disimpactment wouldn't

13· ·happen.

14· ·That is more reflective, in my

15· ·respectful submission, of where

16· ·Caressant Care Woodstock's focus

17· ·was, not on some technical

18· ·non-compliance.

19· ·And again, in that particular

20· ·case, in my submission, the

21· ·evidence taken in its totality

22· ·shows a facility that did care

23· ·about its residents, that did

24· ·care about getting to the bottom

25· ·of problems, and in that case,

26· ·constipation and the very

27· ·unpleasant and uncomfortable

28· ·need to perform a disimpaction.

29· ·Now, I want to move on and talk

30· ·a bit about medication errors

31· ·and medication administration,

32· ·because so many of Elizabeth
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·1· ·Wettlaufer's errors were

·2· ·medication errors.

·3· ·And we know from the evidence

·4· ·the nature and frequency and

·5· ·causes of medication errors in

·6· ·the long-term sector.· It is

·7· ·certainly not a Caressant Care

·8· ·Woodstock issue.· It is a system

·9· ·issue.

10· ·We heard about the number of

11· ·meds that are distributed by RNs

12· ·in med passes.· It is

13· ·extraordinary.

14· ·We heard about the pressure that

15· ·the nurse feels being watched

16· ·when the Inspector is there

17· ·observing a med pass.· And from

18· ·the first day of the Inquiry

19· ·until the end, we heard a number

20· ·of different versions about,

21· ·well, are there five rights for

22· ·medication, six, seven?· The

23· ·last version we heard was there

24· ·are ten rights.

25· ·And can you imagine being that

26· ·nurse, being watched as she does

27· ·her med pass, thinking, Does

28· ·this Inspector think there is

29· ·ten rights?· Is that the

30· ·checklist?

31· ·And we know that Caressant Care

32· ·Woodstock was severely
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·1· ·criticized, and there were many

·2· ·orders of non-compliance found

·3· ·in 2016 and 2017 in relation to

·4· ·its Medication Management System

·5· ·and a lot of criticism levelled

·6· ·against the home for not

·7· ·reviewing that Medication

·8· ·Management System and planning

·9· ·it the way it should.

10· ·And my problem was that if you

11· ·just read all of those reports

12· ·and listen to that evidence, you

13· ·wouldn't know that Caressant

14· ·Care Woodstock's Director of

15· ·Nursing, pharmacist, doctor,

16· ·nurses, they did routinely

17· ·collaborate on understanding how

18· ·to improve the Medication

19· ·Management System in that home.

20· ·That fact would be lost in all

21· ·the areas of non-compliance.

22· ·But the evidence was from Dr.

23· ·Reddick, and supported by Ms.

24· ·Polkiewicz, the pharmacist, is

25· ·that the Professional Advisory

26· ·Committee did meet quarterly,

27· ·that they did discuss medication

28· ·administration errors made by

29· ·nurses, that they did discuss

30· ·how to reduce the number of

31· ·errors made by nurses, that they

32· ·did have formal evaluations of
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·1· ·the way the medication was

·2· ·managed.· That was done at the

·3· ·PAC quarterly meetings.

·4· ·They also discussed how to

·5· ·reduce the use of antipsychotic

·6· ·and antianxiety medications.

·7· ·They talked about trends in the

·8· ·province and what they could

·9· ·learn from.· And the Clinical

10· ·Pharmacy Consultant agreed that

11· ·they were discussed, including

12· ·medication incidents at the

13· ·quarterly meetings, even though

14· ·each incident wasn't separately

15· ·reported to her as was required.

16· ·So again, you have to look at

17· ·the totality, not just the area

18· ·of non-compliance, but what was

19· ·really going on in the home and

20· ·was this a group that took these

21· ·responsibilities seriously.

22· ·Now, I am going to move on and

23· ·talk a little bit about the

24· ·union environment and how that

25· ·affects the system.

26· ·So we know that Caressant Care

27· ·Woodstock, its nurses were

28· ·represented by ONA.· The

29· ·relationship was governed by a

30· ·Collective Agreement.

31· ·And in terms of discipline, at

32· ·the heart of the issue of
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·1· ·discipline is the need and the

·2· ·belief on the part of the

·3· ·employer that progressive

·4· ·discipline is required if they

·5· ·are going to ever be successful

·6· ·in moving forward through the

·7· ·steps of discipline.

·8· ·And I don't think it is

·9· ·controversial, and there is

10· ·many, many cases out there

11· ·reported where arbitrators in

12· ·grievances have reinforced that

13· ·the theory of progressive

14· ·discipline is fundamental to the

15· ·concept of just cause.· You have

16· ·to work your way through the

17· ·system.· And you also have to

18· ·give employees an opportunity to

19· ·learn from their mistakes.

20· ·And so when you are approaching

21· ·discipline knowing that you have

22· ·this just cause hurdle to

23· ·overcome, it influences, it

24· ·influences how you deal with the

25· ·nurse.· And there are situations

26· ·where if we wanted to apply a

27· ·just culture learning model,

28· ·which we have heard is the way

29· ·to go to promote recognition of

30· ·what are the root causes of

31· ·these mistakes, how do we

32· ·improve them and how do we
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·1· ·create a system that doesn't

·2· ·penalize but actually teaches,

·3· ·it is inconsistent with having

·4· ·this progressive discipline

·5· ·requirement where the employer

·6· ·thinks, well, if I don't impose

·7· ·some kind of formal discipline,

·8· ·I will never get there in the

·9· ·event that this nurse doesn't

10· ·learn, doesn't change.· And the

11· ·evidence from Caressant Care

12· ·Woodstock was she would have

13· ·been let go sooner if it wasn't

14· ·a unionized environment.

15· ·It is not a fault of any person.

16· ·It is the system that we have.

17· ·And I think that the challenge,

18· ·the real challenge is if we are

19· ·looking at this, how do we

20· ·balance, you know, the rights of

21· ·employees to be protected by a

22· ·union movement, by a union whose

23· ·role it is to ensure that their

24· ·financial interests are

25· ·protected, versus the residents.

26· ·The residents are not currently

27· ·part of the equation.

28· ·And counsel for the victims on a

29· ·couple of occasions said, Look,

30· ·this is the balance where if you

31· ·are going to have to weigh it

32· ·and you are dealing with

http://www.neesonsreporting.com


Page 8700
·1· ·protecting a vulnerable resident

·2· ·population, the balance tips in

·3· ·favour of the residents.· And I

·4· ·think we are going to have some

·5· ·interesting discussions about

·6· ·that when we get into Phase 2.

·7· ·It was January of 2014 when

·8· ·Caressant Care Woodstock imposed

·9· ·a five-day suspension, and that

10· ·was because of a medication

11· ·error and an inappropriate

12· ·interaction with a resident.

13· ·And the response was

14· ·predictable, an instant

15· ·grievance.· And in fact, the

16· ·former Bargaining Unit

17· ·President, Karen Routledge, said

18· ·her belief was that if it is a

19· ·five-day suspension or a

20· ·termination, it is being grieved

21· ·no matter what.

22· ·And certainly from the timing of

23· ·those forms that were filed, the

24· ·grievance forms, and the level

25· ·of independent review that was

26· ·done before those forms were

27· ·filed, I think she was right.

28· ·The grievance form that was

29· ·first filed is 53014, and you

30· ·will find that at tab 4.· 53014.

31· ·And this is the grievance

32· ·submitted on January 30, 2014.
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·1· ·It was done the same day.

·2· ·And the settlement requested:

·3· ·"That the Employer cease and

·4· ·desist from violating the [...]

·5· ·Agreement.

·6· ·That all references to the

·7· ·suspension be removed from any

·8· ·and all files and destroyed in

·9· ·my presence.

10· ·Compensation [...]

11· ·[...]

12· ·A declaration of the violation".

13· ·This is the environment.

14· ·And then when we have the firing

15· ·on March the 31st, if we go to

16· ·16755, and that is at tab 5, you

17· ·will see in the second-last

18· ·paragraph there is a conscious

19· ·effort made by the Administrator

20· ·to refer to the disciplinary

21· ·record in order to feed into and

22· ·justify this progressive

23· ·discipline approach.

24· ·It says:

25· ·"You have an extensive

26· ·disciplinary record for

27· ·medication-related errors which

28· ·includes numerous warnings as

29· ·well as 1, 3 and two 5 day

30· ·suspensions."

31· ·And the union response was to

32· ·file a grievance, which they
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·1· ·did.

·2· ·If we can now turn to 72105, and

·3· ·that is at tab 7, the third

·4· ·page, and go down to the third

·5· ·page, May 8, 2014.· At the

·6· ·bottom of the page, there we go,

·7· ·May 8th, Jill Allingham to

·8· ·Wanda, and on May 8th Ms.

·9· ·Allingham is sending to

10· ·Caressant Care Woodstock the

11· ·signed grievance, and here is

12· ·the union's position:

13· ·"One week for every year of

14· ·service with Caressant Care

15· ·Woodstock.

16· ·The possibility of a reference

17· ·letter and 'sealing the

18· ·griever's personnel file'.

19· ·Changing the 'termination' to a

20· ·'resignation for personal

21· ·reasons'."

22· ·Is there anything unusual about

23· ·this?· Not really.· I think the

24· ·evidence was this is typically

25· ·how it works.· And we can debate

26· ·about and there was conflicting

27· ·evidence about who asked for

28· ·specific wording in the

29· ·reference letter.· It doesn't

30· ·matter.· We don't need to

31· ·resolve that, but it is part of

32· ·a typical process.
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·1· ·And then if you look at the

·2· ·actual signed grievance, and

·3· ·that is at 53013, tab number 6,

·4· ·and this is the signed

·5· ·grievance, so this was signed on

·6· ·May the 8th.· The interesting

·7· ·thing about May the 8th is that

·8· ·when it was signed, Elizabeth

·9· ·Wettlaufer and ONA knew that

10· ·already as of April the 21st,

11· ·Wettlaufer had another job.· She

12· ·was working at Meadow Park.

13· ·But notwithstanding, the

14· ·settlement requested is:

15· ·"1.· I request that my

16· ·termination be rescinded

17· ·forthwith, that I be re-instated

18· ·to my former position

19· ·immediately;

20· ·2.· That I be compensated for

21· ·all lost monies [...]

22· ·3.· That any and all

23· ·documentation regarding the

24· ·termination be removed from any

25· ·and all files and further

26· ·destroyed in my presence."

27· ·And so the fact that there was a

28· ·settlement reached, $2,000, a

29· ·reference letter, is completely

30· ·expected.· This is how our

31· ·current system works.

32· ·Should it change?· Yes.· Do we
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·1· ·need to look at it?· Yes.· But

·2· ·these kinds of settlements are

·3· ·going to continue until there is

·4· ·a culture shift away from this

·5· ·adversarial system where the

·6· ·union is always pressing to have

·7· ·the worker put back in and

·8· ·grieve.· And that grievance

·9· ·process, as we have heard, is

10· ·not subject to appeal.· It is

11· ·final and binding.

12· ·This is deeply entrenched.

13· ·But it is not promoting a focus

14· ·on residents, and we can do

15· ·better.

16· ·Now, the termination of

17· ·Elizabeth Wettlaufer also

18· ·initiated another process

19· ·separate and apart from the

20· ·grievance process, and that was

21· ·the reporting process with the

22· ·College.

23· ·And there has been a fair bit of

24· ·criticism levelled against

25· ·Caressant Care Woodstock for the

26· ·manner in which they handled

27· ·this reporting obligation with

28· ·the College, and I think it was

29· ·clear that - and the evidence

30· ·came from the Executive Director

31· ·of the College - this was a very

32· ·rare event for Caressant Care
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·1· ·Woodstock.· It was the second or

·2· ·third time since 2006, I

·3· ·believe, that Caressant Care

·4· ·Woodstock had actually sent in a

·5· ·report.· That was information

·6· ·known to the College because it

·7· ·came from the affidavit of Ms.

·8· ·Coghlan, but it wasn't something

·9· ·that was known to Ms. Yee at the

10· ·time.· I think it should be.· If

11· ·you have an employer that is not

12· ·used to doing this, doesn't know

13· ·the ropes, that it happens once

14· ·every three or four years, all

15· ·the more reason to take a

16· ·critical look at how they are

17· ·doing it.

18· ·But let's just go to the guide

19· ·first.· That is 60161 at tab 13.

20· ·60161.· And we should go to the

21· ·fourth page which deals with

22· ·"Employers".

23· ·Scroll down.

24· ·All right, a couple of

25· ·observations here.· Employers

26· ·are only:

27· ·"[...] required to report the

28· ·termination of a nurse's

29· ·employment [...] for reasons of

30· ·professional misconduct,

31· ·incompetence or incapacity."

32· ·And I emphasize that because the
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·1· ·guide is telling us that if

·2· ·there isn't a reason of

·3· ·incompetence, incapacity or

·4· ·professional misconduct, you

·5· ·don't have to report it.

·6· ·And the clear statement as to

·7· ·when the report needs to be made

·8· ·is over at the top of the next

·9· ·column:

10· ·"Reports must be made within 30

11· ·days of the termination [...]"

12· ·Now, the College knows that the

13· ·report is only being made

14· ·because of a reason of

15· ·incompetence, professional

16· ·misconduct or incapacity, and

17· ·yet it is the one that has set

18· ·this 30-day time period, not

19· ·Caressant Care.

20· ·And one can only assume when you

21· ·read this that the College is

22· ·satisfied that if there is

23· ·incompetence, professional

24· ·misconduct or incapacity, it is

25· ·appropriate to send in your

26· ·termination notice within 30

27· ·days.

28· ·And then on the right-hand

29· ·column near the top it also says

30· ·that the report must contain

31· ·"reason(s) for the termination".

32· ·What it doesn't say is attach

http://www.neesonsreporting.com


Page 8707
·1· ·the file of the nurse, the

·2· ·discipline file.· What it

·3· ·doesn't say is attach examples

·4· ·from records which indicate and

·5· ·substantiate why the termination

·6· ·happened.· It just says give the

·7· ·reason for the termination.

·8· ·And as we know from the cover

·9· ·letter that was sent to the

10· ·College, and that is 36848,

11· ·36848 at tab 23, the College was

12· ·told expressly in the cover

13· ·letter that Elizabeth Wettlaufer

14· ·was terminated because of "a

15· ·medication error which resulted

16· ·in putting a resident at risk",

17· ·and that is exactly consistent

18· ·with the March letter which was

19· ·sent to Elizabeth Wettlaufer, an

20· ·incident in March of 2014 that

21· ·put a resident at risk.

22· ·Now, yes, we are going to get to

23· ·the form, and the form goes on

24· ·and reports other incidents, but

25· ·here is a clue for the reader

26· ·that at least the person who

27· ·sent in this report has

28· ·identified the reason for

29· ·termination is the one

30· ·medication error that put a

31· ·resident at risk.· There was no

32· ·inquiry made, no follow-up until
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·1· ·July.

·2· ·Now, let's look at the form.

·3· ·The form itself is doc ID 36841,

·4· ·and you will find it,

·5· ·Commissioner, at tab 22.

·6· ·And if we go over to the third

·7· ·page -- sorry, the fourth page,

·8· ·here is where the employer has

·9· ·indicated that it is this March

10· ·20, 2014 event which led to the

11· ·termination.· Under "Employer

12· ·Action", it says "Termination",

13· ·and that a resident was put at

14· ·risk because it is indicated

15· ·here:

16· ·"Resident had an episode of

17· ·hypoglycemia."

18· ·And I understand that the

19· ·College is receiving many

20· ·reports and they need to do a

21· ·triage and that the point of the

22· ·triage is to assess risk.  I

23· ·think they can do better, and I

24· ·think we need to have a system

25· ·where they actually reach out to

26· ·clarify in order to assess

27· ·whether in fact the nurse is

28· ·going to pose a risk at her next

29· ·employment because we know the

30· ·employer has already identified

31· ·that there is some risk or they

32· ·wouldn't have been filing the
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·1· ·report.

·2· ·And it is the College that sets

·3· ·these ground rules.· It is the

·4· ·College which then takes over

·5· ·the investigation and

·6· ·specifically says to the

·7· ·employer and we are not going to

·8· ·share with you what happens

·9· ·here.

10· ·Now, what I found interesting in

11· ·cross-examining both the

12· ·Executive Director and Ms. Yee

13· ·in terms of doing the risk

14· ·assessment is that most often

15· ·they didn't drill down on the

16· ·specifics.

17· ·So for example, on this

18· ·termination event, the March 20,

19· ·2014 insulin incident, they

20· ·didn't know what the differences

21· ·were between the two insulins,

22· ·the difference in colour, the

23· ·reason why Agatha was so upset

24· ·when she found out what

25· ·happened.· They didn't know.

26· ·They didn't ask.

27· ·The next page, the January 28th

28· ·incident, they didn't know what

29· ·the medication was for when they

30· ·read this page.· They didn't

31· ·know what effect it had.· And I

32· ·just ask, how do you do a risk
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·1· ·assessment if you don't know

·2· ·what the medication does and why

·3· ·it was prescribed?

·4· ·The incident with the eye drops

·5· ·is also in this form.· There is

·6· ·ten incidents in here.· They

·7· ·didn't know what they were.

·8· ·They didn't know whether,

·9· ·because of the nature of the

10· ·medication, there was a

11· ·potential drug interaction.

12· ·They didn't know whether it was

13· ·for an acute episode or it was a

14· ·maintenance episode.

15· ·How do you make the assessment

16· ·of risk if you don't ask those

17· ·questions and if you don't know?

18· ·And then there was the incident

19· ·twice mentioning narcotics.

20· ·Now, that would have meant more

21· ·to the College than it did to

22· ·Caressant Care Woodstock because

23· ·of the Geraldton background.

24· ·But even the incident about

25· ·leaving the proper -- leaving

26· ·medication on the dining room

27· ·table without knowing what that

28· ·medication was.

29· ·And I think more importantly,

30· ·and I asked this of Ms. Yee,

31· ·what is their appreciation or

32· ·understanding of the uniqueness
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·1· ·of the long-term care setting,

·2· ·because in terms of assessing

·3· ·risk, it is one thing if you

·4· ·leave medication on a table

·5· ·where a patient is cognizant of

·6· ·what medications they take, what

·7· ·medications they don't take,

·8· ·whether they have had it or not,

·9· ·or if you leave that medication

10· ·on a table where there is a

11· ·strong likelihood that the

12· ·persons sitting at that table

13· ·don't have that ability to

14· ·recognize that that medication

15· ·is theirs or not theirs because

16· ·of the level of dementia or

17· ·other issues going on.

18· ·It is a different kind of risk.

19· ·But these are the kinds of extra

20· ·factors to take into account

21· ·when you are looking at

22· ·long-term care that would be

23· ·useful, and Ms. Yee had no

24· ·training in this and never

25· ·considered it and, frankly,

26· ·never considered the possibility

27· ·of intentional harm because

28· ·Mrs. Crombez didn't, which is

29· ·true.· She didn't.· And I am not

30· ·suggesting for a moment that had

31· ·they drilled down deeper, they

32· ·would have uncovered intentional
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·1· ·harm.· I think the College will

·2· ·make the point that even if they

·3· ·had felt the need to start a

·4· ·section 75 investigation, which

·5· ·gives them the full powers, it

·6· ·is very unlikely that they would

·7· ·have actually uncovered

·8· ·something to indicate the

·9· ·intentional harm.

10· ·But going forward, my point is

11· ·we can do better with risk

12· ·assessment.

13· ·And to suggest that with the ten

14· ·incidents that are in here,

15· ·which are not just medication,

16· ·there is a variety of things,

17· ·with the reference to additional

18· ·items, with the knowledge that

19· ·the College had that this was

20· ·rare for Caressant Care to be

21· ·doing it, to simply shift this

22· ·all back on Caressant Care and

23· ·saying, Well, you should have

24· ·included more incidents.

25· ·How?· How would they know that?

26· ·It is not in the guide.· They

27· ·didn't get it from a phone call.

28· ·There is no other instruction on

29· ·the form.

30· ·And the form itself, although

31· ·yes, it does have a box for you

32· ·to fill out what the member's
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·1· ·response and explanation was,

·2· ·there is no box for filling out

·3· ·whether that is credible or

·4· ·whether you accepted it.· It is

·5· ·really the College that has that

·6· ·expertise to tease it out.· And

·7· ·they didn't do that.

·8· ·A couple more comments I want to

·9· ·make about the College process.

10· ·If we turn to 36847, and that is

11· ·at tab 25, this is the typed

12· ·version of Ms. Yee's notes that

13· ·she made based on the

14· ·conversation with Helen Crombez.

15· ·And we do know that Helen

16· ·Crombez had no warning as to why

17· ·she was being called, was not

18· ·asked to review the file, was

19· ·not asked to pull it out.

20· ·And we know that there are some

21· ·discrepancies between the typed

22· ·version here and the handwritten

23· ·version, and in particular, what

24· ·is missing in the typed version

25· ·is the reference to Elizabeth

26· ·Wettlaufer's refusal to pursue

27· ·education, and yet that is the

28· ·direction that the College went

29· ·with the bank with notice,

30· ·self-education.

31· ·But at the top of the page,

32· ·there is an important note.· It
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·1· ·says:

·2· ·"Please note:· The following is

·3· ·a summary of the investigator's

·4· ·conversation with the contact.

·5· ·It is not a statement of the

·6· ·contact and has not been

·7· ·reviewed, or approved as

·8· ·accurate by the contact."

·9· ·Now, in my view, there is good

10· ·reason for the College to have

11· ·that warning at the top of the

12· ·page, and that is because these

13· ·conversations are, we are told,

14· ·being relied upon to make

15· ·judgment calls about risk and

16· ·about whether a member should be

17· ·allowed to continue to practice

18· ·without an investigation.· These

19· ·are serious issues, and in that

20· ·kind of scenario it makes sense

21· ·to have the person that you

22· ·call, give them an opportunity,

23· ·to use the words of the College,

24· ·review and approve as accurate

25· ·the content.

26· ·And Helen Crombez agreed that

27· ·the notes more or less reflect

28· ·the conversation.· She had a

29· ·very poor memory of it.· But

30· ·there is something about getting

31· ·it, seeing it in writing, and

32· ·understanding why you are being
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·1· ·shown this that then helps the

·2· ·person remember and report.· And

·3· ·it is not here.

·4· ·And I asked the Executive

·5· ·Director, Why wouldn't you take

·6· ·that extra step?· Send it back

·7· ·to the contact and say, Hey, is

·8· ·this everything?· Did I get it

·9· ·right?· Is there something

10· ·missing?· And the answer that I

11· ·got was, It would slow down the

12· ·process.

13· ·Well, slow down the process.

14· ·This note was written on July

15· ·the 30th.· We know that the

16· ·Executive Director didn't

17· ·review, sign and send out her

18· ·letter to Ms. Wettlaufer until

19· ·October the 14th.· And I suggest

20· ·that somewhere between July 30th

21· ·and October 14th it would not

22· ·have slowed down the process to

23· ·give Ms. Crombez an opportunity

24· ·to carefully consider what

25· ·happened and whether or not it

26· ·was accurate.

27· ·It really reinforces the point

28· ·that the victims' lawyers were

29· ·making, is that the contrast

30· ·between what happens with a

31· ·section 75 investigation and

32· ·this practice, this voluntary
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·1· ·practice, it is huge.

·2· ·And then when we get to the

·3· ·October letter, and that is

·4· ·34442 and that is tab 32, we'll

·5· ·see in the second-last paragraph

·6· ·on this page the conclusion

·7· ·that:

·8· ·"[...] an investigation is not

·9· ·[...] warranted, [but] the

10· ·College expects nurses to

11· ·reflect on the practice issues

12· ·that gave rise to the report and

13· ·review the applicable standards

14· ·of practice."

15· ·And my concern in questioning

16· ·Ms. Yee and Ms. Coghlan about

17· ·this was what was the basis for

18· ·actually believing that

19· ·Elizabeth Wettlaufer would do

20· ·that?

21· ·And if we turn over to the next

22· ·page, she was also -- Ms.

23· ·Wettlaufer was also reminded by

24· ·the Executive Director that if

25· ·she obtains new employment, she

26· ·is required to update the

27· ·business information with the

28· ·College.

29· ·Well, she had obtained new

30· ·employment, and we also know

31· ·that there was a history of

32· ·Elizabeth Wettlaufer lying when
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·1· ·she filled out administrative

·2· ·forms for the College, lying

·3· ·going back to 1995 about whether

·4· ·or not she had ever had issues

·5· ·of health or addiction that

·6· ·impacted on her ability to be a

·7· ·nurse.

·8· ·And I am not going to take you

·9· ·through the documents.· There

10· ·were many.

11· ·The difficulty was that Ms. Yee

12· ·said, Well, those are

13· ·administrative forms, so I don't

14· ·have access to them.· They are

15· ·not something that I would

16· ·review.

17· ·And I think we have to wonder if

18· ·there is a pattern of lying to

19· ·the College and the College does

20· ·have a record of it, albeit not

21· ·accessible to an investigator

22· ·who was considering risk, I

23· ·think they should, because that

24· ·propensity to lie in particular

25· ·about a past history involving

26· ·capacity and mental health and

27· ·alcoholism in this case might

28· ·well trigger the next level of

29· ·investigation.

30· ·The final issue that I want to

31· ·address in relation to the

32· ·College, and this wasn't just
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·1· ·the College that raised it, but

·2· ·it had to do with Carol

·3· ·Hepting's letter of October

·4· ·14th, 2016.· We went through

·5· ·with Ms. Hepting the

·6· ·circumstances under which she

·7· ·sent that letter, and there was

·8· ·no intention on the part of Ms.

·9· ·Hepting, as she explained, to

10· ·suggest that the 2016 letter,

11· ·which was written with the

12· ·knowledge that we were dealing

13· ·with a killer, was meant to

14· ·repeat something from 2014.

15· ·The first time that that concern

16· ·came up was in a vigorous

17· ·cross-examination, to the best

18· ·of my knowledge.· And Caressant

19· ·Care Woodstock, including Ms.

20· ·Hepting, if you go through the

21· ·chain of correspondence in the

22· ·Overview Reports, did have

23· ·contact back and forth with the

24· ·College.· Ms. Hepting is a

25· ·registrant.· And if there was

26· ·really any concern or suggestion

27· ·that she had done something

28· ·wrong or misleading as a result

29· ·of sending that letter, which

30· ·was sent at a time of real shock

31· ·and crisis, it would have been

32· ·brought to her attention.· It
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·1· ·wasn't.

·2· ·I want to spend just a few

·3· ·minutes now moving on to another

·4· ·area, which is the inspection

·5· ·that happened at Caressant Care

·6· ·Woodstock, and the results are

·7· ·well known.· The reports are in

·8· ·evidence.

·9· ·But I did want to point out a

10· ·few things about the

11· ·circumstances surrounding that

12· ·inspection that I think are

13· ·relevant to help position it.

14· ·Number one, the inspection at

15· ·Caressant Care Woodstock began

16· ·on the very day that the

17· ·Woodstock Police Department

18· ·issued its press release and

19· ·caused a media storm.· And

20· ·although the Ministry had known

21· ·about it and was planning to do

22· ·the inspection for some weeks

23· ·before, that is the date they

24· ·showed up to start the

25· ·inspection.

26· ·I don't mean that as a way of

27· ·criticism, but it is just to say

28· ·when you show up to do an

29· ·inspection on the day that news

30· ·like that breaks, it is not

31· ·going to -- it shouldn't

32· ·surprise that things in the home
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·1· ·are going to be breaking down.

·2· ·This was intense media scrutiny,

·3· ·public scrutiny, police

·4· ·involvement, requests coming in

·5· ·from everywhere, an awful, awful

·6· ·time.

·7· ·And in terms of the techniques

·8· ·needed to interview people who

·9· ·not only were being asked to

10· ·remember events that go back to

11· ·2007 but also people who are in

12· ·a state of trauma and shock,

13· ·there was no such training.· In

14· ·fact, the interview training for

15· ·the Inspector, according to what

16· ·we were told, was part of a day

17· ·when they had a two-day workshop

18· ·from police for various

19· ·techniques.

20· ·And yet given the kind of

21· ·unusual circumstances that the

22· ·staff were under who were being

23· ·interviewed, given the extremely

24· ·rare situation where they are

25· ·being asked about events not

26· ·that happened one, two, three,

27· ·four weeks ago, but six, seven,

28· ·eight, nine years ago, they

29· ·weren't given an opportunity to

30· ·prepare in advance for those

31· ·interviews.· They weren't given

32· ·an opportunity to review
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·1· ·relevant documents.

·2· ·And although notes were typed

·3· ·and prepared of the interviews,

·4· ·the interviewees were not given

·5· ·an opportunity to later check

·6· ·those notes, take them away and

·7· ·advise whether they were

·8· ·accurate or complete.

·9· ·I also point out that quite a

10· ·number of the findings that were

11· ·made were a Written

12· ·Notification.· Written

13· ·Notification, we know from the

14· ·evidence, is used when an

15· ·Inspector finds minimal risk or

16· ·risk that was isolated, and

17· ·there is no appeal from a

18· ·Written Notification finding.

19· ·There was also no special

20· ·consideration, and I am not

21· ·suggesting that the legislation

22· ·allows for it, but there was no

23· ·special consideration given for

24· ·assessing mistakes that were

25· ·made after the news, after they

26· ·found out about Elizabeth

27· ·Wettlaufer as compared to

28· ·before, and the home was

29· ·certainly in a very stressful

30· ·and different situation after

31· ·the news broke.

32· ·And finally, it is interesting
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·1· ·that the RQI that was done in

·2· ·2016, just before the Wettlaufer

·3· ·confession became public, did

·4· ·not find significant ongoing

·5· ·problems.

·6· ·Now, in terms of some of the

·7· ·problems that do need thoughtful

·8· ·investigation, and it has to do

·9· ·with a lot of the areas of

10· ·non-compliance, and that is the

11· ·mandatory reporting under

12· ·section 24.· And I want to draw

13· ·you to document 55639, which is

14· ·at tab 33.

15· ·Now, this is the memo that was

16· ·sent in February of 2015 in

17· ·response to a sense that the

18· ·industry was not doing well with

19· ·understanding Mandatory and

20· ·Critical Incident Reporting

21· ·requirements.

22· ·And we have this five-page

23· ·basically single-spaced,

24· ·five-and-a-half-page

25· ·single-spaced memo, but the key

26· ·part of the problem is not

27· ·addressed or defined.· If you

28· ·look at the bottom of this first

29· ·page under where it says:

30· ·"[Long-Term Care Homes Act]

31· ·subsection 24(1):· Reporting

32· ·certain matters to the Director.
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·1· ·A person who has reasonable

·2· ·grounds to suspect that any of

·3· ·the following has occurred [...]

·4· ·shall immediately report [...]"

·5· ·The trigger for the section is

·6· ·that the person has to have

·7· ·reasonable grounds.· That is the

·8· ·pre-condition for triggering the

·9· ·section, and yet in the five

10· ·pages that follow, you will not

11· ·find any help with, well, what

12· ·is reasonable grounds?· How do I

13· ·know if I have reasonable

14· ·grounds or not?

15· ·And in fact, even the

16· ·definitions, they are just

17· ·lifted out of the Act.

18· ·And given the movement away from

19· ·compliance advice to pure

20· ·inspection, Ms. Fairchild was

21· ·very frank when I asked her

22· ·about this.· And I asked her,

23· ·Well, what happens if someone

24· ·asks you about it?· And she

25· ·said, Well, all I can really do

26· ·is refer them back to the

27· ·language of the legislation or I

28· ·say to them what do you think.

29· ·We have to get past that.· We

30· ·need to have a more

31· ·collaborative system where in

32· ·this case where an important

http://www.neesonsreporting.com


Page 8724
·1· ·issue is identified for concern,

·2· ·and we see that through the

·3· ·numbers, we have to get past

·4· ·just telling people to read the

·5· ·Act and what do you think.· It

·6· ·is not enough.

·7· ·Now, on this issue of mandatory

·8· ·reporting, I have to address a

·9· ·concern which really I do

10· ·characterize, to use some

11· ·language from this morning, as

12· ·finger-pointing, and I think it

13· ·was unfair.· And this has to do

14· ·with the criticism that was

15· ·levelled against Caressant Care

16· ·for how and when it reported

17· ·learning from the police that an

18· ·investigation of Bethe

19· ·Wettlaufer was underway and that

20· ·she had made some confessions.

21· ·And the context for doing this

22· ·should be tab number 31,

23· ·document 1065, which is the

24· ·Critical Incident Report.

25· ·So what this tells us is that a

26· ·Critical Incident Report was

27· ·opened on October 4th, not

28· ·October 5th, but October 4th at

29· ·15:00 by Caressant Care

30· ·Woodstock, and the description

31· ·of the incident is that:

32· ·"Detective/Constable Overbaugh
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·1· ·came into the home and informed

·2· ·me that Bethe Wettlaufer, a

·3· ·former [nurse], confessed to

·4· ·injecting residents with insulin

·5· ·[causing] their death."

·6· ·No doubt absolutely a shocking

·7· ·bit of information.· They

·8· ·immediately start preparing the

·9· ·Critical Incident Form.· And

10· ·over on the second page, if you

11· ·go to the second page, at the

12· ·very bottom it says that:

13· ·"Carol Hepting, VP of

14· ·Operations, stated she would

15· ·call Ministry of Health, London

16· ·Office in the morning for

17· ·direction."

18· ·Now, Carol Hepting was called in

19· ·the Facilities stage.· She was

20· ·not asked about this.· And we

21· ·didn't know until we got the

22· ·affidavit from the Director that

23· ·the manner in which she found

24· ·out was indirectly through that

25· ·email.

26· ·Now, in the affidavit there is

27· ·no criticism of Caressant Care

28· ·or Mr. Lavelle for the manner in

29· ·which they found out.· That

30· ·criticism only came out during

31· ·the examinations in the Ministry

32· ·phase.· I think that was unfair.
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·1· ·If they wanted to make that an

·2· ·issue, it should have been put

·3· ·to Ms. Hepting, given the

·4· ·knowledge that it was Ms.

·5· ·Hepting who was reporting to the

·6· ·Ministry.

·7· ·And notwithstanding a very

·8· ·thorough and aggressive

·9· ·inspection, no order was made

10· ·that as a result of the manner

11· ·in which on October 4th or 5th

12· ·the Ministry found out, there

13· ·was some non-compliance.

14· ·And quite frankly, I think that

15· ·it was unfair to set it up that

16· ·way without -- after the

17· ·Facility phase was over, after

18· ·Ms. Hepting had given her

19· ·evidence.

20· ·But really it is also, in my

21· ·respectful submission, a real

22· ·double standard, and I say that

23· ·because it was on October 5th

24· ·that the Director starts the

25· ·ball rolling with document

26· ·collection and planning the

27· ·inspection and so on, but then

28· ·we heard the evidence from

29· ·Steven Carswell.

30· ·Steven Carswell is the risk

31· ·management person for the South

32· ·West LHIN.· The South West LHIN
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·1· ·is directly responsible for

·2· ·referring prospective residents

·3· ·to Caressant Care Woodstock.· It

·4· ·is responsible for administering

·5· ·the agreement and flowing the

·6· ·funds to Caressant Care.· It

·7· ·sets performance indicators for

·8· ·Caressant Care.· It also

·9· ·received some complaints about

10· ·the long-term care program.

11· ·When did Steven Carswell and the

12· ·LHIN find out about this

13· ·Wettlaufer event,

14· ·notwithstanding that the

15· ·Ministry was on it from October

16· ·5th?· They found out from the

17· ·press, from the press release,

18· ·and they were never contacted by

19· ·the Ministry, according to

20· ·Steven.· They were never

21· ·involved in the investigation or

22· ·consulted.· The records

23· ·regarding the referral of

24· ·residents to Caressant Care were

25· ·not requested.· It is really a

26· ·double standard.

27· ·And so to suggest that between

28· ·October 5th -- October 4th, when

29· ·a Critical Incident Report is

30· ·opened and Ms. Hepting is taking

31· ·direction and making a

32· ·commitment that she is going to
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·1· ·notify the Ministry, to make

·2· ·such an issue that it somehow

·3· ·taints Caressant Care, when on

·4· ·this issue of sharing of

·5· ·information and reporting, the

·6· ·very LHIN that is responsible

·7· ·isn't told, I think it is unfair

·8· ·and it is indicative of a double

·9· ·standard in the way long-term

10· ·care is treated.

11· ·And I say that because we also

12· ·had evidence about an incident

13· ·that happened with Saint

14· ·Elizabeth when a client's home

15· ·was broken into and insulin was

16· ·missing.· How did that incident

17· ·become known?· According to

18· ·Steven Carswell, that became

19· ·known by the LHIN listening to

20· ·the hearings and listening to

21· ·the evidence of the Saint

22· ·Elizabeth witnesses at the

23· ·Inquiry.· That is how they found

24· ·out about it.

25· ·And yet I haven't heard anyone

26· ·and I haven't read in any of the

27· ·submissions any criticism about

28· ·why that wasn't reported, how it

29· ·was reported.· I mean, we have a

30· ·system where there is an equally

31· ·vulnerable resident population

32· ·in the home care side and
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·1· ·somehow they just don't seem to

·2· ·matter as much.

·3· ·The last point that I want to

·4· ·make about the Act and the

·5· ·regulations, and it is really --

·6· ·it is not a popular question,

·7· ·but I think it is one that needs

·8· ·to be asked and that is, is

·9· ·there a point at which more

10· ·regulations are too much?

11· ·And I actually put this to one

12· ·of the Inspectors, and it was --

13· ·the question for me was

14· ·triggered by an answer that she

15· ·gave about not being able to

16· ·think of an area that wouldn't

17· ·neatly fall into the

18· ·legislation.· And I suggested in

19· ·cross-examination that if you do

20· ·try to create a regulation for

21· ·everything, that it really

22· ·detracts from the health care

23· ·professional's ability to

24· ·exercise their own professional

25· ·judgment.· And the Inspector

26· ·agreed.

27· ·It is a broader question for the

28· ·Commission.· So I think we have

29· ·to be mindful when we are

30· ·looking at solutions and trying

31· ·to improve the system, is

32· ·regulation or is more regulation
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·1· ·going to be the answer?· Not

·2· ·necessarily.· And we have to

·3· ·take that seriously, even though

·4· ·I think there is a natural

·5· ·tendency to think, okay, if we

·6· ·haven't caught this particular

·7· ·activity yet with a regulation,

·8· ·we'll create a regulation.

·9· ·But you know, when Dr. Yorker

10· ·gave her evidence, she said

11· ·there was no direct correlation,

12· ·no data that suggested that a

13· ·more comprehensive level of

14· ·inspections would detect crimes.

15· ·She said there was no

16· ·correlation found between

17· ·environments that have enhanced

18· ·requirements for reporting on

19· ·abuse and neglect in deterring

20· ·serial killers.

21· ·She even said there was no

22· ·direct correlation at all

23· ·between staffing levels in

24· ·health care institutions and

25· ·reducing intentional harm.

26· ·And she also said that you can't

27· ·conclude that a health care

28· ·worker who demonstrates reckless

29· ·or abusive behaviour is more

30· ·likely to be a serial killer.

31· ·The serial killer could just as

32· ·easily be described as a very
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·1· ·good nurse.

·2· ·So we really do have to be

·3· ·careful, and this gets back to,

·4· ·you know, what I said at the

·5· ·outset about our desire to just

·6· ·find an answer and label it and,

·7· ·you know, go with it and satisfy

·8· ·this natural need to say, How is

·9· ·it possible, how could this not

10· ·have been detected?

11· ·Just a couple of -- one more

12· ·issue that I want to address

13· ·before I sit down, and I will

14· ·speak briefly about the

15· ·recommendations.

16· ·But there has been this

17· ·suggestion that we take a closer

18· ·look at the financial side, and

19· ·the suggestion really is, Well,

20· ·what about that Other

21· ·Accommodation?· Why can't we

22· ·just, you know, pull from that

23· ·if we need to to supplement?

24· ·And that is really the thrust of

25· ·what a couple of people said.

26· ·And I think that the answer to

27· ·that is because the Nursing and

28· ·Personal Care Envelope is

29· ·designed specifically to be a

30· ·flow-through to provide for the

31· ·nursing and personal care needs

32· ·in the system.
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·1· ·The OA, the Other Accommodation,

·2· ·has already a very clear and

·3· ·defined use which is set out by

·4· ·the Ministry, and that is in

·5· ·evidence.· It is the document at

·6· ·tab -- it is at your tab 12, and

·7· ·the document number is 72559,

·8· ·and if we could go to page 39 of

·9· ·119.· This is the "Guideline For

10· ·Eligible Expenditures for

11· ·Long-Term Care Homes".· It is

12· ·put out by the Ministry.· And

13· ·here is the section on "Other

14· ·Accommodation", and it helps

15· ·explain that Other Accommodation

16· ·is there to support:

17· ·"Salaries and Wages for OA

18· ·staff", and that is,

19· ·"housekeeping staff, laundry and

20· ·linen services staff, dietary

21· ·services staff, building and

22· ·property operations and

23· ·maintenance staff, and general

24· ·and administrative staff".

25· ·And then it goes on, and we

26· ·don't have to flip through it,

27· ·and it details all of those

28· ·staff.

29· ·And then it says as well that

30· ·the OA is for the equipment, the

31· ·general and administrative

32· ·equipment, which includes
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·1· ·furnishings, and that is dining

·2· ·room, common area, couches,

·3· ·walkers for general use, chairs.

·4· ·It also includes general

·5· ·administrative for education and

·6· ·training.· It also includes

·7· ·association memberships,

·8· ·accreditation fees and licence

·9· ·fees.· It includes building and

10· ·property maintenance.· It

11· ·includes, finally, facility

12· ·costs.· And what are facility

13· ·costs?· That is at page number

14· ·55.· Facility costs are the

15· ·property insurance for fire,

16· ·theft, flood and damage, the

17· ·commercial insurance, the

18· ·communication network, the

19· ·utilities, the taxes, the rent,

20· ·mortgage interest, interest on

21· ·operating line of credit.

22· ·The OA is spoken for and

23· ·defined.

24· ·And in terms of transparency, we

25· ·already know that every single

26· ·home has to publicly post an

27· ·ARR, an Audited Reconciliation

28· ·Report every year, which

29· ·itemizes exactly how public

30· ·funds were spent.· In fact, the

31· ·LHINs even monitor financial

32· ·performance indicators, it is in
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·1· ·the agreement, on debt service

·2· ·ratios and margins.

·3· ·There was also a comment about

·4· ·profit versus not-for-profit.

·5· ·And there is absolutely no

·6· ·evidence that has been called at

·7· ·this Commission that suggests

·8· ·that somehow not-for-profit is

·9· ·either staffed better or doing a

10· ·better job.· And in fact, I went

11· ·through the record, and all I

12· ·could find was a question that

13· ·had been put to Heather

14· ·Nicholas, who was the Director

15· ·of Nursing at Meadow Park,

16· ·because she had come from the

17· ·not-for-profit sector.· She had

18· ·come from the Oneida Home which

19· ·focuses on seniors from First

20· ·Nations.· And she was

21· ·specifically asked, Weren't the

22· ·staffing patterns, the ratios

23· ·better in your not-for-profit

24· ·home?· And she said no, they are

25· ·the same.· That is the evidence

26· ·that we have on that point.

27· ·And in terms of whether the

28· ·not-for-profits versus profits

29· ·are doing a better job, we do

30· ·have, and certainly would be

31· ·open for the Commission Counsel

32· ·to do this research by way of
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·1· ·example, we had Phil Mormon's

·2· ·list of high-risk homes.· And

·3· ·just take a look.· Take a look

·4· ·at the top ten and see whether

·5· ·there is any pattern there,

·6· ·whether somehow for-profit or

·7· ·not-for-profit are

·8· ·disproportionately represented.

·9· ·And for that matter, counsel

10· ·also has access to the data as

11· ·to whether not-for-profit homes

12· ·are disproportionately

13· ·represented in the data which we

14· ·saw from Dr. Hillmer where he

15· ·had picked out 10 or 15 homes

16· ·for monitoring based on an

17· ·observation of which homes had

18· ·deaths far in excess of the

19· ·expected.· There is no

20· ·relationship here.· There is no

21· ·evidence here.

22· ·Commissioner, I just want to

23· ·conclude by highlighting a

24· ·couple of areas that we need to

25· ·review moving forward in terms

26· ·of recommendations, and

27· ·primarily they are along the

28· ·lines that you have already

29· ·heard.

30· ·We need to make nursing and

31· ·long-term care a more desirable

32· ·career destination.· We do that
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·1· ·by making the work environment

·2· ·more hospitable from a

·3· ·regulatory point of view, and we

·4· ·fund it so that there is time,

·5· ·that there is time in the system

·6· ·to do the job that everyone

·7· ·expects.

·8· ·And yes, we can do better with

·9· ·management training.· We can do

10· ·better with skills training.· We

11· ·can do better by having more

12· ·full-time positions.

13· ·We can use technologies when it

14· ·makes sense to because it frees

15· ·up time to spend with residents.

16· ·We can improve the recruitment

17· ·and hiring process.

18· ·We can address the tension in

19· ·the discipline and grievance

20· ·area.

21· ·These are all issues that are

22· ·addressed in not only my closing

23· ·written submissions but in

24· ·everyone's as well, and I think

25· ·as counsel for the victims

26· ·pointed out, it is remarkable

27· ·and I think encouraging that so

28· ·many, so many of the parties who

29· ·approached the issue from

30· ·different perspectives because

31· ·they have different

32· ·responsibilities within the
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·1· ·system have come up with similar

·2· ·recommendations, and that makes

·3· ·them stronger.

·4· ·And if we really do work

·5· ·together and avoid the

·6· ·finger-pointing, then I think we

·7· ·have a much greater chance of

·8· ·coming up with recommendations

·9· ·that will not only be meaningful

10· ·but that will be supported by

11· ·all the different components

12· ·that feed into the system.

13· ·Thank you.

14· ·THE COMMISSIONER:· Thank you

15· ·very much, Mr. Golden.

16· ·MS. HEWITT:· Commissioner, I

17· ·would suggest that this would be

18· ·an appropriate time for the next

19· ·break, and then I can canvass

20· ·with counsel timing for the rest

21· ·of the afternoon.

22· ·THE COMMISSIONER:· All right,

23· ·perfect, thank you.

24· ·-- RECESSED AT 3:26 P.M.

25· ·-- RESUMED AT 3:41 P.M.

26· ·MS. HEWITT:· Good afternoon,

27· ·Commissioner.· Ms. Corrente is

28· ·next on behalf of Meadow Park,

29· ·and then depending upon when she

30· ·finishes, which may not be until

31· ·approximately 5 o'clock or so,

32· ·Ms. McAleer is willing to
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·1· ·continue and do her piece

·2· ·tonight or put it off to

·3· ·tomorrow morning.· So I thought

·4· ·we would just see where we are

·5· ·at the end of Ms. Crombez's

·6· ·presentation.

·7· ·THE COMMISSIONER:· Okay.· Thank

·8· ·you.

·9· ·MS. CORRENTE:· Good afternoon,

10· ·Madam Commissioner.

11· ·THE COMMISSIONER:· Good

12· ·afternoon, Ms. Corrente.

13· ·MS. CORRENTE:· We are here today

14· ·as Participants in this Public

15· ·Inquiry in circumstances borne

16· ·from horrible tragedy.

17· ·Elizabeth Wettlaufer, a

18· ·registered nurse entrusted with

19· ·the care and well-being of our

20· ·elderly murdered eight long-term

21· ·care residents and attempted to

22· ·murder several other vulnerable

23· ·seniors.· Her crimes are

24· ·horrific.

25· ·This morning, we heard from

26· ·Ms. Bertram and the other

27· ·victims' family members.· Their

28· ·grief is profound, and their

29· ·sense of loss is palpable.· Our

30· ·hearts go out to these

31· ·individuals, and I wish to make

32· ·clear that nothing which I say
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·1· ·in my closing submissions today

·2· ·is intended to, in any way,

·3· ·minimize their pain, shirk

·4· ·responsibility, deflect blame,

·5· ·or otherwise downplay the crimes

·6· ·of Elizabeth Wettlaufer.

·7· ·The mandate of this Public

·8· ·Inquiry is to inquire into the

·9· ·events which led to the offenses

10· ·committed by Wettlaufer.· For

11· ·many months now, through these

12· ·Public Hearings, we have

13· ·inquired into the circumstances

14· ·and contributing factors which

15· ·may have allowed these events to

16· ·occur.

17· ·Each of the Participants has

18· ·proposed recommendations in the

19· ·hopes of avoiding a similar

20· ·tragedy in the future.

21· ·As Participants, we are able to

22· ·make submissions to you and

23· ·propose recommendations with the

24· ·benefit of important information

25· ·which many of us did not have

26· ·when Wettlaufer was committing

27· ·her crimes.

28· ·We have this information today

29· ·because Wettlaufer provided

30· ·detailed confessions of her

31· ·wrongdoing while she was a

32· ·patient at CAMH and later to
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·1· ·police.

·2· ·We have this information because

·3· ·Commission Counsel gathered

·4· ·thousands of documents,

·5· ·interviewed dozens of people

·6· ·including Wettlaufer herself,

·7· ·consulted with experts and

·8· ·presented the evidence during

·9· ·many weeks of our Public

10· ·Hearings.

11· ·So today, it is only with this

12· ·ample information and in

13· ·hindsight and carefully

14· ·analyzing events and surrounding

15· ·circumstances after they

16· ·happened that we are able to

17· ·understand why Wettlaufer's

18· ·crimes went undetected.

19· ·And I'm going to say

20· ·"undetected" as opposed to

21· ·"undetected for so long" because

22· ·the truth of the matter is they

23· ·went undetected, and but for her

24· ·confessions, we may never have

25· ·learned of them.

26· ·I think we can all agree that at

27· ·the time that Wettlaufer was

28· ·intentionally harming her

29· ·victims, no one suspected her,

30· ·not nursing, medical, or care

31· ·staff of the homes, Union

32· ·representatives, the victims'

http://www.neesonsreporting.com


Page 8741
·1· ·families, local coroners, the

·2· ·College of Nurses, or Ministry

·3· ·of Health of Long-Term Care

·4· ·inspectors.· No one ever

·5· ·suspected that Wettlaufer was

·6· ·injecting residents with fatal

·7· ·amounts of insulin with the

·8· ·intent to cause their death.

·9· ·In my respectful submission, it

10· ·is imperative that when we

11· ·examine the events which led to

12· ·Wettlaufer's offenses we not

13· ·lose sight of the fact that we

14· ·are doing so with the benefit of

15· ·hindsight.

16· ·All of us went into this Inquiry

17· ·knowing that Wettlaufer is a

18· ·serial killer, and it is easy to

19· ·say that certain things ought to

20· ·have been done in a certain way

21· ·or should have been done

22· ·differently.

23· ·But at the time that Wettlaufer

24· ·was committing her crimes, there

25· ·was no reason for anyone -- and

26· ·I'm going to borrow a term from

27· ·the Goudge Inquiry.· There was

28· ·no reason for anyone to "think

29· ·dirty" about Wettlaufer in her

30· ·dealings with others.

31· ·Quite the opposite, her

32· ·employers, their staff, the
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·1· ·residents, the families, they

·2· ·trusted Wettlaufer at the time

·3· ·and reasonably so because she

·4· ·was a long-time registered nurse

·5· ·with experience in caring for

·6· ·long-term care residents.

·7· ·So during this Inquiry, we must

·8· ·be objective when looking at

·9· ·these tragedy events.· We must

10· ·not import any bias formed by

11· ·our knowledge today of how these

12· ·terrible circumstances unfolded

13· ·into our analysis.

14· ·We need to put ourselves in the

15· ·position of those individuals

16· ·who were interacting with

17· ·Wettlaufer between 2007 and 2016

18· ·and consider only what

19· ·information they knew at the

20· ·time before we make judgments,

21· ·before we seize upon purported

22· ·missed opportunities, before we

23· ·cast any aspersions.

24· ·That said, with hindsight, with

25· ·the hindsight that we have

26· ·today, we will hopefully be able

27· ·to formulate recommendations

28· ·that will be instrumental in

29· ·improving our long-term care

30· ·sector.

31· ·In reviewing the written

32· ·submissions submitted by the
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·1· ·other Participants and in

·2· ·hearing the comments of counsel

·3· ·of the Victims' Groups today,

·4· ·there are many recommendations

·5· ·which we support; there are many

·6· ·that we have in common.

·7· ·However, it appears that some

·8· ·Participants have seized upon

·9· ·two purported missed

10· ·opportunities in regards to

11· ·Meadow Park's dealings with

12· ·Wettlaufer.

13· ·Firstly, in relation to Meadow

14· ·Park's hiring of Wettlaufer; and

15· ·secondly, in regard to Meadow

16· ·Park not having reported

17· ·Wettlaufer to the College of

18· ·Nurses after she resigned her

19· ·employment.

20· ·In my view, with all due respect

21· ·to my fellow Participants, to

22· ·see these matters as missed

23· ·opportunities is simplistic,

24· ·unfair, and unfounded.

25· ·For reasons which I will get

26· ·into in a moment, given what the

27· ·staff at Meadow Park knew at the

28· ·time and given what they did not

29· ·know in 2014, their actions in

30· ·relation to Wettlaufer were

31· ·entirely reasonable and without

32· ·fault; however, in 2014, there
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·1· ·were many factors at play

·2· ·unrelated to Meadow Park, which

·3· ·may have contributed to

·4· ·Wettlaufer's crimes going

·5· ·undetected, and I will touch

·6· ·upon some of these this

·7· ·afternoon.

·8· ·Elizabeth Wettlaufer began her

·9· ·employment at Meadow Park in

10· ·April 2014.· She resigned only

11· ·five months later in September.

12· ·One month before resigning on

13· ·August 23rd, she fatally

14· ·injected Arpad Horvath, a

15· ·75-year-old resident at Meadow

16· ·Park with non-therapeutic

17· ·insulin.· Sadly, Mr. Horvath

18· ·passed away in hospital one week

19· ·later.· He was Wettlaufer's only

20· ·victim at Meadow Park.

21· ·Like most of us in 2014, the

22· ·staff at Meadow Park knew

23· ·nothing about the phenomenon of

24· ·health care serial killers in

25· ·Canada.

26· ·Our expert in health care serial

27· ·killers, Beatrice Crofts

28· ·Yorker -- Professor Crofts

29· ·Yorker -- testified at this

30· ·Inquiry that, prior to

31· ·Wettlaufer, there never before

32· ·in Canadian history had been a
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·1· ·case of murder of a long-term

·2· ·care resident by a health

·3· ·professional.

·4· ·The only case of suspected

·5· ·murder by a health care

·6· ·professional in Canada had

·7· ·occurred in hospital some

·8· ·33 years earlier, and no one was

·9· ·ever convicted.

10· ·Given the rarity of health care

11· ·serial killers generally and its

12· ·non-existence in Canadian

13· ·long-term care in 2014, there

14· ·was absolutely no basis

15· ·whatsoever for staff at Meadow

16· ·Park to view the actions of

17· ·Wettlaufer -- or any nurse, for

18· ·that matter -- as in any way

19· ·linked to a potential for

20· ·intentional harm.

21· ·The phenomenon of health care

22· ·serial killers was simply on no

23· ·one's radar at the time.· So

24· ·with that said, let's turn to

25· ·the hiring of Wettlaufer by

26· ·Meadow Park.

27· ·Like other long-term care homes,

28· ·Meadow Park needed a certain

29· ·number of RNs on staff in order

30· ·to properly care for residents

31· ·and to meet the requirements of

32· ·the Long-Term Care Homes Act.
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·1· ·In April 2014, Meadow Park knew

·2· ·that it was in need of a

·3· ·registered nurse.

·4· ·During the Public Hearings,

·5· ·Heather Nicholas, the director

·6· ·of care at Meadow Park in 2014,

·7· ·described the circumstances

·8· ·surrounding her hiring of

·9· ·Wettlaufer.

10· ·Before I discuss those

11· ·circumstances, it is important

12· ·to note that Ms. Nicholas had

13· ·considerable experience with

14· ·hiring nursing staff in her

15· ·previous employment at another

16· ·long-term care home.

17· ·She testified to having hired 55

18· ·nursing staff including 25

19· ·registered staff in addition to

20· ·managers and PSWs.

21· ·Ms. Nicholas's evidence was that

22· ·nothing about Wettlaufer

23· ·presented differently from other

24· ·nurses that she had previously

25· ·hired.· She had no reason to be

26· ·suspicious.

27· ·The hiring process of Wettlaufer

28· ·began at Meadow Park when

29· ·Wettlaufer applied for

30· ·employment on April 13th, 2014,

31· ·by submitting her résumé.

32· ·And if we can bring up that
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·1· ·résumé, it's Document 17513.

·2· ·And I apologize.· I have

·3· ·prepared a Document Brief for

·4· ·you, Madam Commissioner, but

·5· ·it's the one document that I

·6· ·thought to include afterward, so

·7· ·it's not in that Document Brief.

·8· ·THE COMMISSIONER:· Okay.· Thank

·9· ·you.

10· ·MS. STRATTON:· 17513?

11· ·MS. CORRENTE:· Yes, please.

12· ·THE COMMISSIONER:· Thank you.

13· ·MS. CORRENTE:· If we look at

14· ·Wettlaufer's résumé, we see that

15· ·it indicates that she had been a

16· ·registered nurse in the Province

17· ·of Ontario from 1995 to present

18· ·and that she had 18 years of

19· ·experience in long-term care and

20· ·assisted living care.

21· ·And if you scroll down a little,

22· ·you'll see that she listed her

23· ·professional experience with

24· ·Caressant Care Woodstock being

25· ·listed as her most recent

26· ·employer where she had been

27· ·employed for almost seven years

28· ·between 2007 and 2014.

29· ·What Ms. Nicholas knew at the

30· ·time was that she had received a

31· ·résumé from a registered nurse

32· ·documenting several years of
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·1· ·experience in long-term care.

·2· ·Some may agree or disagree that

·3· ·Wettlaufer's résumé was

·4· ·impressive, but at the very

·5· ·least, it absolutely gave no

·6· ·concern to anyone who was

·7· ·reviewing it.· There would have

·8· ·been no reason to.

·9· ·Accordingly, Heather Nicholas

10· ·offered Wettlaufer an interview.

11· ·We see that Wettlaufer's résumé

12· ·made not mention of her

13· ·employment at Geraldton

14· ·Hospital.

15· ·Some Participants have

16· ·questioned why Ms. Nicholas did

17· ·not look more critically at

18· ·Wettlaufer's résumé and question

19· ·purported gaps in it.· To be

20· ·fair, there were no gaps in the

21· ·résumé.· Wettlaufer had listed

22· ·her previous employers dating

23· ·back to 1996.

24· ·There was no possible way that

25· ·Ms. Nicholas could identify a

26· ·gap in 1995 when Wettlaufer

27· ·worked as an RN for Geraldton

28· ·for only three short months.

29· ·Further, Ms. Nicholas testified

30· ·that she was not concerned that

31· ·Wettlaufer had been working at

32· ·Christian Horizons as support
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·1· ·staff from 1996 to 2007.

·2· ·At the end of the day, according

·3· ·to the résumé, Wettlaufer had

·4· ·been working as an RN in

·5· ·long-term care for the past

·6· ·seven years.

·7· ·To suggest that Wettlaufer's

·8· ·employment as a support worker

·9· ·prior to joining Caressant Care

10· ·should have been viewed as odd

11· ·or unusual by Ms. Nicholas is an

12· ·unfair expectation, in my

13· ·submission.· Remember,

14· ·Ms. Nicholas was not seeing

15· ·Wettlaufer through the lens that

16· ·we see Wettlaufer today.· She

17· ·had no idea that Wettlaufer was

18· ·someone who was capable of

19· ·intentionally harming others.

20· ·After reviewing the résumé on

21· ·April the 14th, Wettlaufer was

22· ·granted an interview at Meadow

23· ·Park.· She was interviewed first

24· ·as part of a group and then on

25· ·her own.

26· ·Meadow Park followed a job

27· ·interview guidebook created by

28· ·Jarlette known as "Hiring the

29· ·Jarlette Way."· This required

30· ·all candidates to participate in

31· ·a group interview with several

32· ·members of management and other
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·1· ·candidates who were applying and

·2· ·had nursing and personal support

·3· ·backgrounds.

·4· ·The purpose of the group

·5· ·interview was to assess a

·6· ·candidate's ability to interact

·7· ·with others, their compatibility

·8· ·with work, their critical

·9· ·thinking, their leadership

10· ·qualities, and how they worked

11· ·in a team.

12· ·In its closing submissions, the

13· ·Ontario Nurses Association

14· ·acknowledged that Jarlette had

15· ·the most sophisticated hiring

16· ·process.

17· ·Ms. Nicholas's recollection was

18· ·that Wettlaufer was "very nice"

19· ·and "professional" -- those were

20· ·her words -- during the group

21· ·interview.

22· ·After the group interview,

23· ·Wettlaufer was interviewed on

24· ·her own by Ms. Nicholas.

25· ·Ms. Nicholas testified that

26· ·Wettlaufer presented as very

27· ·knowledgeable and very

28· ·professional in the individual

29· ·interview.· She discussed with

30· ·Wettlaufer the reasons why she

31· ·was no longer working at

32· ·Caressant Care Woodstock.
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·1· ·Wettlaufer advised that she had

·2· ·left Caressant Care as a result

·3· ·of a medication error involving

·4· ·insulin that got noticed.

·5· ·Ms. Nicholas did not make light

·6· ·of this information; rather, she

·7· ·recorded it in her notes of

·8· ·Wettlaufer's interview and

·9· ·discussed the incident with two

10· ·staff at Caressant Care when she

11· ·checked references.

12· ·Ms. Nicholas called three people

13· ·for employment references

14· ·regarding Wettlaufer.

15· ·At this time, I'd like to call

16· ·up the Applicant Reference Check

17· ·Form, which would be at tab 1 of

18· ·your Document Brief, Madam

19· ·Commissioner, and it is Document

20· ·17516.

21· ·The Applicant Reference Check

22· ·Form was completed by

23· ·Ms. Nicholas as she called

24· ·Ms. Wettlaufer's references, and

25· ·it appears that the first person

26· ·she called was David Petkau from

27· ·Christian Horizons.

28· ·And if we look to the comments

29· ·that were -- the questions asked

30· ·and the comments made, indeed we

31· ·see a very positive reference

32· ·that's been provided.
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·1· ·So for instance, he's asked:

·2· ·"Question:· In what capacity did

·3· ·you know the applicant?

·4· ·Answer:· As a support worker,

·5· ·RN.

·6· ·Question:· For how long?

·7· ·Answer:· I hired Bethe 13 years,

·8· ·supervised for 6 years.

·9· ·Question:· What specifically did

10· ·she do?

11· ·Answer:· Frontline support

12· ·worker, dispensed.

13· ·Question:· Performance, quality

14· ·and quantity?"

15· ·And he says:

16· ·"Answer:· Goes back.· Always, I

17· ·had a lot of trust.

18· ·Question:· Did her peers like

19· ·and respect her?

20· ·Answer:· Yes.

21· ·Question:· Problem solving

22· ·ability?

23· ·Answer:· Able to work,

24· ·technical, very valued."

25· ·Further down:

26· ·"Question:· Work habits?

27· ·Answer:· Very good.

28· ·Question:· Attendance?

29· ·Answer:· No problems."

30· ·And I'm just summarizing.

31· ·"Question:· Would you rehire

32· ·her?
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·1· ·Answer:· Yes.

·2· ·Question:· Are there any

·3· ·negative aspects or weaknesses?

·4· ·Answer:· No, nothing."

·5· ·And then in some of his other

·6· ·comments, he says:

·7· ·"Answer:· She was very good,

·8· ·well-rounded, honest person,"

·9· ·and then further off to the

10· ·right, "very positive, very

11· ·dedicated."

12· ·If we go to the next page, we

13· ·see a summary of Ms. Nicholas's

14· ·discussions with Sandra

15· ·Fluttert, a registered nurse at

16· ·Caressant Care Woodstock who was

17· ·known to be Bethe's supervisor.

18· ·Sandra said:

19· ·"Question:· Performance?

20· ·Answer:· Good worker.· Slow at

21· ·some tasks.· Very good with

22· ·residents.

23· ·Question:· Do peers like and

24· ·respect her?

25· ·Answer:· Yes."

26· ·Further down:

27· ·"Question:· What were the

28· ·circumstances surrounding her

29· ·leaving?

30· ·Answer:· A personal conflict,

31· ·both sides with manager.· Others

32· ·involved in medication error,
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·1· ·not just her.

·2· ·Question:· What were strengths?

·3· ·Answer:· Cared [for] residents,

·4· ·always early, loved to mentor

·5· ·and teach, good with students,

·6· ·health care professional, good

·7· ·teacher.

·8· ·Question:· Any negative aspects

·9· ·or weaknesses?

10· ·Answer:· Nothing.

11· ·Question:· Additional comments?

12· ·Answer:· A co-worker, we make

13· ·mistakes, but there was not..."

14· ·I believe it says, "...but these

15· ·were not just her.· Several

16· ·nurses."

17· ·The third reference that was

18· ·contacted:· A co-worker from

19· ·Caressant Care Woodstock who had

20· ·worked with Bethe for five to

21· ·six years, Jennifer Hague.

22· ·Jennifer Hague was asked about

23· ·Wettlaufer's performance:

24· ·"Answer:· Very good.

25· ·Compassion.

26· ·Question:· What were the

27· ·circumstances surrounding her

28· ·leaving?

29· ·Answer:· Med error.· I wasn't in

30· ·on it.· Multiple people were

31· ·involved.· Couple med errors.

32· ·Question:· What were her
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·1· ·strengths?

·2· ·Answer:· A lot of compassion.

·3· ·Question:· Any negative aspects

·4· ·or weaknesses?

·5· ·Answer:· Not really."

·6· ·So we can see from this document

·7· ·and from the testimony given by

·8· ·Ms. Nicholas that all three

·9· ·people to whom she spoke

10· ·provided positive references.

11· ·Two of them had supervised

12· ·Wettlaufer.· All three

13· ·references indicated that they

14· ·would rehire her.

15· ·When asked about the

16· ·circumstances surrounding

17· ·Wettlaufer's departure from CC,

18· ·from Caressant Care Woodstock,

19· ·Ms. Fluttert and Ms. Hague both

20· ·advised Ms. Nicholas that it was

21· ·due to a medication error that

22· ·also involved others.

23· ·None of these employment

24· ·references expressed negative

25· ·comments about Wettlaufer,

26· ·although they were specifically

27· ·asked for negative feedback.

28· ·Ms. Nicholas's inquiries into

29· ·Wettlaufer did not stop there.

30· ·As required by the Long-Term

31· ·Care Home Act, she completed a

32· ·police check including a
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·1· ·Vulnerable Sector Screen.

·2· ·That's at Document 2 of your

·3· ·brief.· It's Document No. 17523.

·4· ·The Woodstock Police Service

·5· ·confirmed that Ms. Wettlaufer

·6· ·had no criminal background, and

·7· ·she was cleared for employment

·8· ·with the vulnerable sector.

·9· ·Go further down.

10· ·"Clearance for employment with

11· ·the vulnerable sector."

12· ·After that, Ms. Nicholas

13· ·searched the CNO's Find-a-Nurse

14· ·database to confirm that

15· ·Wettlaufer was registered and in

16· ·good standing with her

17· ·regulatory body.

18· ·That document is at tab 3 of

19· ·your brief.· It's Document

20· ·17528.

21· ·And you can see from the

22· ·Find-a-Nurse search, again on

23· ·the right-hand side, it says:

24· ·"Entitled to practice with no

25· ·restrictions."

26· ·The College's Find-a-Nurse

27· ·database does not indicate

28· ·whether a nurse is under

29· ·investigation or if mandatory

30· ·reports have been filed in

31· ·relation to a nurse.

32· ·Further, in 2014, findings of
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·1· ·incapacity were not listed on

·2· ·the -- were only listed on the

·3· ·database for a limited period of

·4· ·time.

·5· ·Find-a-Nurse also does not list

·6· ·the employment history of a

·7· ·nurse; therefore, when

·8· ·Wettlaufer was hired, and

·9· ·throughout her employment at

10· ·Meadow Park for that matter, the

11· ·home was entirely unaware that

12· ·Wettlaufer had worked at

13· ·Geraldton Hospital, had

14· ·previously been found to be

15· ·incapacitated by the fitness to

16· ·practice committee of the

17· ·College, or that Wettlaufer had

18· ·been reported to the College by

19· ·Caressant Care Woodstock.· The

20· ·College never shared this

21· ·information with Meadow Park.

22· ·Ms. Nicholas testified that had

23· ·she known about the incident at

24· ·Geraldton, it may have affected

25· ·her decision to hire Wettlaufer.

26· ·Finally, as part of

27· ·Ms. Nicholas's screening process

28· ·during hiring, in view of the

29· ·medication error made at

30· ·Caressant Care, Ms. Nicholas

31· ·asked Wettlaufer to take a

32· ·medication safety test developed
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·1· ·by the College.

·2· ·That's at tab 4 of your brief;

·3· ·that document is 17562.

·4· ·And you can see from that test

·5· ·that there's a maximum score of

·6· ·9, and the score registered on

·7· ·it is 9, so Wettlaufer got a

·8· ·perfect score when tested for

·9· ·medication safety.

10· ·In his submissions, Mr. Van

11· ·Kralingen took us to an excerpt

12· ·from his cross-examination of

13· ·Ms. Nicholas in which she said

14· ·that Meadow Park had no reason

15· ·to want to know about the

16· ·underlying circumstances of

17· ·Wettlaufer's termination from

18· ·Caressant Care; however, we have

19· ·not been provided with the

20· ·entire exchange between counsel

21· ·and Ms. Nicholas, and I'd like

22· ·to take you to that.

23· ·That is at tab 5 of the Brief of

24· ·Documents, and it's the

25· ·transcript dated June 19th, page

26· ·2242.· That would be Day 10, and

27· ·if we could go to line 20?

28· ·Thank you.

29· ·So Mr. Van Kralingen asked:

30· ·"Question:· Would you agree with

31· ·me that Meadow Park had no

32· ·incentive to find out the
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·1· ·underlying circumstances

·2· ·surrounding Ms. Wettlaufer's

·3· ·termination?

·4· ·Answer:· I wouldn't agree with

·5· ·that, no.

·6· ·Question:· What were the

·7· ·incentives for Meadow Park to

·8· ·find out the circumstances of

·9· ·her termination?

10· ·Answer:· That was not Meadow

11· ·Park's decision; it was my

12· ·decision.· I looked -- I did her

13· ·reference check.· She was --

14· ·with her co-workers, supervisor,

15· ·they seemed really well.· Her

16· ·references were really well.

17· ·So, to me, I didn't have a

18· ·concern."

19· ·In my submission, the

20· ·implications of what she was

21· ·saying was not suggesting that

22· ·Meadow Park was prepared to hire

23· ·just anyone without making

24· ·proper inquiries.

25· ·What Ms. Nicholas was trying to

26· ·explain, in my submission, is

27· ·that she had already been

28· ·advised by two staff members

29· ·including a former supervisor at

30· ·Caressant Care Woodstock of the

31· ·circumstances surrounding

32· ·Wettlaufer's termination, and
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·1· ·Ms. Nicholas had no concerns.

·2· ·She was told that Wettlaufer had

·3· ·made a medication error in which

·4· ·other nurses were also involved.

·5· ·We've heard from our expert,

·6· ·Professor Yorker; we've seen the

·7· ·College of Nurses' submissions

·8· ·in closing.· Both confirmed that

·9· ·medication errors are common,

10· ·and even the most competent

11· ·nurses can make medication

12· ·errors.· Ms. Nicholas testified

13· ·that she knew that it was not

14· ·unusual for nurses to make such

15· ·errors.· She said, after all, we

16· ·are all humans and make

17· ·mistakes.

18· ·In summary, at the time that

19· ·Meadow Park hired Wettlaufer,

20· ·here is what the home did not

21· ·know:· The home did not know

22· ·that there was such a thing as

23· ·health care serial killers in

24· ·Canadian long-term care.

25· ·The home did not know that

26· ·Wettlaufer had a history of

27· ·mental health diagnoses, which

28· ·included major depression,

29· ·obsessive-compulsive behaviour,

30· ·borderline personality disorder,

31· ·which required treatment in a

32· ·psychiatric hospital.
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·1· ·Meadow Park did not know that

·2· ·Wettlaufer required

·3· ·antipsychotics, antidepressants,

·4· ·and anti-obsessional medications

·5· ·to treat her illnesses.

·6· ·Meadow Park did not know that

·7· ·Wettlaufer suffered from

·8· ·alcoholism, which began while

·9· ·she was a nursing student.

10· ·The home did not know that

11· ·Wettlaufer had a substance abuse

12· ·problem, which included drug

13· ·diversion of medication from her

14· ·previous employer, Geraldton

15· ·Hospital.

16· ·Meadow Park did not know that

17· ·Wettlaufer had had multiple

18· ·suicide attempts.

19· ·It didn't know that she had

20· ·overdosed on Ativan, which she

21· ·diverted while working at

22· ·Geraldton in a suicide attempt.

23· ·Meadow Park did not know that

24· ·Wettlaufer had been found to be

25· ·incapacitated by the College's

26· ·fitness to practice committee

27· ·and had terms and conditions

28· ·imposed on her practice for one

29· ·year, which included treatment

30· ·by an addiction specialist.

31· ·Finally, Meadow Park did not

32· ·know that Caressant Care

http://www.neesonsreporting.com


Page 8762
·1· ·Woodstock filed a mandatory

·2· ·report with the College

·3· ·regarding Wettlaufer's

·4· ·termination of employment.· When

·5· ·Wettlaufer was hired by Meadow

·6· ·Park, Caressant Care had not yet

·7· ·filed that report, and the

·8· ·College never provided this

·9· ·information to Meadow Park.

10· ·In the absence of knowing this

11· ·key information, Meadow Park had

12· ·no reason to look beyond the

13· ·information it had.· Meadow

14· ·Park's hiring of Wettlaufer was

15· ·not a perfunctory process as has

16· ·been alleged.· Wettlaufer was

17· ·not hired in haste.

18· ·Heather Nicholas conducted

19· ·several background checks.

20· ·Based on these inquiries made by

21· ·Ms. Nicholas, this is what

22· ·Meadow Park did know about

23· ·Ms. Wettlaufer at the time that

24· ·it decided to hire her:

25· ·Wettlaufer had been licensed as

26· ·a registered nurse for 19 years.

27· ·She had seven years of recent

28· ·experience as an RN in long-term

29· ·care.· She had no criminal

30· ·record.· She was in good

31· ·standing with the College and

32· ·entitled to practice without
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·1· ·restrictions.· She was viewed

·2· ·very positively as a nurse by

·3· ·her former supervisors and

·4· ·co-workers.· She had been let by

·5· ·go by Caressant Care for a

·6· ·medication error, which was not

·7· ·uncommon for nurses to make, and

·8· ·there was a personality conflict

·9· ·with management.· She got a

10· ·perfect score on the College's

11· ·medication safety test, and she

12· ·presented pleasantly and

13· ·professionally during her job

14· ·interviews at Meadow Park.

15· ·Based on what was known to

16· ·Meadow Park at the time, there

17· ·was no reason for Ms. Nicholas

18· ·to dig deeper into the

19· ·circumstances of Wettlaufer's

20· ·departure from Caressant Care.

21· ·She did not know what we know

22· ·today about Wettlaufer.· She did

23· ·not have the benefit of our

24· ·hindsight.

25· ·To the extent that Meadow Park's

26· ·hiring process relating to

27· ·Wettlaufer has been criticized

28· ·by some Participants, what these

29· ·Participants expect rather

30· ·unfairly, in my submission, is

31· ·that Ms. Nicholas would have

32· ·examined Wettlaufer through the
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·1· ·lens that we see Wettlaufer

·2· ·today:· With a lens of

·3· ·suspicion, and Ms. Nicholas had

·4· ·absolutely no basis for doing

·5· ·that.

·6· ·With respect, the hiring of

·7· ·Elizabeth Wettlaufer was not a

·8· ·missed opportunity by Meadow

·9· ·Park.· The truth be told, had

10· ·Meadow Park not hired Elizabeth

11· ·Wettlaufer, she simply would

12· ·have been hired elsewhere.

13· ·With that said, Meadow Park

14· ·acknowledges that certain

15· ·improvements can be made in the

16· ·recruitment of nurses by the

17· ·long-term care sector.

18· ·Like other Participants, we

19· ·support that the College

20· ·maintain a registry for

21· ·employers containing the

22· ·qualifications and complete

23· ·employment history of nurses to

24· ·prevent possible falsification

25· ·of credentials.

26· ·The public registry should also

27· ·advise employers and prospective

28· ·employers regarding the status

29· ·and outcomes of College

30· ·investigations into a nurse's

31· ·practice.

32· ·We support giving consideration
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·1· ·to implementing immunity

·2· ·legislation for employers so

·3· ·that they can provide honest

·4· ·information to prospective

·5· ·employers about adverse

·6· ·incidents and reasons for

·7· ·termination of employment of a

·8· ·nurse.

·9· ·Finally, we support the

10· ·development of best practice

11· ·hiring guidelines for the

12· ·long-term care sector.

13· ·Next, I'd like to turn to the

14· ·resignation of Elizabeth

15· ·Wettlaufer.

16· ·It is undisputed that Wettlaufer

17· ·provided a letter of resignation

18· ·to Meadow Park on September the

19· ·25th, 2014.· It is also

20· ·undisputed that her last day of

21· ·work at Meadow Park was

22· ·September the 26th, the

23· ·following day.

24· ·We know that after Wettlaufer

25· ·resigned from Meadow Park and

26· ·stopped working there, she

27· ·revealed to Heather Nicholas

28· ·that she had overdosed and was

29· ·hospitalized over the

30· ·September 27th weekend.

31· ·We also know that narcotics,

32· ·specifically a card of
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·1· ·hydromorphone, was discovered

·2· ·missing by Meadow Park on

·3· ·October 2nd, 2014.

·4· ·Although Meadow Park suspected

·5· ·Wettlaufer, neither the home nor

·6· ·police were able to prove that

·7· ·Wettlaufer had stolen the

·8· ·narcotics.

·9· ·For reasons which I will now

10· ·explain, it is Meadow Park's

11· ·firm position that in all of the

12· ·circumstances, it had no

13· ·obligation to make a mandatory

14· ·report regarding Wettlaufer to

15· ·the College of Nurses after she

16· ·resigned.

17· ·Before I get into the

18· ·requirements for mandatory

19· ·reporting to the College, it is

20· ·important to recall the

21· ·circumstances surrounding

22· ·Wettlaufer's resignation from

23· ·Meadow Park.

24· ·As I mentioned, she provided a

25· ·letter of resignation on

26· ·September the 25th.· Let's bring

27· ·that one up.· It's at tab 6 of

28· ·your Document Brief, and it's

29· ·Document 17578.

30· ·The letter of resignation was

31· ·intended for Heather Nicholas,

32· ·and it thanked Heather for the
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·1· ·opportunity for working at

·2· ·Meadow Park, and then it went on

·3· ·to say:

·4· ·"Unfortunately, I must tender my

·5· ·resignation.· I have an illness

·6· ·which will require long-term

·7· ·treatment.· I will be unable to

·8· ·work during this treatment and

·9· ·also unable to work as an RN

10· ·following treatment."

11· ·And in the circumstances,

12· ·Wettlaufer provided working

13· ·notice of her resignation

14· ·effective October the 15th.

15· ·The letter makes no mention of

16· ·the nature of Wettlaufer's

17· ·illness.· At the time, Meadow

18· ·Park was entirely unaware that

19· ·Wettlaufer had a substance abuse

20· ·issue and a history of diverting

21· ·medications.

22· ·Despite providing working

23· ·notice, Wettlaufer's last day at

24· ·Meadow Park was actually the

25· ·evening shift on Friday,

26· ·September the 26th.· The reason

27· ·being was over the weekend of

28· ·September the 27th, she was

29· ·hospitalized due to a drug

30· ·overdose.

31· ·Ms. Nicholas's evidence was that

32· ·Wettlaufer advised her of the
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·1· ·overdose and hospitalization on

·2· ·Tuesday, September the 30th.

·3· ·The following day on October

·4· ·the 1st, Wettlaufer attended at

·5· ·Meadow Park and provided a note

·6· ·from her physician.

·7· ·And we can bring that note up.

·8· ·It's at tab 7 of the Document

·9· ·Brief, and it's Document 17579.

10· ·The note says:

11· ·"This letter is to certify that

12· ·the above patient was assessed

13· ·in this office and is

14· ·recommended to be off until

15· ·further notice."

16· ·At that point in time, what

17· ·Ms. Nicholas knew was that

18· ·Wettlaufer had been forthcoming

19· ·about having had a drug

20· ·overdose, intended to remove

21· ·herself from practice to get

22· ·treatment for her illness, and

23· ·was under the care of a doctor.

24· ·After Wettlaufer had resigned

25· ·from her employment at Meadow

26· ·Park on October 2nd, 2014,

27· ·narcotics were discovered

28· ·missing from the home.· It was

29· ·brought to the attention of the

30· ·home's co-director of care by

31· ·nursing staff that a one

32· ·milligram card of hydromorphone
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·1· ·was missing.

·2· ·Meadow Park conducted a thorough

·3· ·investigation into this

·4· ·incident.· It knew that--

·5· ·THE COMMISSIONER:· Sorry to

·6· ·interrupt you.· Can you start

·7· ·that full sentence all over

·8· ·again?

·9· ·MS. CORRENTE:· "After Wettlaufer

10· ·had resigned"?

11· ·THE COMMISSIONER:· Just before

12· ·that.· So October 1, Wettlaufer

13· ·goes to Meadow Park with the

14· ·doctor's note.

15· ·MS. CORRENTE:· Yes.

16· ·THE COMMISSIONER:· Right after

17· ·that sentence.

18· ·MS. CORRENTE:· Okay.· So at that

19· ·point on October 1st, what

20· ·Ms. Nicholas knew was that

21· ·Wettlaufer had been forthcoming

22· ·about having had a drug

23· ·overdose.

24· ·THE COMMISSIONER:· And that was

25· ·from a September 30th meeting?

26· ·MS. CORRENTE:· Yes.

27· ·THE COMMISSIONER:· Yes.

28· ·MS. CORRENTE:· Intended to

29· ·remove herself from practice

30· ·based on the doctor's note to

31· ·get treatment for her illness,

32· ·also based from the letter of
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·1· ·resignation, and was under the

·2· ·care of a doctor.

·3· ·THE COMMISSIONER:· Okay, sorry.

·4· ·MS. CORRENTE:· And if I'm going

·5· ·too fast, please slow me down.

·6· ·THE COMMISSIONER:· No, that's

·7· ·fine.· Thank you.

·8· ·MS. CORRENTE:· Thank you.· After

·9· ·Ms. Wettlaufer had resigned from

10· ·her employment at Meadow Park on

11· ·October 2nd --

12· ·THE COMMISSIONER:· So that's the

13· ·problem that I have.· She

14· ·tendered a letter of resignation

15· ·on September 25th.· So how are

16· ·you saying she resigned on

17· ·October 2nd?

18· ·MS. CORRENTE:· No, no, no.· What

19· ·I'm saying is after her

20· ·resignation on October 2nd -- so

21· ·the October 2nd incident

22· ·happened after her resignation.

23· ·Sorry.· I can take that first

24· ·line out if it's confusing.

25· ·THE COMMISSIONER:· It is

26· ·confusing --

27· ·MS. CORRENTE:· Okay.

28· ·THE COMMISSIONER:· -- because

29· ·it's difficult because you have

30· ·a time lag in there, so --

31· ·MS. CORRENTE:· Fine.· So let's

32· ·forget that and just say on
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·1· ·October the 2nd, narcotics were

·2· ·discovered missing from the

·3· ·home.

·4· ·THE COMMISSIONER:· Yes.

·5· ·MS. CORRENTE:· It was brought to

·6· ·the attention of the home's

·7· ·co-director of care by nursing

·8· ·staff that a one milligram card

·9· ·of hydromorphone was missing.

10· ·Meadow Park conducted a thorough

11· ·investigation into the incident.

12· ·It knew that Wettlaufer was

13· ·working on September the 26th

14· ·when the drugs were delivered to

15· ·the home by the pharmacy for a

16· ·resident in Wettlaufer's home

17· ·area; however, there was no

18· ·evidence directly linking

19· ·Wettlaufer to the theft.· Meadow

20· ·Park reported the incident to

21· ·police and to the Ministry of

22· ·Health.

23· ·Staff shared that they suspected

24· ·Wettlaufer; however, police did

25· ·not have enough on Wettlaufer to

26· ·lay charges.· The Ministry made

27· ·no findings of non-compliance

28· ·against Meadow Park.

29· ·Meadow Park never admitted --

30· ·sorry, Wettlaufer never admitted

31· ·to Meadow Park that she diverted

32· ·the hydromorphone.
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·1· ·So with that background in mind,

·2· ·let's discuss mandatory

·3· ·reporting.

·4· ·During the course of this

·5· ·Inquiry, it has been suggested

·6· ·by certain Participants that

·7· ·Meadow Park should have reported

·8· ·Wettlaufer to the College when

·9· ·it suspected her of diverting

10· ·narcotics; however, the evidence

11· ·of Anne Coghlan, the College's

12· ·own registrar, was very clear

13· ·that the mandatory reporting

14· ·obligations in place in 2014 did

15· ·not require Meadow Park to make

16· ·a mandatory report to the

17· ·College regarding Wettlaufer.

18· ·To the extent that counsel for

19· ·the Victims' Groups or counsel

20· ·for the College are suggesting

21· ·that Ms. Coghlan said otherwise,

22· ·I say, with all due respect,

23· ·that they are misstating the

24· ·evidence.

25· ·The College's mandatory

26· ·reporting requirements are

27· ·established by the Procedural

28· ·Code under the Regulated Health

29· ·Professions Act.

30· ·Under that Procedural Code,

31· ·employers and facility operators

32· ·have different obligations with
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·1· ·respect to reporting a nurse in

·2· ·specified circumstances.

·3· ·Let's begin with reporting by

·4· ·facility operators.

·5· ·If we can bring up the

·6· ·Procedural Code in place in

·7· ·2014, that's at tab 8 of your

·8· ·Brief of Documents, and if we

·9· ·can go down to 85.2 where it

10· ·outlines reporting by facility

11· ·operators:

12· ·"A person who operates a

13· ·facility where one or more

14· ·members practice shall file a

15· ·report in accordance with

16· ·Section 85.3 if the person has

17· ·reasonable grounds to believe

18· ·that a member who practices at

19· ·the facility is incompetent,

20· ·incapacitated, or has sexually

21· ·abused a patient."

22· ·So facility operators are

23· ·required to file mandatory

24· ·reports if there are reasonable

25· ·grounds to believe that the

26· ·nurse at the facility

27· ·is incompetent, incapacitated,

28· ·or has sexually abused a

29· ·patient.

30· ·We know that long-term care

31· ·homes are facility operators for

32· ·the purposes of the mandatory
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·1· ·reporting requirements under the

·2· ·Procedural Code.· This same

·3· ·obligation under Section 85.2

·4· ·exists today.

·5· ·Next, if we can turn to the

·6· ·College's Mandatory Reporting

·7· ·Guide, and this is the version

·8· ·which was available in 2014.

·9· ·It's at tab 10 of your Brief of

10· ·Documents, and it's

11· ·Document 60161.

12· ·This Mandatory Reporting Guide

13· ·is a tool that assists facility

14· ·operators, employers, and nurses

15· ·understand the mandatory

16· ·reporting process and when to

17· ·file a report under the

18· ·Procedural Code.

19· ·If we turn to page 5, we can

20· ·review the definition of

21· ·"incompetence."

22· ·The definition of "incompetence"

23· ·includes the following three key

24· ·components:

25· ·"No. 1) It must relate to a

26· ·nurse's professional care of a

27· ·client;

28· ·No. 2) The nurse must display a

29· ·lack of knowledge, skill, or

30· ·judgment;

31· ·and No. 3) Any deficiencies must

32· ·demonstrate that the nurse is
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·1· ·unfit to continue to practice or

·2· ·that his or her practice should

·3· ·be restricted."

·4· ·And it goes on to explain:

·5· ·"A nurse is incompetent if his

·6· ·or her client care shows such

·7· ·significant and repeated

·8· ·deficiencies in knowledge,

·9· ·skill, or judgment that the

10· ·nurse's practice must be

11· ·restricted to ensure client

12· ·safety.

13· ·Not every mistake or breach of

14· ·the College's practice standards

15· ·means a nurse is incompetent;

16· ·rather, incompetence is

17· ·demonstrated by poor insight or

18· ·gaps in comprehension or

19· ·application of basic nursing

20· ·principles.· A lack of

21· ·appreciation for the seriousness

22· ·of potential outcomes for

23· ·clients who receive substandard

24· ·care can also demonstrate

25· ·incompetence."

26· ·Sorry, my pages are out of order

27· ·here for some reason.

28· ·Wettlaufer's care of residents

29· ·was not incompetent while she

30· ·worked at Meadow Park.· The

31· ·evidence of Meadow Park's

32· ·then-director of care,
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·1· ·co-director of care, and

·2· ·administrator was that there

·3· ·were never any reported

·4· ·medication errors made by

·5· ·Wettlaufer or any other concerns

·6· ·regarding her knowledge, skill,

·7· ·or judgment.· There were no

·8· ·reported deficiencies regarding

·9· ·Wettlaufer's care of residents,

10· ·and I will take you to that

11· ·evidence momentarily.

12· ·While we're still in the

13· ·guide -- sorry, I should have

14· ·asked you to leave it up there.

15· ·Document 60161, we can look at

16· ·the definition of "incapacity,"

17· ·which is also on page 5.

18· ·In the regulation of health care

19· ·professionals, the term

20· ·"incapacity" has a specific

21· ·legal meaning that is different

22· ·from what is normally

23· ·understood.

24· ·The definition of "incapacity"

25· ·consists of the following two

26· ·essential components:

27· ·"No. 1) The member must have a

28· ·physical or mental condition,

29· ·and the condition must warrant

30· ·that the member not be permitted

31· ·to practice or that his or her

32· ·practice be restricted."
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·1· ·It goes on to say:

·2· ·"A nurse is incapacitated when

·3· ·she or he has a health condition

·4· ·that impairs his or her ability

·5· ·to provide care.

·6· ·The impairment must be of such a

·7· ·degree that the facility

·8· ·operator finds it necessary to

·9· ·restrict the nurse's practice or

10· ·remove the nurse from practice

11· ·to protect clients," and it

12· ·offers examples.

13· ·"Most nurses recognize when a

14· ·health condition is affecting

15· ·their practice and take

16· ·appropriate action; for example,

17· ·a nurse may decide to take time

18· ·off from work to deal with

19· ·personal issues, and there is no

20· ·concern about client safety.· In

21· ·such a situation, the College

22· ·does not expect the facility

23· ·operator to file a report."

24· ·And finally, and with respect to

25· ·incapacity, it says:

26· ·"Incapacity most commonly arises

27· ·when a member is affected by a

28· ·mental health or addiction

29· ·disorder.· These conditions can

30· ·cloud judgment and impair the

31· ·individual's ability to

32· ·recognize that she or he has a
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·1· ·health condition and that it's

·2· ·affecting his or her practice.

·3· ·The College expects a facility

·4· ·operator to make a report only

·5· ·when a current health condition

·6· ·is accompanied by concerns about

·7· ·unsafe practice or there is a

·8· ·need for ongoing monitoring."

·9· ·In the case of Wettlaufer, staff

10· ·at Meadow Park had no basis to

11· ·believe that she was

12· ·incapacitated.

13· ·Although Wettlaufer had

14· ·disclosed to Ms. Nicholas that

15· ·she had overdosed in late

16· ·September, she never appeared to

17· ·be under the influence while at

18· ·work, and there were never any

19· ·reported concerns regarding

20· ·unsafe practice.

21· ·Additionally, Wettlaufer's

22· ·letter of resignation advised

23· ·Meadow Park that she was

24· ·removing herself from practice

25· ·in order to seek treatment, and

26· ·the physician's note suggested

27· ·that she was under medical care.

28· ·There were no concerns about

29· ·resident safety in the

30· ·circumstances.

31· ·In my submission, these are the

32· ·very circumstances in which the
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·1· ·guide suggests that the College

·2· ·does not expect a facility

·3· ·operator to make a report.· It

·4· ·says, and I'll read it again:

·5· ·"A nurse may decide to take time

·6· ·off from work to deal with

·7· ·personal issues and there is no

·8· ·concern about client safety.· In

·9· ·such a situation, the College

10· ·does not expect the facility

11· ·operator to file a report."

12· ·Before we turn to the evidence,

13· ·we should review the reporting

14· ·obligations for employers

15· ·because they are different from

16· ·those that apply to facility

17· ·operators.

18· ·It is very important to recall

19· ·that the mandatory reporting

20· ·obligations in place for

21· ·employers today were not the

22· ·same obligations in place in

23· ·2014.· So if we can bring up the

24· ·mandatory reporting obligations

25· ·in place today, they would be at

26· ·tab 9 of the Brief of Documents.

27· ·And I mentioned earlier that

28· ·85.2 has not changed, and that

29· ·is the reporting by facilities,

30· ·but if we look to 85.5, the new

31· ·version which has been in place

32· ·since 2016 includes
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·1· ·sub-paragraph 2, which is new,

·2· ·and it suggests that:

·3· ·"Where a nurse resigns from

·4· ·their practice and one of the

·5· ·circumstances set out below

·6· ·apply, then an employer has to

·7· ·act in accordance with

·8· ·paragraph 3 by filing a report."

·9· ·And these are the circumstances:

10· ·"If an employer has reasonable

11· ·grounds to believe that a

12· ·nurse's resignation is related

13· ·to the nurse's professional

14· ·misconduct, incompetence, or

15· ·incapacity, in those situations,

16· ·if the resignation is related to

17· ·professional misconduct,

18· ·incompetence, or incapacity, the

19· ·employer must file a report with

20· ·the College."

21· ·That's something that's new and

22· ·was not in place in 2014.

23· ·THE COMMISSIONER:· When did that

24· ·come into effect?

25· ·MS. CORRENTE:· August 2016 is my

26· ·recollection.

27· ·THE COMMISSIONER:· So what's at

28· ·the end of that line too?· It's

29· ·2014, Chapter 14, Schedule 2, so

30· ·is it --

31· ·MS. CORRENTE:· So what -- it

32· ·didn't come into -- yeah, it
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·1· ·didn't come into force until

·2· ·August 2016, and, in fact, it

·3· ·was promulgated in December of

·4· ·2014, so again, after the facts.

·5· ·And then as well, paragraph 2

·6· ·also suggests that:

·7· ·"Where resignation happens

·8· ·during the course or as a result

·9· ·of an investigation conducted by

10· ·or on behalf of the employer

11· ·into allegations of professional

12· ·misconduct, incompetence, or

13· ·incapacity, then there is still

14· ·a need to file a mandatory

15· ·report," but again, these

16· ·requirements were not in place

17· ·in 2014.

18· ·And I want to take you to those

19· ·requirements that were in place

20· ·in 2014, and they're at tab 8.

21· ·If we go to 85.5:

22· ·"A person who terminates the

23· ·employment" -- so "a person"

24· ·being an employer.

25· ·"An [employer] who terminates

26· ·the employment of a member for

27· ·reasons of professional

28· ·misconduct, incompetence, or

29· ·incapacity needs to file a

30· ·report with the College."

31· ·So if there is a termination of

32· ·a nurse for reasons of
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·1· ·misconduct, incompetence, or

·2· ·incapacity, that triggers a

·3· ·mandatory report.

·4· ·"Likewise, if the employer

·5· ·intended to terminate the

·6· ·employment of a nurse for

·7· ·reasons of professional

·8· ·misconduct, incompetence, or

·9· ·incapacity but did not do so

10· ·because the nurse resigned

11· ·first," you still need to file a

12· ·mandatory report with the

13· ·College.

14· ·And these reporting requirements

15· ·that existed in 2014 are further

16· ·highlighted in the guide.· But

17· ·what is very important to take

18· ·from this is that in 2014, there

19· ·was no requirement to report if

20· ·a member resigned for reasons of

21· ·misconduct, incapacity, or

22· ·incompetence unless there was

23· ·some intention on the part of

24· ·the employer to fire her or to

25· ·have fired her.

26· ·So let's look at the guide,

27· ·which provides further

28· ·clarification.· If we could go

29· ·back to tab 10 and bring up

30· ·Document 60161, and if we go to

31· ·page 4 of that guide, under

32· ·"Employers," it clarifies and
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·1· ·confirms that:

·2· ·"Employers are required to

·3· ·report the termination of a

·4· ·nurse's employment or privileges

·5· ·for reasons of professional

·6· ·misconduct, incompetence, or

·7· ·incapacity."

·8· ·So if these criteria do not

·9· ·exist -- so if there's no

10· ·termination or there's no

11· ·incompetence, incapacity, or

12· ·professional misconduct, there's

13· ·no obligation to file a report.

14· ·Further down:

15· ·"A member must also file a

16· ·report if he or she intended to

17· ·terminate the nurse's employment

18· ·but the nurse resigned first.

19· ·When, following a grievance, an

20· ·employer accepts a resignation

21· ·in lieu of a termination or

22· ·makes another agreement with the

23· ·nurse, the employer continues to

24· ·have a legal obligation to

25· ·report to the College."

26· ·In our submission, these

27· ·circumstances did not apply to

28· ·Meadow Park (London) because

29· ·Meadow Park (London) never

30· ·terminated Wettlaufer's

31· ·employment -- she resigned --

32· ·nor did it ever intend to
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·1· ·terminate her employment.

·2· ·That was the evidence of Heather

·3· ·Nicholas, which I will take you

·4· ·to.

·5· ·So let's turn to some of the

·6· ·transcripts, and we can begin

·7· ·with the evidence of Heather

·8· ·Nicholas that was given on June

·9· ·the 19th, and that's at

10· ·tab 10 -- sorry, we'll start

11· ·with tab 11.

12· ·And this is her Examination

13· ·in-Chief by Ms. Hewitt, and

14· ·Ms. Hewitt brought up the

15· ·Mandatory Reporting Guide and

16· ·went through it with her, and

17· ·she went through obligations to

18· ·report when it comes to sexual

19· ·abuse.

20· ·So if we can go to page 2175,

21· ·line 28, it says:

22· ·"Question:· So the first one

23· ·talks about sexual abuse.· And

24· ·that, did you have any

25· ·indication at that point in time

26· ·that there was any sexual abuse?

27· ·Answer:· No."

28· ·So there was never any

29· ·indication that Wettlaufer had

30· ·sexually abused or was suspected

31· ·to have sexually abused anybody

32· ·in any way.
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·1· ·Then, Ms. Hewitt brought her to

·2· ·the definition of

·3· ·"incompetence," and then keep

·4· ·scrolling down, brought her to

·5· ·the definition of "incapacity,"

·6· ·and then at page 2178, asks her

·7· ·at line 20:

·8· ·"Question:· So having read that,

·9· ·at the time that Ms. Wettlaufer

10· ·resigned and indicated that she

11· ·had overdosed and was entering

12· ·treatment, did you understand

13· ·now from reading this document

14· ·that you would have had a

15· ·requirement to report?"

16· ·And Heather Nicholas responds:

17· ·"Answer:· I wouldn't have

18· ·reported her.

19· ·Question:· And why is that?

20· ·Having read this, what factors

21· ·would have entered your

22· ·consideration?

23· ·Answer:· The only concerns I had

24· ·was with her being absent from

25· ·work.· It was nothing that came

26· ·forward that she -- there was

27· ·any problem when she was

28· ·working, and she also had signed

29· ·and had resigned her position."

30· ·So after having reviewed the

31· ·Mandatory Reporting Guide,

32· ·Ms. Nicholas confirmed that
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·1· ·based on what was in that guide,

·2· ·there was no obligation to

·3· ·report in the circumstances with

·4· ·Wettlaufer.

·5· ·If we can jump to tab 14, which

·6· ·is the June 19th transcript, and

·7· ·if we can go to line 18,

·8· ·Ms. Nicholas was also asked

·9· ·in-Chief:

10· ·"Question:· Now, in respect of

11· ·Elizabeth Wettlaufer while she

12· ·was working at Meadow Park, did

13· ·you ever suspect her to be under

14· ·the influence of drugs or

15· ·alcohol?

16· ·Answer:· No.

17· ·Question:· Did you ever -- did

18· ·anyone ever raise that issue

19· ·with you?

20· ·Answer:· No.

21· ·Question:· Did anyone ever

22· ·report a medication error by

23· ·Wettlaufer?

24· ·Answer:· No.

25· ·Question:· Did she ever

26· ·self-report a medication error?

27· ·Answer:· No.

28· ·Question:· Did you have any

29· ·issues with her while she was at

30· ·Meadow Park in the summer of

31· ·2014?

32· ·Answer:· Yes.
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·1· ·Question:· And what was that?

·2· ·Answer:· Attendance."

·3· ·Now, we if scroll over to the

·4· ·next page on line 6 -- so page

·5· ·2161, line 6 -- Ms. Hewitt goes

·6· ·on to ask:

·7· ·"Question:· Did she give you any

·8· ·indication that any of these

·9· ·absences were related to a

10· ·substance abuse?

11· ·Answer:· No."

12· ·If we can turn to tab 13 of the

13· ·Book of Documents, and I believe

14· ·this is Heather Nicholas's

15· ·re-examination at line 24.· It

16· ·says:

17· ·"Question:· And in August, did

18· ·you have any concerns with

19· ·respect to her capacity?" --

20· ·'her' being Wettlaufer --

21· ·"Answer:· No.

22· ·Question:· And any concerns with

23· ·respect to her incompetence?

24· ·Answer:· No.

25· ·Question:· Any concerns with

26· ·respect to any resident abuse?

27· ·Answer:· No.

28· ·Question:· Any concerns with

29· ·respect to resident neglect?

30· ·Answer:· No.

31· ·Question:· And I understand that

32· ·that's when the murder occurred
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·1· ·was in August?· Late August?

·2· ·Answer:· That's what I'm told.

·3· ·Question:· And when she resigned

·4· ·on September the 25th at that

·5· ·time did you of have any

·6· ·concerns about her capacity?

·7· ·Answer:· No.

·8· ·Question:· Did you have any

·9· ·concerns about her incompetence?

10· ·Answer:· No.

11· ·Question:· Did you have any

12· ·concerns about any resident

13· ·abuse by her?

14· ·Answer:· No.

15· ·Question:· Did you have any

16· ·concerns about any resident

17· ·neglect?

18· ·Answer:· No."

19· ·If we could go to tab 12,

20· ·please, that would be the

21· ·transcript from June 19th,

22· ·page 2260.· And this was a cross

23· ·asked of Ms. Nicholas in

24· ·cross-examination, I believe, by

25· ·the College.· At line 14:

26· ·"Question:· Were there any

27· ·resources at Jarlette Health

28· ·Services head office --

29· ·Answer:· Yes.

30· ·Question:· -- that could assist

31· ·you in determining when you

32· ·should report to the College?
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·1· ·Answer:· Yes.

·2· ·Question:· So given all the

·3· ·information we have and what we

·4· ·have already characterized as

·5· ·your suspicion that

·6· ·Ms. Wettlaufer was responsible,

·7· ·you had knowledge of a nurse who

·8· ·could not complete her working

·9· ·notice due to an overdose and an

10· ·associated drug addiction, and

11· ·yet you chose not to report to

12· ·the College?

13· ·Answer:· It didn't say she

14· ·was -- it didn't say she was

15· ·'addicted.'· She had resigned

16· ·from her position.· I had her

17· ·resignation letter.· Her

18· ·doctor's note did not indicate

19· ·that she had an addiction

20· ·problem, so I did not report it

21· ·to the College of Nurses.

22· ·And we couldn't find out

23· ·specifically in those -- nor

24· ·were there any police charges

25· ·laid against Ms. Elizabeth.

26· ·Question:· All right.· You're

27· ·saying that she did not disclose

28· ·an addiction issue, but we

29· ·talked about earlier that she

30· ·did say she has an alcohol and

31· ·drug problem.· What did you

32· ·understand that to mean when she
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·1· ·disclosed that to you

·2· ·personally?

·3· ·Answer:· She shared that after

·4· ·she had resigned, and she was --

·5· ·her doctor's note said she was

·6· ·no longer going to be working

·7· ·for a period of time, and to me,

·8· ·she was going to be taking care

·9· ·of herself under medical --

10· ·Question:· When you say 'taking

11· ·care of herself,' what would she

12· ·be --

13· ·Answer:· She would be under

14· ·medical attention.

15· ·Question:· What would she be

16· ·taking care of?

17· ·Answer:· It said on her doctor's

18· ·note she'd be on a leave.

19· ·Question:· And you said she'd be

20· ·taking care of herself, and you

21· ·previously told me that she told

22· ·you that she had an alcohol and

23· ·drug problem?

24· ·Answer:· She was going to go for

25· ·treatment."

26· ·So again, Ms. Nicholas's

27· ·evidence was that she had very

28· ·much understood based on the

29· ·information she had, the

30· ·resignation and the doctor's

31· ·note and Elizabeth Wettlaufer's

32· ·act of resigning from her
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·1· ·employment, that she was going

·2· ·to seek treatment for her

·3· ·condition under the care of a

·4· ·doctor.

·5· ·And finally, if we can go to

·6· ·tab 15 -- and we'll close off

·7· ·with Ms. Nicholas's evidence on

·8· ·this point -- can we go to

·9· ·page -- and this is at, sorry,

10· ·Madam Commissioner, tab 15,

11· ·2318.

12· ·Now, unfortunately for some

13· ·reason, the first page didn't

14· ·make it into the photocopying,

15· ·so if we can go to page 2318,

16· ·it's a very brief -- at the very

17· ·bottom.· Right there.· And it

18· ·says:

19· ·"Question:· Was the fact that

20· ·you said 'no' related to any

21· ·concerns about her drug and

22· ·alcohol use?

23· ·Answer:· No.

24· ·Question:· Would you have

25· ·terminated her employment had

26· ·she not resigned?

27· ·Answer:· No."

28· ·So again, Ms. Nicholas's

29· ·evidence demonstrates that not

30· ·only did Meadow Park not

31· ·terminate Wettlaufer's

32· ·employment, it never intended to
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·1· ·terminate her employment based

·2· ·on the information that it knew

·3· ·at the time.

·4· ·And the evidence that was

·5· ·provided by Ms. Nicholas was

·6· ·corroborated by several other

·7· ·witnesses with whom she had

·8· ·worked at Meadow Park and had

·9· ·also worked with Wettlaufer; for

10· ·example, Melanie Smith, the

11· ·co-director of care, spent a lot

12· ·of time on the floor with

13· ·residents and staff.

14· ·And if we can turn to her

15· ·testimony, it's at tab 16, and

16· ·it is the transcript dated June

17· ·the 20th, page 2480, and we can

18· ·go to line 12.

19· ·"Question:· Were you ever aware

20· ·or did you ever suspect that

21· ·Bethe Wettlaufer suffered from

22· ·any mental health issues while

23· ·she was at Meadow Park?

24· ·Answer:· No, I did not.

25· ·Question:· Given your time on

26· ·the floor, did you ever notice

27· ·any unusual behaviour

28· ·day-to-day?

29· ·Answer:· No, I did not.

30· ·Question:· Did she ever report

31· ·to work under the influence or

32· ·otherwise impaired?
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·1· ·Answer:· No.

·2· ·Question:· Did you ever suspect

·3· ·her to have a substance abuse

·4· ·problem or any type of addiction

·5· ·issue prior to her disclosing

·6· ·that she had overdosed?

·7· ·Answer:· No.

·8· ·Question:· Did you have any

·9· ·concerns whatsoever about her

10· ·competence as a nurse?

11· ·Answer:· No.

12· ·Question:· Did you ever suspect

13· ·that she was capable of

14· ·intentionally harming residents

15· ·at Meadow Park?

16· ·Answer:· Absolutely not."

17· ·Mr. Vanderheyden, the

18· ·then-administrator at Meadow

19· ·Park, confirmed much of this

20· ·same evidence as well as his

21· ·understanding that, in his view,

22· ·there was no reporting

23· ·obligation of Wettlaufer to the

24· ·College.

25· ·And if we can turn to some of

26· ·the excerpts of his testimony,

27· ·the first one being at tab 17?

28· ·So that's the transcript dated

29· ·June the 22nd, page 2985.

30· ·In-Chief, starting at line 14,

31· ·Mr. Vanderheyden was asked:

32· ·"Question:· But did anyone at
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·1· ·the time while she was

·2· ·there bring to [your attention]

·3· ·that there was medication errors

·4· ·made by Ms. Wettlaufer?

·5· ·Answer:· No.

·6· ·Question:· Any inappropriate

·7· ·comments that would have been

·8· ·made by her?

·9· ·Answer:· No.

10· ·Question:· Any issues regarding

11· ·her nursing skills?

12· ·Answer:· No.

13· ·Question:· Any suspicions of

14· ·drug or alcohol abuse?

15· ·Answer:· No."

16· ·The following tab at tab 18,

17· ·again Mr. Vanderheyden in

18· ·cross-examination gets asked

19· ·certain questions.· And it says:

20· ·"Question:· To be clear, just to

21· ·be clear," this is at line 12,

22· ·"at any point, any concerns or

23· ·complaints about Ms. Wettlaufer

24· ·ever raised by residents, family

25· ·members, staff members?

26· ·Answer:· Not to my knowledge,

27· ·no.

28· ·Question:· Okay.· And to your

29· ·knowledge, did you or anyone

30· ·else, to your knowledge, have

31· ·any concerns that she was

32· ·practicing unsafely within the
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·1· ·home?

·2· ·Answer:· No.

·3· ·Question:· That she required

·4· ·ongoing monitoring?

·5· ·Answer:· No.

·6· ·Question:· Were you aware in

·7· ·2014 that she had mental health

·8· ·issues?

·9· ·Answer:· No.

10· ·Question:· Did you ever suspect

11· ·that she was capable of

12· ·intentionally harming or that

13· ·she was intentionally harming

14· ·residents at Meadow Park

15· ·(London)?

16· ·Answer:· No."

17· ·Tab 19, Mr. Vanderheyden is

18· ·asked about reporting to the

19· ·College, and at tab 19, it's the

20· ·June 22nd transcript at

21· ·page 2995, at line 28.· And the

22· ·question is:

23· ·"Question:· Right.· Now, in

24· ·relation to your suspicion that

25· ·Wettlaufer had taken those

26· ·narcotics, did you understand

27· ·whether you would or would not

28· ·have an obligation to report the

29· ·suspicion to the College of

30· ·Nurses?

31· ·Answer:· I was not aware of

32· ·that.· I have an understanding
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·1· ·of mandatory reporting, and to

·2· ·me, it doesn't fall within that

·3· ·mandatory reporting.

·4· ·Question:· And what's your

·5· ·understanding of mandatory

·6· ·reporting to the College?

·7· ·Answer:· Substance abuse

·8· ·wouldn't fall under

·9· ·'termination.'· It didn't fall

10· ·under 'incompetence.'· It didn't

11· ·fall under 'incapacity.'  I

12· ·don't feel it falls under -- so

13· ·at the time, we had no issues

14· ·with performance.· We had no

15· ·concerns."

16· ·And then finally at tab 20, he's

17· ·again asked -- this is

18· ·transcript dated June 22nd,

19· ·2018, page 3054 at line 9, and:

20· ·"Question:· And the College had

21· ·a couple of questions about

22· ·mandatory reporting.· My

23· ·questions are these:· Had you

24· ·seen the doctor's note that was

25· ·provided by Ms. Wettlaufer or

26· ·had seen her resignation letter,

27· ·would that have changed your

28· ·view about mandatory reporting

29· ·obligations?

30· ·Answer:· No.· The mandatory

31· ·reporting, I still don't feel

32· ·that I have needed to do it from

http://www.neesonsreporting.com


Page 8797
·1· ·a mandatory reporting.· When we

·2· ·read through that, I wouldn't

·3· ·think I'd have to."

·4· ·And the final witness that I

·5· ·want to take you to is the

·6· ·evidence of Tanya Adams, who was

·7· ·the consulting pharmacist at

·8· ·Meadow Park, and she also

·9· ·confirmed that she had no

10· ·concerns and was not aware of

11· ·any concerns regarding

12· ·Wettlaufer.

13· ·And her evidence is at tab 21,

14· ·transcript dated June the 25th,

15· ·2018, and she's asked at line 5:

16· ·"Question:· You mentioned that

17· ·you didn't receive any

18· ·complaints or concerns about

19· ·Elizabeth Wettlaufer while you

20· ·were the consultant pharmacist

21· ·at Meadow Park?

22· ·Answer:· That's correct.

23· ·Question:· Okay.· What was your

24· ·impression of her at that time?

25· ·Answer:· I actually thought she

26· ·was really nice.· She seemed to

27· ·be conscientious.· She seemed to

28· ·care for her residents.· She was

29· ·intelligent.· It was obvious by

30· ·the way she spoke and the

31· ·knowledge base that she had, so

32· ·I do not think that she -- so I
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·1· ·did not think she would turn out

·2· ·to be the person she turned out

·3· ·to be.· She seemed nice.· She

·4· ·seemed conscientious when I

·5· ·worked with her."

·6· ·That summarizes, in my

·7· ·submission, the impression that

·8· ·most had of Wettlaufer while she

·9· ·was working at Meadow Park

10· ·(London).

11· ·The uncontroverted evidence of

12· ·four witnesses who worked with

13· ·Wettlaufer at Meadow Park

14· ·demonstrates that Wettlaufer had

15· ·no issues of incompetence or

16· ·incapacity as a nurse while she

17· ·was employed there.

18· ·She had no reported errors.· No

19· ·one complained about the care

20· ·she provided to residents.· She

21· ·never appeared to be under the

22· ·influence of alcohol or drugs

23· ·while working.· She voluntarily

24· ·disclosed to her employer that

25· ·she had overdosed on drugs.· She

26· ·removed herself from practice

27· ·when she resigned, and she was

28· ·seeking treatment while under

29· ·the care of a physician.

30· ·Wettlaufer resigned from her

31· ·employment and stopped working

32· ·at Meadow Park prior to it
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·1· ·having discovered the missing

·2· ·narcotics.· Meadow Park never

·3· ·terminated her employment and

·4· ·never intended to terminate her

·5· ·employment.

·6· ·In the circumstances, in my

·7· ·submission, the witnesses

·8· ·understood correctly that Meadow

·9· ·Park had no obligation to report

10· ·Wettlaufer to the College as her

11· ·employer or as a facility

12· ·operator.· And none of these

13· ·witnesses suggested in any way

14· ·that they were aware of the

15· ·College's wish to have received

16· ·a voluntary report.

17· ·The fact that Meadow Park had no

18· ·reporting obligations in regard

19· ·to Wettlaufer was conceded by

20· ·the College registrar,

21· ·Anne Coghlan, and I'd like to

22· ·turn to her transcript.

23· ·And this is an important one to

24· ·go through, so I'm going to take

25· ·you through a bit of it, and

26· ·that's dated July the 26th.

27· ·It's page 5592, and it's at

28· ·tab 22 of the Brief of

29· ·Documents.· Actually, we can go

30· ·to page 5 -- yes, 5592.

31· ·Sorry.· I'm trying to be mindful

32· ·of the time, and I've been told
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·1· ·to slow down, so I'll try my

·2· ·best.· Thank you for that.

·3· ·So this was my cross-examination

·4· ·of Ms. Coghlan, and I started

·5· ·asking her at line 30 of

·6· ·page 5592:

·7· ·"Question:· Given that the

·8· ·mandatory reporting requirements

·9· ·may be somewhat complicated to

10· ·understand, I'd like for you to

11· ·clarify some of your evidence

12· ·from yesterday, okay?

13· ·Yesterday when Ms. Rothstein was

14· ·asking you some questions, my

15· ·recollection of your testimony

16· ·is that Meadow Park was expected

17· ·to make a report to the College

18· ·under Section 85.52,

19· ·subsection 1 of the Code, which

20· ·is a mandatory reporting

21· ·obligation for employers; do you

22· ·recall that?"

23· ·And, Commissioner, you'll recall

24· ·that that's one of the new

25· ·sections that came into force

26· ·after the fact.

27· ·THE COMMISSIONER:· Yes, thank

28· ·you.

29· ·MS. CORRENTE:· And Ms. Coghlan

30· ·said:

31· ·"Answer:· I recall that general

32· ·discussion, but I would need to
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·1· ·have a look at Section 85 to

·2· ·refresh my memory."

·3· ·And so what we did is we pulled

·4· ·up that section, and if you go

·5· ·to page 5595 of this transcript,

·6· ·the very top, I read through

·7· ·that section, and I asked:

·8· ·"Question:· So when you recall

·9· ·giving that testimony yesterday

10· ·that, based on the subsection,

11· ·it was your view that Meadow

12· ·Park (London) was expected to

13· ·make a report?

14· ·Answer:· Yes.

15· ·Question:· Okay.· When you gave

16· ·your testimony yesterday, were

17· ·you aware that this particular

18· ·section of the Code did not come

19· ·into force until August 1st,

20· ·2016?

21· ·Answer:· I had not recalled

22· ·that.

23· ·Question:· And were you aware

24· ·that this section of the Code

25· ·didn't even exist in September,

26· ·October 2014 when Wettlaufer's

27· ·resignation and subsequent drug

28· ·overdose came to Meadow Park's

29· ·attention?· It wasn't even in

30· ·the Code.

31· ·Answer:· I agree with you that

32· ·it wasn't in the Code.· As I
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·1· ·indicated, there have been many

·2· ·changes, and that was an

·3· ·oversight of mine in confusing

·4· ·the year that we were looking at

·5· ·that."

·6· ·And then I went on to ask:

·7· ·"Question:· Okay.· So certainly,

·8· ·you would agree with me that if

·9· ·the section didn't exist, if it

10· ·was not in force in 2014, there

11· ·could not have been a reporting

12· ·obligation on Meadow Park to

13· ·make a mandatory report under

14· ·the section?

15· ·Answer:· I agree.

16· ·Question:· However, if the

17· ·events had happened today, as an

18· ·example, then an employer would

19· ·have to make that mandatory

20· ·report -- would have that

21· ·mandatory reporting obligation?

22· ·Answer:· That's correct.

23· ·Question:· In your

24· ·cross-examination with Mr. Van

25· ·Kralingen yesterday, you

26· ·testified that Elizabeth

27· ·Wettlaufer -- sorry, you

28· ·testified that given that

29· ·Elizabeth Wettlaufer had

30· ·disclosed her substance abuse

31· ·problem to Meadow Park and was

32· ·suspected of stealing narcotics
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·1· ·during the working notice

·2· ·period, Meadow Park should have

·3· ·made a report to the College; do

·4· ·you recall giving that

·5· ·testimony?

·6· ·Answer:· I do.

·7· ·Question:· Okay.· So it wasn't

·8· ·clear for me based on the

·9· ·question in your evidence what

10· ·type of report you believe

11· ·should have been filed.· Was it

12· ·a voluntary report or a

13· ·mandatory report?"

14· ·And she clearly says:

15· ·"Answer:· I was referring to, to

16· ·use your language, a 'voluntary

17· ·report,' a report from an

18· ·employer who has a concern that

19· ·poses an immediate risk of

20· ·safety, risk to patient safety."

21· ·And I go on, and I say:

22· ·"Question:· Okay.· So I want to

23· ·be very clear on this:· You were

24· ·suggested that in 2014, there

25· ·was no mandatory reporting

26· ·obligation on Meadow Park to

27· ·file a report with the College

28· ·as an employer; is that correct?

29· ·Answer:· That's correct.

30· ·Question:· Or as a facility

31· ·operator?

32· ·Answer:· That's correct.
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·1· ·Question:· In relation to

·2· ·incompetence, in relation to

·3· ·incapacity, and in relation to

·4· ·professional misconduct?

·5· ·Answer:· That's correct."

·6· ·So what we see clearly, in my

·7· ·submission, from Ms. Coghlan's

·8· ·evidence, is that Meadow Park

·9· ·(London) in 2014 was not

10· ·required to make a mandatory

11· ·report as an employer or as a

12· ·facility operator under the

13· ·Procedural Code in place at the

14· ·time.

15· ·Ms. Coghlan corrected the

16· ·testimony which she had

17· ·previously provided and said

18· ·what the College would have

19· ·wanted from Meadow Park was a

20· ·voluntary report; however,

21· ·Ms. Coghlan was not able to

22· ·identify any specific

23· ·professional standard or other

24· ·resource for employers or

25· ·facility operators which

26· ·communicated to them the CNO's

27· ·wish that they file voluntary

28· ·reports.

29· ·Certainly, the Mandatory

30· ·Reporting Guide, which is

31· ·intended for employers and

32· ·facility operators makes no
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·1· ·mention whatsoever about

·2· ·voluntary recording.

·3· ·To the contrary, the guide

·4· ·advises that:

·5· ·"The College does not expect a

·6· ·facility operator to report a

·7· ·nurse with a medical condition

·8· ·if that condition did not result

·9· ·in unsafe practice or the nurse

10· ·took time off from work to deal

11· ·with these personal issues."

12· ·It clearly sets out the

13· ·College's expectation that a

14· ·report not be filed.

15· ·In its closing submissions, the

16· ·written submissions, the College

17· ·has asked you, Madam

18· ·Commissioner, to make a finding

19· ·that Meadow Park was required to

20· ·file a mandatory report

21· ·regarding Wettlaufer in

22· ·October 2014.

23· ·Given the clear wording of the

24· ·Procedural Code in 2014 coupled

25· ·with the fact that the head of

26· ·the College, its registrar,

27· ·testified that a mandatory

28· ·reporting obligation was not

29· ·there, I am not sure on what

30· ·basis the College has asked you

31· ·to make this finding.· Perhaps

32· ·the College, like many others,
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·1· ·is confused about the mandatory

·2· ·reporting obligations under the

·3· ·Procedural Code.

·4· ·I should point out that under

·5· ·Section 93 of the Procedural

·6· ·Code, it is an offense for a

·7· ·person, which includes an

·8· ·employer and facility operator,

·9· ·not to file a mandatory report

10· ·under sections 85.2 and 85.5 of

11· ·the Code.

12· ·There was absolutely no evidence

13· ·given in these proceedings that

14· ·the College ever pursued such

15· ·charges against Meadow Park

16· ·(London) in relation to

17· ·Wettlaufer.

18· ·Respectfully submitted, it

19· ·wasn't pursued because Meadow

20· ·Park didn't have an obligation

21· ·to file a mandatory report, and

22· ·in the circumstances, such a

23· ·finding by you, in my respectful

24· ·submission, is unwarranted.

25· ·Finally, I wish to add that

26· ·there was no evidence in the

27· ·Inquiry proceedings that

28· ·reporting Wettlaufer to the

29· ·College would have resulted in

30· ·the detection or prevention of

31· ·her crimes.

32· ·This is too simplistic.· It's
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·1· ·too simplistic to see this as a

·2· ·missed opportunity.· Now, I'll

·3· ·explain why.

·4· ·Ms. Coghlan testified that if

·5· ·Meadow Park had reported

·6· ·Wettlaufer to the College, she

·7· ·would have been prompted to

·8· ·initiate a health inquiry, which

·9· ·would have led to the inquiries,

10· ·complaints, and reports

11· ·committee of the College to

12· ·consider an interim suspension.

13· ·That was her testimony.

14· ·This evidence was speculative at

15· ·best.

16· ·Firstly, Ms. Coghlan conceded in

17· ·her testimony that it was

18· ·premised upon the assumption

19· ·that Meadow Park knew of the

20· ·College's wish to receive a

21· ·voluntary report, and there was

22· ·no evidence that Meadow Park

23· ·knew the College's wish to

24· ·receive voluntary reports.

25· ·In any event, Ms. Coghlan again

26· ·made a mistake as to which

27· ·provisions of the Code existed

28· ·in 2014.

29· ·In 2014, the College had no

30· ·statutory power to make an

31· ·interim suspension order prior

32· ·to referring a member to
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·1· ·discipline or fitness to

·2· ·practice.· The RC was given this

·3· ·power in May of 2017.

·4· ·So in 2014, even if Meadow Park

·5· ·had filed a voluntary report,

·6· ·even if it had known to file a

·7· ·voluntary report, the College

·8· ·had no ability to immediately

·9· ·remove Wettlaufer from practice.

10· ·Meadow Park's suspicion that

11· ·Wettlaufer had stolen the

12· ·hydromorphone was not a secret

13· ·as Mr. Van Kralingen suggested

14· ·earlier today.· It was reported

15· ·to police and to the Ministry.

16· ·This evidence suggests that it

17· ·would have been reported to the

18· ·College of Nurses if there was a

19· ·requirement to report.

20· ·Mr. Van Kralingen is right:

21· ·There may have been no downside

22· ·to making a mandatory report;

23· ·there may have been no upside,

24· ·either.

25· ·At the end of the day, however,

26· ·the College's expectation based

27· ·on what is contained in the

28· ·guide is that the College did

29· ·not expect an employer or

30· ·facility operator to file such a

31· ·report where a nurse with a

32· ·substance abuse issue had taken
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·1· ·herself out of practice and was

·2· ·seeking treatment.· There were

·3· ·no concerns of patient care.

·4· ·Many may believe that the report

·5· ·should have been filed in any

·6· ·event, but again, these

·7· ·individuals would be making

·8· ·judgments with the benefit of

·9· ·hindsight, which Meadow Park

10· ·(London) did not have at the

11· ·time.

12· ·To the extent that there are any

13· ·contributing factors relating to

14· ·Wettlaufer's offenses arising

15· ·from the circumstances

16· ·surrounding her resignation and

17· ·suspected theft of narcotics, it

18· ·was the absence of mandatory

19· ·reporting requirements and the

20· ·lack of clarity and

21· ·communication from the College

22· ·regarding its expectations with

23· ·respect to voluntarily reporting

24· ·information; therefore, Meadow

25· ·Park proposes the following

26· ·recommendations:· A review of

27· ·mandatory reporting obligations

28· ·under the Procedural Code to

29· ·determine if additional

30· ·requirements are needed to

31· ·protect against intentional harm

32· ·of residents resulting from drug
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·1· ·diversion or otherwise which

·2· ·would include self-reporting

·3· ·obligations for nurses with

·4· ·substance abuse issues; and

·5· ·also, an update to the Mandatory

·6· ·Reporting Guide to reflect

·7· ·current mandatory reporting

·8· ·requirements and the College's

·9· ·expectations regarding voluntary

10· ·reports.

11· ·In closing, Meadow Park submits

12· ·that it had no reason at all to

13· ·suspect that Wettlaufer was a

14· ·serial killer or that she had

15· ·murdered Arpad Horvath.· It had

16· ·no cause at the time to look at

17· ·Wettlaufer with suspicion or

18· ·with concern.

19· ·What Meadow Park knew in 2014

20· ·was that Wettlaufer appeared to

21· ·be an experienced and competent

22· ·registered nurse who seemed to

23· ·care for residents.· The only

24· ·known issue was that Wettlaufer

25· ·had an incident involving a drug

26· ·overdose for which she had taken

27· ·time off work and was getting

28· ·medical treatment.

29· ·So again, it's easy for some

30· ·people to say in hindsight that

31· ·things which were not done

32· ·should have been done, but these
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·1· ·people would unfairly be holding

·2· ·those who encountered Wettlaufer

·3· ·accountable based on information

·4· ·that we only have today.

·5· ·The unfortunate thing about

·6· ·hindsight is that it causes

·7· ·people to suffer twice:· Once in

·8· ·reality and again in retrospect.

·9· ·So I submit that we need to

10· ·forge ahead and work together as

11· ·a sector to make meaningful

12· ·recommendations in order to

13· ·effect positive changes and to

14· ·restore confidence in the

15· ·long-term care sector which our

16· ·residents call their home.

17· ·Madam Commissioner, in its

18· ·written submissions, Meadow Park

19· ·has made various other

20· ·submissions regarding possible

21· ·contributing factors and

22· ·proposed recommendations on

23· ·matters such as funding,

24· ·staffing levels, and so forth,

25· ·and I expect that these topics

26· ·will continue to be covered by

27· ·the other Participants.

28· ·With that said, I wish to state

29· ·that we support and endorse many

30· ·of the recommendations made by

31· ·counsel for the Victims' Groups,

32· ·made by the Ontario Long-Term
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·1· ·Care Association, by Caressant

·2· ·Care Woodstock, and others.

·3· ·Meadow Park welcomes and

·4· ·appreciates the opportunity to

·5· ·participate in Phase Two of this

·6· ·Inquiry to further discuss these

·7· ·recommendations in more detail.

·8· ·And on a personal note, it has

·9· ·been a privilege to be involved

10· ·in this Inquiry, and I'm very

11· ·grateful to you and to

12· ·Commission Counsel and to your

13· ·staff for having given me this

14· ·opportunity.· So thank you.

15· ·THE COMMISSIONER:· Thank you

16· ·very much, Ms. Corrente.

17· ·MS. HEWITT:· Madam Commissioner,

18· ·it's been a long day.· It's been

19· ·quite an emotional day, I think,

20· ·for most individuals.· We are on

21· ·time with the week, and I would

22· ·suggest that we break until

23· ·tomorrow unless there is any

24· ·real impetus to press on.

25· ·THE COMMISSIONER:· Yes.· No, I

26· ·agree totally.· I think, in

27· ·fact, we had planned for a bit

28· ·shorter days in the closing

29· ·submissions.· The material is so

30· ·dense that -- perhaps speaking

31· ·only for myself, but it is

32· ·important that we have enough
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·1· ·time to digest it as well.· So I

·2· ·agree.

·3· ·Going forward, what did we have

·4· ·in the rules?· 4 or 4:30 as

·5· ·the...?

·6· ·MS. HEWITT:· I believe it was

·7· ·9:30 to 4:30.

·8· ·THE COMMISSIONER:· Yes, okay.

·9· ·So I have no problem that we ran

10· ·late today, but I think as a

11· ·general rule, this week, I

12· ·understand the timing is such

13· ·and scheduling that we should be

14· ·able to keep our days to --

15· ·MS. HEWITT:· Yes.· And, in fact,

16· ·I've canvassed with counsel and

17· ·believe that to be the case as

18· ·well.

19· ·THE COMMISSIONER:· All right.

20· ·So thank you so much.· So we'll

21· ·start promptly at 9:30 tomorrow

22· ·morning.· And if I'm right, that

23· ·would be -- is that you,

24· ·Ms. McAleer, that lead off --

25· ·MCALEER:· Yes, it is.

26· ·MS. HEWITT:· Ms. McAleer and

27· ·then Her Majesty the Queen on

28· ·behalf of both the Ministry of

29· ·Health and Long-Term Care and

30· ·the Office of the Chief Coroner.

31· ·THE COMMISSIONER:· And together,

32· ·though, you have three hours,
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·1· · · · · · · · · right?

·2· · · · · · · · · MS. BAMBERS:· Yes.

·3· · · · · · · · · MS. HEWITT:· Correct.

·4· · · · · · · · · THE COMMISSIONER:· Thank you

·5· · · · · · · · · very much.

·6· · · · · · · · · MS. HEWITT:· Two people will be

·7· · · · · · · · · submitting, but in total for

·8· · · · · · · · · three hours.

·9· · · · · · · · · THE COMMISSIONER:· Right, yes.

10· · · · · · · · · Thank you.· Thank you.

11

12· ·-- Adjourned at 5:02 P.M.
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·1· · · · · · · · · REPORTER'S CERTIFICATE

·2

·3

·4· · · · · We, DEANA SANTEDICOLA, RPR, CRR, CSR,

·5· ·Certified Shorthand Reporter, and OLIVIA

·6· ·ARNAUD, CSR, Certified Shorthand Reporter, do
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·8· · · · · That the foregoing proceedings were

·9· ·taken before us at the time and place therein

10· ·set forth;

11· · · · · That the testimony of the witness and

12· ·all objections made at the time of the

13· ·examination were recorded stenographically by

14· ·us and were thereafter transcribed;

15· · · · · That the foregoing is a true and

16· ·correct transcript of our shorthand notes so

17· ·taken.
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21· · ·Dated this 24th day of September, 2018.
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