
 

    

Ministry of 
Children and Family 
Development 

Practice and Quality 
Assurance Division  

  

 

         Ref #: 283598    
         Date:  December 2025 
 

 

Summary: Comprehensive Review 
of the Death of a Youth in the Care of the Director in 2023 

 
Circumstances of the Fatality 

The review examined the services provided to an Indigenous youth who died. The youth 
was receiving guardianship services at the time of the death. 
 
Findings 

The director engaged the youth in planning and supported a consistent living 
arrangement. The youth was provided with financial support. Communication with the 
youth was intermittent throughout the director’s involvement. The youth’s circle, including 
their family and Indigenous community, were not gathered.  
 
Prior to the review being finalized, a new procedure was implemented to support youth. 
Staff received training related to consultation and assessment for youth in care 
experiencing a certain issue. Policy related to a specific practice was updated. 
 
Actions 

In collaboration with the Quality Assurance team, the involved Service Delivery Area 
leadership developed an action plan to review relevant legislation, policy and practice 
guidelines related to the issues identified in the review. 
 
The review was completed in September 2025. The above action plan is due for full 
implementation in January 2026. 
 


