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Public Report

Report Issue Date: May 29, 2025
Inspection Number: 2025-1116-0004
Inspection Type:

Follow up

Licensee: Glen Hill Terrace Christian Homes Inc.
Long Term Care Home and City: Glen Hill Strathaven, Bowmanville

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): May 27 - 29, 2025

The following intake(s) were inspected:

o Intake: #00141110 - Follow-up #: 1 - O.Reg.246/22-s. 102 (2) (b) CDD May 9,
2025

o Intake: #00148012- CIR #2605-000011-25- Allegation of resident to resident
abuse

Previously Issued Compliance Order(s)

The following previously issued Compliance Order(s) were found to be in
compliance:

Order #001 from Inspection #2025-1116-0001 related to O. Reg. 246/22, s. 102 (2)
(b)

The following Inspection Protocols were used during this inspection:

Infection Prevention and Control
Prevention of Abuse and Neglect
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INSPECTION RESULTS

WRITTEN NOTIFICATION: Duty to protect

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (D 1.

Non-compliance with: FLTCA, 2021, s. 24 (1)

Duty to protect

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.

As a result of a critical incident, a resident attempted to harm another resident
causing a resident to be fearful of their safety. The home immediately transferred a
resident to another floor where they remain at the date of this report. A resident has
a history of abuse to staff and residents as confirmed by staff.

Sources: Critical Incident, progress notes and careplans of both residents, and
interviews with 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:
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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.

As a result of a critical incident, a resident attempted to harm another resident.
During the inspection, there were several incidents of documented abuse to

residents which were not immediately reported to the Director.

Sources: Critical Incident, progress notes of a resident, and interviews with staff.
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