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INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): July 11, 19, 20, 21, 24, 25, 26, 2023
The inspection occurred offsite on the following date(s): July 19, 25, 2023

The following intake(s) were inspected:
e Intake: #00001964, Intake: #00005504, and Intake: #00022379 related to resident falls.
e Intake: #00002791 complaint related to multiple care concerns.
e Intake: #00004992 related to alleged staff to resident abuse.
e Intake: #00018256 related to resident to resident abuse.

The following Inspection Protocols were used during this inspection:

Resident Care and Support Services
Infection Prevention and Control
Responsive Behaviours

Prevention of Abuse and Neglect
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Falls Prevention and Management

INSPECTION RESULTS

WRITTEN NOTIFICATION: Police Notification

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 105

The licensee has failed to 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.

Rational & Summary
The licensee reported a Critical Incident Report for resident to resident abuse. This report documented
that no additional authorities such as police service were informed.

A Registered Practical Nurse (RPN) indicated to inspector #126 that the police service was not informed
immediately of this incident.

As such, no appropriate police force was immediately informed of this resident to resident abuse as
required.

Sources: Resident record review, interview with an RPN. [126]

The licensee has failed to ensure that the appropriate police service is immediately notified of any
alleged, suspected or witnessed incident of abuse of another resident, that the licensee suspected may
constitute a criminal offence.

Rationale/Summary
The licensee reported a Critical Incident Report for an alleged incident of staff to resident abuse. This
report documented that additional authorities were informed as N/A meaning non-applicable.
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The Directrice Generale (DG) indicated to inspector #000725 that based on their review of this
investigation, the police service was not informed of this incident.

As such, no appropriate police force was immediately informed of this alleged staff to resident abuse as
required.

Sources: Resident record review, interview with DG. [000725]
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