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INSPECTION SUMMARY

The inspection occurred onsite on the following date(s). February 11, 12, 14, 2025
The inspection occurred offsite on the following date(s). February 13, 2025

The following intake(s) was inspected:

o Intake: #00131318 - Cl 2925-000037-24 - Resident to resident
physical abuse

The following Inspection Protocols were used during this inspection:

Infection Prevention and Control
Prevention of Abuse andNeglect

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)
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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.

The licenseefailed to protect aresident from abuse by co-resident when
they were not monitored after exhibiting a new behaviour,

Aresident exhibited a new responsive behaviour on a specific date when they
entered a co- resident’'s room and was physically aggressive towards the co-
resident. The resident did not have any changes in the plan for care for
intervention to mitigate further incidents. They did not receive enhanced
monitoring (DOS) and subsequently, two days later, entered another co-
resident'sroom and a physical altercation took place causing injury.

Sources: Clinical health records for the resident 001, 002, and 003, Cl ;
interviews with the DOC and BSO lead.

WRITTEN NOTIFICATION: Responsive behaviours

NC #002 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 58 (4) (c)

Responsive behaviours

s. 58 (4) The licensee shall ensure that, for each resident demonstrating responsive
behaviours,

(c)actionsaretakentorespondtothe needs of theresident, including

assessments, reassessmentsandinterventionsandthattheresident's
responsestointerventionsare documented.

Thelicensee failedto ensurethat whenaresidentdemonstratedaresponsive
behaviour that actions were taken to respond to the needs of the resident,
including assessment and interventions.

On a specific date a resident entered a co-resident'sroomand was physically
aggressive towards the co-resident. Two days later the resident entered
anotherco-residentroomand a physical altercation took place causing injury.
Anassessment was not completed inresponsetothe new
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behaviour related to the first incident and no new interventions were added.

Sources: Clinical health records for the resident 001, 002, and 003 ClI;
interviews with the DOC and BSO lead.

WRITTEN NOTIFICATION: Behaviours and altercations

NC #003 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 60 (a)

Behaviours and altercations

s. 60. Every licensee of a long-term care home shall ensure that,

(a) proceduresandinterventionsare developed andimplemented to assist
residentsand staff who are at risk of harm or who are harmed as aresult ofa
resident’s behaviours, including responsive behaviours, and to minimize
the risk of altercations and potentially harmful interactions between and
among residents; and

The licensee failed to ensure that aresident was protected from risk of harm
by a co-resident when a new responsive behaviour was identified and the
licensee did not complete an assessment or implement further interventions
to mitigate further incidents. The resident subsequently entered another co-
resident'sroomtwo dayslaterand a physical altercation took place causing
injury.

Sources: Clinical health records for the resident 001 and resident 002, Cl ; and
interviews with the DOC and BSO lead.



