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Public Report

Report Issue Date: April 17, 2026
Inspection Number: 2026-1420-0002
Inspection Type:

Complaint

Critical Incident

Licensee: F. J. Davey Home
Long Term Care Home and City: F.J. Davey Home, Sault Ste. Marie

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): April 13, 14, 15, 16, 17, 2026

The following intake(s) were inspected:

One intake regarding staff to resident physical abuse,
Two intakes related to resident falls resulting in injury,
One intake related to resident to resident abuse,

Two intakes regarding palliative care of a resident.
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The following Inspection Protocols were used during this inspection:

Responsive Behaviours
Prevention of Abuse and Neglect
Palliative Care

Falls Prevention and Management

INSPECTION RESULTS

WRITTEN NOTIFICATION: Compliance with Manufacturers’
Instructions
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NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.

Non-compliance with: O. Reg. 246/22, s. 26

Compliance with manufacturers’ instructions

S. 26. Every licensee of a long-term care home shall ensure that staff use all equipment,
supplies, devices, assistive aids and positioning aids in the home in accordance with
manufacturers’ instructions.

A resident was utilizing a specific piece of equipment, to complete an activity of daily
living (ADL), when a piece of the equipment broke resulting in an injury to the resident.
The manufacturer’s operating and maintenance instructions required weekly inspections
to ensure that it was in good working order. A PSW noted that these inspections were
not being conducted prior to the above incident.

Sources: Interview with a PSW and DOC; record review of the equipment manual.

WRITTEN NOTIFICATION: Police notification

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

Non-compliance with: O. Reg. 246/22, s. 105

Police notification

s. 105. Every licensee of a long-term care home shall ensure that the appropriate police
service is immediately notified of any alleged, suspected or witnessed incident of abuse
or neglect of a resident that the licensee suspects may constitute a criminal offence. O.
Reg. 246/22, s. 105, 390 (2).

A resident mistakenly entered a co-resident's room, upon seeing them, the one resident
engaged in an altercation with the other resident. The police were not called as a result

of the incident.

Sources: interview with a PSW and DOC; record review of the Critical incident report.
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