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COLUMBIA VERDICT AT CORONERS INQUEST
FINDINGS AND RECOMMENDATIONS AS A RESULT OF THE CORONER’'S INQUEST PURSUANT TO
SECTION 38 OF THE CORONERS ACT, [sBC 2007] c 15, INTO THE DEATH OF
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SURNAME GIVEN NAMES

An Inquest was held at ~ The Burnaby Coroners Court , in the municipality of Burnaby

in the Province of British Columbia, on the following dates: January 13% to 24, 2025

before: Donita Kuzma , Presiding Coroner.

into the .

death of Girard Florence Marie 54 [] maee Female
(Last Name) (First Name) (Middle Name) (Age)

The following findings were made:

Early morning

Date and Time of Death: 13 October 2018 hours
(Date) (time)
Port Coquitlam,
Place of Death: Private residence BC
(Location) (Municipality/Province)

Medical Cause of Death:

(1) Immediate Cause of Death: a) Starvation/malnutrition
Due to or as a consequence of
Antecedent Cause if any: b)

Due to or as a conseguence of

Giving rise to the immediate
cause (a) above, stating )
underlying cause [ast.

(2) Other Significant Conditions a. Severe osteoarthritis of the left hip
Contributing to Death: b. Down syndrome

Classification of Death: || Accidental | x] Homicide | | Natural [ | Suicide [ ] undetermined
Homicide is a neutral term that does not imply fault or blame.

The above verdict certified by the Jury on the 24 day of January AD, 2025

Donitavzma /Q TN

Presiding Coroner's Printed Name Presiding Coroner's Signature
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PARTIES INVOLVED IN THE INQUEST:

Presiding Coroner: Donita Kuzma

Inquest Counsel: Steven Liu

Court Reporting/Recording .

Agency: Joanne Hamilton

Participants/Counsel: Karim Ramji, counsel for the family and Down Syndrome BC

Taryn Urquhart, counsel for Kinsight Community Society

Maureen Abraham & Derek Ball, counsel for the Province of
British Columbia

Kaitlyn Chewka, counsel for Community Living British
Columbia

The Sheriff took charge of the jury and recorded 19 exhibits. 18 witnesses were duly sworn and testified.

PRESIDING CORONER’'S COMMENTS:

The following is a summary of the circumstances of the death as set out in the evidence presented to the jury at
the inquest. This is to assist in understanding, but does not replace, the jury verdict and recommendations. This
summary is not evidence.

Florence Marie Girard (Florence Girard) was a 54-year-old woman who was born with Down
Syndrome and placed in government care when she was young. At some time in the 1990s,
she was living in a group home operated by the Simon Fraser Society, an agency later
renamed as Kinsight Community Society (Kinsight). In 2010, her sister became concerned
that the group home was going to close. Astrid Dahl, who had worked in the group home
and known Florence Girard for many years, agreed to become a home share provider for
her.

On October 13, 2018, Florence Girard was discovered deceased at the residence where she
was living with Astrid Dahl. She was found in her room, on a mattress on the floor. A police
investigation was conducted. A forensic autopsy determined the cause of death was due to
starvation/malnutrition, with severe osteoarthritis of the left hip and Down Syndrome as
contributing factors. Astrid Dahl was charged and ultimately was found guilty of failing to
provide the necessaries of life for Florence Girard.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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Kinsight is a non-profit agency that provides services to people with developmental
disabilities, such as residential services. The agency receives funding from Community
Living British Columbia (CLBC). CLBC is a BC Crown Corporation that receives all funding
from the BC Ministry of Social Development and Poverty Reduction (SDPR).

Dahl became an independent contractor with Kinsight to be a home share provider for
Florence Girard. The contract was renewed on a yearly basis. A home share coordinator
employed by Kinsight was responsible for ensuring the contract was being followed. The
contract specified that the home share provider had the sole responsibility for how services
were provided. There was a “handbook” that was kept at Dahl’s residence. Dahl was
required to submit reports two times per year. There were no records of reports submitted
by Dahl for the years 2017 and 2018.

When Florence Girard went to live with Dahl, she was obese. Florence Girard was assessed
by an occupational therapist in 2011. The report indicated she had severe osteoarthritis in
her left hip that affected her mobility. It was difficult for her to use the stairs. The report
recommended that she have a wheelchair. The report also indicated that hip surgery had
been recommended by an orthopedic surgeon, however, Florence Girard was afraid of
surgery.

In January 2012, Florence Girard was seen by her physician, who noted she had lost
approximately 50 pounds, and weighed 120 pounds. She was experiencing hip pain for
which she was prescribed a weak narcotic. Dahl testified that Florence Girard would overeat
when she lived in the group home, and the weight loss was the result of not letting her
overeat. Dahl also testified she never sought any medical or nutritional guidance for a
weight loss plan for her.

Florence Girard was again seen by a physician in 2013. She continued to be prescribed a
weak narcotic for hip pain. When the family doctor retired another doctor took over
Florence Girard’s care. That physician testified she last saw Florence Girard in February
2014, when she was again prescribed narcotics to manage her hip pain. The physician’s
records showed she was not seen again after that date.

Dahl testified that Florence Girard required full care. She described her as stubborn, and
she did not like to do certain activities. Dahl said that Florence Girard could say no and her
right to say no had to be respected. She said Florence Girard would become very stressed
and acted out when she went to the doctor. The new doctor made her very upset, and she
didn’t want to go back. She also became very upset at her last dentist visit, so she was
never taken back for any dental care.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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Dahl testified she had been paying for Florence Girard’s pain medication out of her own
money. She stated she asked the Kinsight home share coordinator for financial assistance,
but she never heard back. Dahl decided to switch her over to regular Tylenol for pain. She
asked about getting a wheelchair but never received any assistance from the home share
coordinator to obtain one. The home share coordinator later testified she did not recall any
requests from Dahl for any assistance nor were there any records of them.

A witness from Social Development and Poverty Reduction (SDPR) testified there are
programs and assistance available for medication and wheelchairs.

Dahl testified that she was not paid enough to care for Florence Girard and was afraid to
make any complaints because she was told she would be labelled a troublemaker, and they
would take Florence Girard away. Another home share provider testified that home share
providers are not paid a living wage to provide home sharing. Home share providers are
required to take first aid training, CPR, and a nonviolent communication course on a yearly
basis.

In 2013, a personal profile for Florence Girard was created. The profile said she had
attended a day program with her peers in the past and had decided to “retire” from it. The
profile had a section on Complex Health Needs.

In November 2014, an Individual Care Plan was created. It identified that Florence Girard
needed regular doctor and dental appointments. In October 2016, Dahl and Florence
Girard, along with another family member of Dahl’s, moved to a different residence. The
move occurred because Dahl’s relationship with her partner had broken down and she had
safety concerns. Dahl testified that the home share coordinator knew she had moved and
why. However, the home share coordinator testified she was not aware of the safety
concerns that led to Dahl needing to move.

Florence Girard’s room in the new residence was on the top floor of the townhouse. Down
the hall was another bedroom, a bathroom and Dahl’s bedroom. Dahl testified that Florence
Girard took most of her meals in her room as she could not go down the stairs easily. She
stayed in her room all day watching her favorite movie and doing word search puzzles.

The same home share coordinator had been assigned to Florence Girard’s case from 2014 to
August 2018. During that time, she never asked Dahl if Florence Girard was taken to the
doctor or the dentist. She testified that she had 25 individuals receiving home sharing

assigned to her as a coordinator. Kinsight provided training but there was no required home
coordinator course to take when she started working at Kinsight. The inquest later heard
testimony from a witness that there is a required course that home share coordinators must
take now.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of

the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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In November 2017, the Individual Services Home Sharing contract was renewed with Dahl.
The home share coordinator completed a contract check list and a Health and Safety
Checklist.

On February 15, 2018, the Kinsight home share coordinator saw Florence Girard at the
residence. There was a requirement to visit a home share residence every 3 months (4
times per year) however, it was not a requirement then to see the individual receiving
services. The reason given was the individuals had a right to say no, and they did not have
to see the coordinator if they didn’t want to.

In March 2018, Florence Girard’s sister contacted the Kinsight coordinator and said she
could not reach Dahl to set up a visit. The coordinator messaged Dahl and a visit was set
up for April. The Contact Log entered as evidence showed Dahl said Dahl had the flu at the
end of March 2018, and she would contact the home share coordinator in May to set up the
next home visit.

Florence Girard’s sister had testified she was able to visit Florence Girard in April 2018, and
she appeared very frail at that time. The contact log showed the home share coordinator
messaged Dahl on May 11 and May 30, but there was no response. On June 25, the
coordinator messaged her again. Plans were discussed for a home visit that was eventually
booked for July 18.

On July 18, the home share coordinator cancelled the meeting as she was called away for
something else. She told Dahl there was going to be a new home share coordinator who
would be taking over management of the services and Dahl would have to contact the new
person to arrange a visit. However, the now former coordinator became involved with the
placement of a new person into Dahl’s residence and visited the residence on August 2. She
did not make any attempt to see Florence Girard on that day.

According to the Contact Log, on August 9, Dahl messaged that she would contact the new
coordinator to set up a visit. On August 14, the former coordinator was at Dahl’s residence
again with a CLBC facilitator and the new coordinator to meet the new resident. They were
told that Florence Girard had Alzheimer’s and liked to stay in her room a lot. They did not
see her that day. On August 24, the new coordinator met with Dahl, outside of the
residence at a coffee shop, to sign the new contract for the new resident. Dahl said
Florence Girard was getting over a bad flu. She could only eat soups and “Ensure”. She
was asked if Florence Girard had seen a doctor, and Dahl said no, but would take her if she
did not improve.

On September 11, the new coordinator was at the residence to check on the new resident.
She asked again about Florence Girard and Dahl said she was on the mend and still taking
Ensure. The coordinator did not see her that day. On September 28, the coordinator texted
Dahl but there was no response.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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Dahl testified that Florence Girard had been refusing to eat for a month prior to her death.
She believed Florence Girard was aging fast because of her having Down Syndrome. At
some point, she started applying adult diapers. She tried to get her to drink Ensure but she
would spit it out. She believed Florence Girard was dying but she did not want to take her
to palliative care.

She asked her mother, who had worked in care homes but was not a nurse, what she should
do. On October 12, her mother advised to her call an ambulance and Dahl testified that she
planned to do so on the following day.

Dahl testified that she went into Florence Girard’s room in the early hours of October 13.
She held her and fell asleep. When she woke up later, Florence Girard was deceased. No
resuscitation attempts were made. Dahl called a relative to ask what she should do.
Eventually she called the non-emergency number for police to report the death. Dahl called
the Kinsight main phone number and left a message to inform them of Florence Girard’s
death. Kinsight staff were not aware of the death until Monday October 14.

The RCMP officer who oversaw the police investigation testified about the investigation of
Florence Girard’s death. The forensic pathologist, who conducted an autopsy, testified that
Florence Girard weighed 50 pounds at the time of her death, and it would have taken more
than one month of not eating for her to be in that state of malnutrition.

Kinsight has since added a new position of team lead that oversees the work of the home
share coordinator. CLBC has not provided any new funding for the position. Kinsight also
had all their process reviewed by an outside specialist, and changes were made to ensure
there are always “two sets of eyes” on the individuals receiving services. A new electronic
record management system “Share Vision” was introduced. All coordinators receive training
on vulnerability assessment. Home visits are still done every 3 months, however if the
coordinator is not able to see the individual on the regular visit, they now must see the
person within one week. CLBC also audited Kinsight.

Florence Girard did not have an individual health care plan as she was not considered to
have complex medical conditions. There was evidence to suggest she could have benefitted
from a health care plan. Health Care plans are done by staff from Health Services for
Community Living (HSCL). HSCL provides health consultation and planning for adults with
developmental disabilities. Several witnesses indicated the wait time for a referral to have
an individual health plan created by HSCL can be over a year.

Several witnesses testified that CLBC had a medical consultant and a clinical consultant in
the past. The medical consultant assisted with health planning for individuals who were
receiving CLBC services. The clinical consultant would review all mortality reports. Both
positions were discontinued several years ago.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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An Auditor General report on CLBC was released in October 2021. A CLBC witness testified
that 98% of the recommendations from the Auditor General report were implemented.
CLBC has made changes in the years since Florence Girard’s death. The Standards for
Home Sharing and the Standards for the Coordination of Home were updated. An Annual
Monitoring Visit Template for agencies coordinating home sharing was implemented.

Since 2018, CLBC has increased home sharing rates of pay CLBC has hired more program
analysts. The role of the analyst is to conduct reviews of the agencies with CLBC home
share contracts.

The Advocate for Service Quality testified they are an independent office that reports to the
Minister for SDPR. Their mandate is to assist government to better support individuals with
intellectual disabilities. They are tasked to identify trends; however, the office does not
receive mortality and incident reports from CLBC. The issue of inadequate funding is a
common complaint they receive.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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To:

SURNAME GIVEN NAMES

Pursuant to Section 38 of the Coroners Act, the following recommendations are forwarded to the Chief Coroner of
the Province of British Columbia for distribution to the appropriate agency:

JURY RECOMMENDATIONS:

Community Living British Columbia (CLBC)

Develop a case management system for CLBC, home coordinating agencies, home
share providers, health and para-health professionals to input, review, receive alerts
and audit all information on measurable quality of life outcomes for all individuals in
care. Home share providers should be equipped with computers to operate the case
management system.

Presiding Coroner Comment: The jury heard evidence of a need to move away
from a paper-based tracking system to a system that is more centralized and will
alert providers and coordinators to a person’s needs.

Work with and provide family members interested in caring for loved ones at home
the information including available supports (financial, medical, respite) to make
informed decisions in the best interest of the individuals in care. If family members
choose to keep their loved one in a home, they should be supported to the same
level as a home share provider and must meet the same expectations.

Presiding Coroner Comment: The jury heard evidence of the difficulty of
parents/family members becoming supported home care providers and the large
costs associated should they do this without support.

Immediately increase the compensation package for home share providers to include
a living wage commensurate with the complexity of care needed for the individual in
care, over and above financial contribution for food, shelter and basic necessities.
This living wage compensation package should be annually adjusted to the consumer
price index.

Presiding Coroner Comment: The jury heard evidence repeatedly that the funding
is not adequate to attract and retain home share providers and the compensation is
insufficient.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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4, Immediately increase the compensation package of home sharing coordinators to

candidates for the position.

insufficient for the workload and responsibilities they are required to perform.

immediately reduce the caseload of home sharing coordinators to below 25,
accounting for additional time needed due to the complexity of needs for the
individuals in care to ensure quality monitoring.

Presiding Coroner Comment: The jury heard evidence that home share

for one home share coordinator.

6. Develop standards and ensure that all home coordinating agencies assess the

and advance care directives when appropriate.

interest,

maximize resources dedicated to client-facing staff and functions.

persons in care.

comparable positions in the Ministry of Children and Family Development, e.g. child
and youth with special needs social worker, to effectively recruit and retain qualified

Presiding Coroner Comment: The jury heard evidence repeatedly that the pay is

5. Increase funding to all contracted home coordinating agencies so these agencies can

coordinators positions are incrementally funded by CLBC and are based on 25 cases
for one coordinator. They also heard evidence that 25 was too large of a caseload

decision-making capacity of individuals in care in conjunction with family members
and health professionals and develop/update delegated decision making agreements
such as appropriate representation agreement, power of attorney, committeeship

Presiding Coroner Comment: The jury heard evidence that at times persons in
care are not able to make health decisions and require decisions made in their best

7. Immediately conduct, report out and implement the results of an organizational
efficiency study, with help from a consultant using techniques such as 6-Sigma, to

Presiding Coroner Comment: The jury heard evidence of increasing layers of
administration being added at CLBC yet have also heard of funding limitations for

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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8. Develop standards and ensure that CLBC Practice Analysts conduct risk-based,

randomly selected and unannounced home visits during annual monitoring visits of
home coordinating agencies. The paramount focus of these visits is to verify the
physical and mental wellbeing and quality of life of the individuals in care.

Presiding Coroner Comment: The jury heard evidence that CLBC relies on home
share agencies to monitor home shares, yet evidence shows that this monitoring is
not always sufficient to identify issues.

9. Revise the definition section of the Standards for the Coordination of Home Sharing
to include “Health Care Planning” and “Health Care Plans”.

Presiding Coroner Comment: The jury heard evidence that these terms are
repeatedly heard but not defined in the document.

10. Revise the Standards for Home Sharing to include a definition section similar to the
definition section of the Standards for the Coordination of Home Share.

Presiding Coroner Comment: The jury heard evidence that led them to believe it
would be helpful for home share providers to have a definition of terms readily
available to them.

To: CLBC

All CLBC contracted home sharing coordinating agencies

11. Provide on-going paid training, in addition to the living wage compensation package
outlined above, for home share providers to take mandatory and elective courses
related to the individuals in their care including but not limited to:

a. How to care for individuals in care given their ongoing and changing
requirements,

b. How to receive supports when the care needs of the individual changes
significantly, and

c. How to understand their rights and obligations as home share providers when
making complaints.

Presiding Coroner Comment: The jury heard conflicting evidence as to the
training provided for home share providers and the knowledge of and
implementation of the Standards for Home Sharing.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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To: Ministry of Health & Ministry of Social Development and Poverty Reduction
12. Immediately reinstate the Provincial Medical Consultant position at CLBC.
Presiding Coroner Comment: The jury heard evidence that this position previously
existed and also of the difficulties and waits created by the absence of the position.
13. Immediately increase the capacity of Health Services for Community Living to better

To:

14.

15.

provide ongoing health care planning and reduce wait time to access services for
health care plans for individuals.

Presiding Coroner Comment: The jury heard evidence of the repeated difficulty to

have health care plans created for people with disabilities and that this affects the
ability to provide proper healthcare.

PRESIDING CORONER RECOMENDATIONS

After hearing the evidence, the Presiding Coroner also made the following
recommendations:

Ministry of Social Development and Poverty Reduction

Increase the capacity of the Advocate for Service Quality to undertake systemic
studies of the needs and challenges faced by individuals with special needs.

Have all deaths, critical injuries and near misses involving people who receive
support from CLBC reported to and investigated by the office for the Advocate for
Service Quality to ensure transparency and accountability.

This document has been prepared pursuant to the authority of the Chief Coroner as provided in Section 53(2)(e) of
the Coroners Act, [SBC 2007] C 15. Updated July 26, 2022
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