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Public Report

Report Issue Date: October 31, 2025
Inspection Number: 2025-1353-0007
Inspection Type:

Complaint

Critical Incident

Licensee: Valley East Long Term Care Centre Inc.
Long Term Care Home and City: Elizabeth Centre, Val Caron

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): October 23-24, and 27-31,
2025.

The following intakes were inspected:

- One intake related to care concerns of a resident.

- Two intakes related to allegations of improper/incompetent care of resident.
- One intake related to allegations neglect of residents by staff.

The following Inspection Protocols were used during this inspection:

Skin and Wound Prevention and Management

Continence Care

Resident Care and Support Services

Prevention of Abuse and Neglect

Restraints/Personal Assistance Services Devices (PASD) Management

INSPECTION RESULTS

WRITTEN NOTIFICATION: Duty to protect

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: FLTCA, 2021, s. 24 (1)
Duty to protect
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s. 24 (1) Every licensee of a long-term care home shall protect residents from abuse by
anyone and shall ensure that residents are not neglected by the licensee or staff.

The licensee failed to protect a resident from emotional abuse by a staff member.

Sources: Resident electronic medical record, Investigation Notes; and Interviews with
home staff.

WRITTEN NOTIFICATION: Reporting certain matters to Director

NC #002 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.

Non-compliance with: FLTCA, 2021, s. 28 (1) 2.

Reporting certain matters to Director

s. 28 (1) A person who has reasonable grounds to suspect that any of the following has
occurred or may occur shall immediately report the suspicion and the information upon
which it is based to the Director:

2. Abuse of a resident by anyone or neglect of a resident by the licensee or staff that
resulted in harm or a risk of harm to the resident.

The licensee failed to ensure that an incident of emotional abuse of a resident by a staff
member, was immediately reported to the Director.

Sources: Resident electronic medical record, Critical Incident (ClI) report; and
Interviews with home staff.

WRITTEN NOTIFICATION: Skin and wound program

NC #003 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 53 (1) 2.

Required programs

s. 53 (1) Every licensee of a long-term care home shall ensure that the following
interdisciplinary programs are developed and implemented in the home:

2. A skin and wound care program to promote skin integrity, prevent the development
of wounds and pressure injuries, and provide effective skin and wound care
interventions.

The licensee has failed to ensure that the skin and wound care program to prevent the
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development of wounds, and provide effective skin and wound care interventions was
implemented by staff for a resident with new skin issues.

Sources: Resident health records, interviews with staff, the home's skin and wound
policy.

WRITTEN NOTIFICATION: Skin and wound care

NC #004 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 55 (2) (b) (ii)

Skin and wound care

S. 55 (2) Every licensee of a long-term care home shall ensure that,

(b) a resident exhibiting altered skin integrity, including skin breakdown, pressure
injuries, skin tears or wounds,

(i) receives immediate treatment and interventions to reduce or relieve pain, promote
healing, and prevent infection, as required,

The licensee has failed to ensure that when a resident developed altered skin integrity,
that immediate treatment and interventions to promote healing were implemented by
staff.

Sources: Resident health records, interviews with staff, home's skin and wound policy.

WRITTEN NOTIFICATION: Continence care and bowel
management

NC #005 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 56 (2) (g)

Continence care and bowel management

S. 56 (2) Every licensee of a long-term care home shall ensure that,

(g) residents who require continence care products have sufficient changes to remain
clean, dry and comfortable; and

The licensee failed to ensure that a resident who required continence care products was
provided sufficient changes to remain clean, dry and comfortable.
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Sources: Resident electronic medical record; and interviews with staff.

WRITTEN NOTIFICATION: Dealing with complaints

NC #006 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.

Non-compliance with: O. Reg. 246/22, s. 108 (1) 1.

Dealing with complaints

s. 108 (1) Every licensee shall ensure that every written or verbal complaint made to the
licensee or a staff member concerning the care of a resident or operation of the home is
dealt with as follows:

1. The complaint shall be investigated and resolved where possible, and a response
that complies with paragraph 3 provided within 10 business days of the receipt of the
complaint, and where the complaint alleges harm or risk of harm including, but not
limited to, physical harm, to one or more residents, the investigation shall be
commenced immediately.

The licensee has failed to ensure that verbal complaints made to the licensee or staff
member concerning the care of a resident were investigated, and actions taken were
documented.

Sources: Resident progress notes, interviews with staff, the home's complaint policy.
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