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Additional Inspector(s) 
Arther Chandramohan (000720) was present during this inspection. 

 

INSPECTION SUMMARY 
 

The inspection occurred on the following date(s): March 17, 20-24, 28-29, 31 and May 16-17, 2023. 
  
The following intake(s) were inspected: 

• Intake: #00022365, Critical Incident (CI), #M586-000009-23 related to resident to resident 
sexual abuse. 

• Intake: #00022403 – related to an allegation of resident to resident sexual abuse.  
 

 

The following Inspection Protocols were used during this inspection: 

Continence Care 
Infection Prevention and Control 
Responsive Behaviours 
Prevention of Abuse and Neglect 
 

INSPECTION RESULTS 
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WRITTEN NOTIFICATION: Plan of care 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 6 (7) 
 
The licensee has failed to ensure that the care set out in the resident’s plan of care was provided to the 
resident as specified in the plan. 

Rationale and Summary: 
 
The resident’s progress notes indicated that they should not be within an identified distance of a co- 
resident.  
 
The resident attended an event in the home with the second resident present. Staff interviews 
confirmed that they observed the second resident not too far from the first resident. 

The home failed to ensure that the residents were kept apart, putting one of the residents at risk for 
further harm. 
 
Sources: Review of two resident’s clinical records, and interviews with relevant staff. [649] 
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