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INSPECTION SUMMARY 
 

 The inspection occurred onsite on the following date(s): June 17, 18, 19, 20, 24, 25, 
26, 2024. 
  
The following intake(s) were inspected: 

• Intake: #00114516-CIR 2640-000013-24-Alleged staff to resident physical 
abuse. 

• Intake: #00118143-Complaint regarding wound care. 
 

 

The following Inspection Protocols were used during this inspection: 

Skin and Wound Prevention and Management 
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Infection Prevention and Control 
Safe and Secure Home 
Prevention of Abuse and Neglect 

 

INSPECTION RESULTS 
 

WRITTEN NOTIFICATION: Policy to Promote Zero Tolerance of 

Abuse and Neglect 

 

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

 

Non-compliance with: FLTCA, 2021, s. 25 (1) 

Policy to promote zero tolerance 

s. 25 (1) Without in any way restricting the generality of the duty provided for in 

section 24, every licensee shall ensure that there is in place a written policy to 

promote zero tolerance of abuse and neglect of residents, and shall ensure that the 

policy is complied with. 

 

The licensee has failed to ensure that a Registered Nurse complied with the 

licensee's written policy to promote zero tolerance of abuse and neglect of 

residents. 

 

Sources: The home's investigation file, Critical Incident Report and interviews with a 

Personal Support Worker and the Director of Care. 
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