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Preamble 

Press and inspection reports as well as accounts by families are rife with stories of abuse, 

neglect, and mistreatment of residents in long term care facilities.  Staff complain of repeated 

violence by residents.  Residents are videotaped being attacked by staff. 

Could there be an unexplained reason for all of this violence? 

Compassion Stress and Compassion Fatigue 

There is a broad recognition in the health and human services, policing, and the military that 

compassion stress (or secondary traumatic stress)1 and compassion fatigue can lead 

professionals to suffer serious psychological symptoms when working with individuals who 

have tragic personal histories.  Those supporting people, hearing their heart rending stories, 

and witnessing their suffering often also suffer secondary trauma. Yet we rarely hear mention 

of compassion stress and compassion fatigue when it comes to staff of long term care facilities.  

The Community Support Association (CSA) (2020) now offers a training program in Compassion 

Fatigue but it is only a 3 hour session and cannot take the place of ongoing supervision and 

support. 

Compassion stress occurs when caregivers are repeatedly exposed to the suffering of others.  

Compassion fatigue (or vicarious traumatization) encompasses the symptomatic outcome of  

compassion stress over a period of time (increased emotional intensity; sleep disturbance, 

decreased cognitive ability; impaired behavior and judgement; isolation and loss of morale; 

depression, post-traumatic stress disorder; loss of self-worth and the ability to regulate 

emotions; negative impact on identity, world view, and spirituality; loss of hope and meaning; 

anger; loss of sense of psychological safety) (The American Institute of Stress, 2020). 

Burnout is different from compassion fatigue in that it involves a non-trauma related, 

cumulative process resulting in emotional and sometimes physical exhaustion and withdrawal 

caused by increased workload and institutional stress (The American Institute of Stress, 2020). 

                                                           
1 There is a scale for evaluating Secondary Traumatic Stress, the development of which is expanded here 
https://journals.sagepub.com/doi/10.1177/1049731503254106 
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It is easy to see how secondary traumatic stress, compassion fatigue, and burnout all affect 
staff of long term care facilities.   

PTSD symptoms were reported by a majority of nurses working in long term care during the 
pandemic according to the Ontario Nurses Association (ONA), because of the “horrors” they 
witnessed (Katawazi, 2021). ONA termed the results “staggering” but they should have come as 
no surprise to anyone familiar with how compassion fatigue and PTSD develop.  During the 
pandemic long term care facilities had similar features to battlegrounds. PTSD affecting 
veterans is now a well-known phenomenon.  Nurses described it that way to the ONA – as if 
they were on a battleground.  They reported no time to grieve as part of the conditions that led 
to their symptoms. 

Because of high death rates in these facilities – 22,000 residents die there on average every 
year according to the Deputy Minister of Long Term Care’s testimony to the COVID-19 Long 
Term Care Commission,2  those providing support to residents never have enough time to 
grieve.  Nor are they adequately prepared to deal with the suffering they witness, or to 
understand the PTSD symptoms residents may be displaying because of their own tragic 
personal histories and possible feelings of abandonment. 

Lorna’s Story 

Lorna has worked in a long term care facility for years.  She has always had a good relationship 

with the residents she cares for, but also received no training or education concerning the need 

for boundaries or appropriate levels of self-care.  Consequently, she considers the people with 

whom she works “her residents” and says “they will do anything for me”.  She does not have a 

supervisor to raise a red flag about possible countertransference and infantilization, or to 

remind Lorna that it is not up to residents to “do things for her” but to do things for themselves 

with her assistance.   

Because of Lorna’s strong association with “her residents” she has often come into conflict with 

other staff and supervisors believing she knows the right way to care for them and others do 

not.  Over time she has become increasingly weary, depressed, and angry but, as a single 

parent, has no adult at home with whom to share her frustrations.  Peer to peer support does 

not exist in her facility, and there is no employee assistance program.  Lorna decides to just 

“keep going”.   

On one evening shift she is attempting to assist a man to undress and get into bed when he 

pushes her away and says “I’ll do it myself”.  She slaps him and he tries to fight back, falling and 

injuring himself.  Lorna tries to cover up what happened by lying and telling other staff that she 

found him on the floor.  He is transported to hospital, where he later dies. 

                                                           
2 See testimony by Richard Steele, Deputy Minister of Long Term Care to COVID-19 Long Term Care Commission – 
Pg. 22  http://www.ltccommission-
commissionsld.ca/transcripts/pdf/DM_Angus_DM_Steele_and_CMOH_Dr._Williams_transcript_October_16_2020
.pdf 
 

http://www.ltccommission-commissionsld.ca/transcripts/pdf/DM_Angus_DM_Steele_and_CMOH_Dr._Williams_transcript_October_16_2020.pdf
http://www.ltccommission-commissionsld.ca/transcripts/pdf/DM_Angus_DM_Steele_and_CMOH_Dr._Williams_transcript_October_16_2020.pdf
http://www.ltccommission-commissionsld.ca/transcripts/pdf/DM_Angus_DM_Steele_and_CMOH_Dr._Williams_transcript_October_16_2020.pdf
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Lorna is consumed with guilt but is unable to tell anyone about what happened and does not 

recognize that her own symptoms of compassion fatigue and burnout contributed to her lack of 

judgement and impulsive response. 

Lorna takes time off, but is not paid, and this increases her stress level since she is now also 

unable to properly provide for herself and her children.  She contemplates suicide and tells a 

friend who calls 911.  Lorna ends up in hospital and relatives take over care of her children. 

Lorna’s story is not an anomaly among long term care workers, but it does have a more positive 

ending than most.  Many PSWs simply leave the field with no explanation. 

Lorna changed course, decided to work towards a diploma in social service work, seek 

counseling for the condition that caused her to lash out and slap a resident, and got a student 

loan.  She sought to make amends by addressing her personal issues and trying to help others 

once she had acquired the necessary skills to do so.  With assistance, Lorna was able to change 

her life, but she struggled with the academic work in a diploma program and needed 

considerable academic assistance to pass, which she eventually did.  She has since begun 

working full-time with homeless people in a non-profit community agency, receives ongoing 

clinical supervision, has access to a supportive team, and expert professional consultation, and 

is happier in her job.  There have been no further concerns about Lorna’s treatment of clients.   

Had she been charged, even if found guilty, it is unlikely she would have received more than 

probation and a court order to seek counseling, which she chose to do on her own. It is possible 

that police would not have even investigated an alleged assault considering their failure to 

respond to calls by unions and families to investigate alleged criminal acts in long term care 

during the pandemic (Pelley, 2020; Wallace & Kennedy, 2020).  Sadly, older adults’ lives are not 

valued by the justice system, and this is a reflection of a broader social problem of ageism. 

Lorna’s story had a positive, if not a happy ending, considering the tragic death of a resident.  

Not all long term care workers’ stories end this way. 

Projective Identification 

Some professionals “lose it” with those with whom they work.  This is sometimes due to a 

phenomenon called projective identification which, simply put, can cause professionals to act 

out the feelings and emotions of their clients, who project undesirable parts of themselves onto 

professionals and others, and also can cause professionals to project negative parts of their 

own psyches onto their clients (American Psychological Association, 2020; Waska, 1999). The 

resulting objectification of others by both clients and professionals can create potentially 

dangerous situations where professionals may harm those they are intended to serve and 

clients may do the same. 

Projective identification is actually a complex intrapsychic and interpersonal phenomenon. 

Professional therapists are trained in how to identify and address projective identification in 
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their work, often complete therapy themselves, and also receive clinical supervision to assist 

them to remain aware of this phenomenon.   

The risk of projective identification not being recognized or appropriately addressed occurs in 

situations where training, self-awareness, and clinical support are absent or insufficient.  For 

this reason, there is more risk of it occurring in staff who are already experiencing compassion 

stress and may feel inadequate in their roles, and more likely to project these feelings onto 

residents. 

Appropriate training and clinical support is not widely available to staff in long term care who 

have often had limited education to become personal support workers (PSWs), but who 

provide most of the care in these facilities. 

Many companies do not provide Employee Assistance Programs, or access to specialized 

trauma therapists to help their staff or the residents they serve - even those with serious 

symptoms.   

A great deal more might be gained if facilities employed professional clinical supervisors to 

provide ongoing support and assistance to staff, and included trauma specialists in staff training 

programs, rather than investing in programs like the Butterfly Model that lack clinical depth and 

support.  Ongoing clinical support builds staff capacity to approach their work with a greater 

understanding of the conditions with which residents and they themselves may be struggling, 

and how best to respond to them, while also engaging in necessary self-care. 

The Dementia-PTSD Link in Residents 

Studies have now shown that there is a significant link between psychological trauma 

experienced earlier in life and the later onset of dementia.  Individuals with Post-Traumatic 

Stress Disorder (PTSD) have a 61% higher risk of dementia (Yasgur, 2020).  PTSD may speed up 

cognitive decline because of the stress and resulting brain changes caused by the condition. 

Since individuals also tend to self-medicate to deal with symptoms of PTSD, use of alcohol and 

various substances and the social isolation that often results, may also increase risk of dementia 

(The Conversation, 2020). 

Another study found that the Formin 2 gene, mutations of which have been associated with 

intellectual disability, may be associated with a build-up of deregulated genes with the advance 

of old age, leading to the conclusion that PTSD may lead to Alzheimer’s disease through 

aberrant gene expression (Sandoiu, 2017).. 

It has been known for many years that symptoms of PTSD may be triggered and made worse in 

older adults who become ill, suffer loss of functioning, and are institutionalized (Moye, 1997). 

The stress of being uprooted from familiar surroundings and people can re-trigger PTSD 

symptoms especially in light of older adults generally having also suffered a number of previous 

losses of people as well as physical and mental functioning.  PTSD comes with depression and 
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anxiety-related symptoms often seen in residents.  Yet this has generally not been identified or 

thoroughly discussed when seeking to address the serious issues we see in long term care.   

This absence of recognition of PTSD symptoms and appropriate responses means that effective 

treatments of these conditions in long term care facilities, and informed staff responses are few 

and far between.  There is usually a reliance on involving behavioral specialists rather than 

trauma specialists in assisting staff to address aberrant or aggressive behavior (termed 

responsive behaviors) in residents. Strictly behavioral approaches rather than trauma-informed 

strategies that take internal emotional triggers and the reasons for them into account may 

exacerbate distress reducing behaviors over time since the distress – internal or external – 

causing the behavior often remains undiscovered and unaddressed. Little understanding of the 

impact of internal as well as external triggers often displayed by residents with dementia along 

with possible co-existing symptoms of PTSD generally means that they are not treated 

appropriately. 

What Is The Answer? 

The Substance Abuse and Mental Health Services Administration (SAMHSA) (2014) has 

identified 6 principles of a trauma-informed approach: 

 Safety (residents feel psychologically and physically safe) 

 Trustworthiness and transparency (organizational actions are transparent and built with 

the recognition of the need to maintain trust with residents and significant others) 

 Peer support (embedded for residents and staff) 

 Collaboration and mutuality (leveling of power differences between residents and staff 

and power sharing between direct care and auxiliary staff i.e. homemakers, cleaners, 

etc.) 

 Empowerment, voice, and choice (building on strengths, belief in people and their 

ability to heal, promotion of person-directed rather than person-centered care, self-

advocacy) 

 Cultural, historical and gender issues (removal of cultural biases and age, race, gender, 

and sexual orientation related stereotypes). 

A quick examination of these principles shows that attempting to deliver trauma-informed care 

is not viable in an institutional setting where residents have no privacy or control over their 

routines and how care is delivered, often do not feel safe, and where active attempts are 

sometimes made to keep information from them and family members.   

Nor is it viable where person-directed care based on an empowerment model versus person-

centered care where staff remain in control, is not in place.   

Nor can it be delivered where there is a deficit rather than a strengths focus, and where age-

related and other stereotypes prevail. 
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Residential Care Need Not Mean Institutional Care 

There is a common misperception in Ontario that those who are unable to receive care at home 

for whatever reason must reside in an institution.  Institutional care is mistakenly equated with 

residential care, because Ontario has never had any more progressive residential models in 

place for older adults, and so people have been conditioned to believe that institutions are the 

only way.  We often hear “some will always require institutional care”.  A more correct 

statement would be “some will always require residential care”, but this need not be delivered 

in institutions. 

Alternative Models of Residential Care 

Over 19,000 people with developmental disabilities live in small, community-based residential 

settings in this province – most delivered by Associations for Community Living at similar 

funding levels to those paid for institutional long term care, making them a viable community 

alternative (SSAO, 2021).   

People living in this kind of community accommodation often have complex needs, but are 

supported in real homes like those administered by Rygiel Supports For Community Living in 

Hamilton.  Rygiel began as an institution for children with highly complex needs, but as 

institutional models were recognized as inhumane, outdated, and not appropriate they were 

eliminated.  The last large institution for people with developmental disabilities finally closed in 

2007.  

Rygiel evolved into a more individualized, community-centered support system operating on a 

person-directed model where the desires and needs of the individuals served dictated the type 

of services that were developed.  Today Rygiel supports 200 children and adults, many with 

complex needs, to live in the community in an integrated network of community homes of 2, 3, 

or 4 full-time residents.  It also provides respite services and emergency support to families 

(Rygiel Supports For Community Living, 2021).   

Hundreds of these kinds of residences now exist across Ontario for every other age group 

except older adults – a group that has been overlooked and is still subjected to mass 

institutionalization. 

Residence in an institution does not equate with residential care in a 21st century long term 

care system.  Denmark has not built institutions since 1987 opting instead for permanent home 

help as a strict priority before placement in a nursing home (Schultz, 2010:10; Strandberg-

Larsen et al, 2007).  

Denmark also uses modern residential models such as the co-housing arrangement at 

Saettedammen, the world’s first co-housing community.  There houses built using a modular 

design - some are one and some two storeys - allow interior walls to be moved according to the 

living needs of those who reside in them (Cohabitas, 2021). “Cohousing addresses the social ills 
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of loneliness and isolation of the modern world and provides an effective social-services 

network that larger society cannot deliver.” (New Spitalfields, 2016). 

Older adults with physical disabilities could be well supported in staffed condos, apartments, 

and supportive living settings like Richview Residence in Etobicoke if they were staffed up to 

accommodate them.    

PACE independent living services provides support to adults with physical disabilities and 

acquired brain injury, some of whom would ordinarily be candidates for nursing homes, in 16 

different settings in the community, allowing them to remain in their own apartments and 

homes (Centralhealthline, 2021). 

People with dementia could be well supported in neighborhood-based community homes as 

exist in other countries mentioned elsewhere in this report, preferably with safe, fenced 

gardens and patios. 

What Is Seniors For Social Action Ontario Advocating? 

In spite of Seniors for Social Action Ontario (SSAO) repeatedly suggesting that people with 

dementia could be better cared for in fully staffed small, neighborhood-based community 

residences, operated by non-profit community agencies, close to their natural support systems, 

some still believe that SSAO focuses only on in-home care.  Its policy paper put out in March, 

2021 on community residences for people with dementia belies this notion (SSAO, 2021b). 

Small neighborhood-based settings are more amenable to the delivery of trauma-informed care 

and treatment since they provide safer environments that afford residents more privacy, 

control, and comfort.   

Staff are also more likely to be full-time, appropriately trained, and to receive team support and 

ongoing clinical supervision as well as expert consultation in these kinds of settings.   

Emotion-focused approaches3 can be more safely delivered under these conditions as can other 

forms of trauma-informed care that employ mindfulness, art and music therapy and other 

expressive arts, and work on developing the ability to emotionally regulate and learn adaptive 

approaches to managing internal and external emotional triggers.   

Having students on placement work with art and music therapists and mindfulness 

practitioners in order to learn these approaches can build capacity within a residential service 

and ensure continued delivery of these trauma-informed methods to residents. 

                                                           
3 Emotion focused strategies are intended to “promote the awareness, acceptance, expression, utilization, 
regulation, and transformation of emotion as well as corrective emotional experience with the therapist. The goals 
of EFT are strengthening the self, regulating affect, and creating new meaning.” 
https://www.apa.org/pubs/books/Emotion-Focused-Therapy-Ch-1-Sample.pdf 
 

https://www.apa.org/pubs/books/Emotion-Focused-Therapy-Ch-1-Sample.pdf
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Aggressive behavior triggered by the environment is also less likely to occur in smaller settings, 

and can be more quickly addressed there.  Recognition that much aggressive behavior is also an 

attempt at distress reduction by individuals with dementia where redirection and more 

adaptive reactions can be encouraged is also easier in smaller community residences.   

Institutions are no place for people with dementia.  Impersonal settings that deliver assembly-

line care are more likely to exacerbate symptoms of PTSD as well as dementia, rather than 

appropriately addressing them.  Trauma survivors do not do well in unfamiliar settings where 

their ability to control their environments, have choices, feel safe, and be treated with kindness 

and understanding of their conditions are absent or inadequate. 

Staff are also at a significant disadvantage in institutional settings in attempting to assist people 

with dementia who may have re-triggered PTSD symptoms. Staff generally do not receive 

appropriate ongoing clinical supervision and team support in these settings, nor do they usually 

have the necessary education, skills, and knowledge to recognize the need for boundaries, self-

care, and how to respond appropriately to distress-reducing behavior by residents.  In many 

ways they are set up to fail in institutional environments. 

Staff who have been recently hired, struggle with high caseloads and long shifts, those who lack 

a strong social support system, and individuals who, themselves, have histories of psychological 

trauma are at greater risk of developing compassion fatigue, which can lead to tragic results for 

them and for residents (Crisis Prevention Institute, (2021). 

The way to address all of these issues is for governments to change direction and recognize that 

continuing to institutionalize people with dementia, while requiring staff to work in these 

settings without the requisite skills, knowledge, and education and lacking appropriate ongoing 

clinical supervision and team support, sets up a dangerous situation for residents and staff. 

Reduce the Numbers and Create the Alternatives 

Drawing down numbers of people in institutions and relocating them or admitting them directly 

to small, community-based residential settings that are home-like, safe, and fully staffed where 

appropriate trauma-informed care can be delivered can prevent the ongoing tragedies we 

currently see in long term care. It can also lead to the creation of a residential community 

support system for elders that offers real choices. 

Simply adding additional staff to these institutions will continue to put both residents and staff 

in jeopardy as long as current conditions continue.   

Research has, for years, supported smaller community residences for people with dementia, 

and countries like the Netherlands, Sweden, Germany, Japan, and Denmark have developed 

them (Science Daily, 2011).   
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To date Ontario has not followed suit, or simply suggested that institutions can be adapted into 

smaller settings.  “Pods” or units are created in big nursing homes and made to “look more 

home-like”.   

This misses the point entirely.  People with dementia should not be removed from their own 

neighborhoods that are familiar to them, where friends and family can continue to visit and 

where neighbors can drop in.  By creating small, community residences in neighborhoods 

across the province people with dementia could receive residential care without leaving their 

local communities, even if they are unable to remain at home.  The idea is to end the 

segregation and exclusion of people with dementia from their own neighborhoods and 

communities and from the people who know and care for them. 

Reducing reliance on long term care institutions and instead funding more appropriate, and 

safe residential care in neighborhoods and communities will benefit both residents and staff.  

Funding intensive in-home support that is trauma-informed with medical back up is also a more 

humane approach. 

 

This special information report was prepared by Dr. Patricia Spindel, President of Spindel 

& Associates Inc. for Seniors for Social Action Ontario (SSAO).  Dr. Spindel’s Masters and 

Doctoral degrees specializing in Applied Psychology and Sociology are from the University 

of Toronto.  She is also a Certified Compassion Fatigue Specialist through the Toronto 

Traumatology Institute, and has Field Traumatology certification, also through the 

Toronto Traumatology Institute. 
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VIDEOS 

AllCEUs Counseling Education. (2018)  Trauma-informed care 

https://www.youtube.com/watch?v=5_UD36xPi8Y&t=69s 
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