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Public Report

Report Issue Date: October 23, 2025
Inspection Number: 2025-1484-0007
Inspection Type:

Critical Incident

Licensee: Albright Gardens Homes, Incorporated
Long Term Care Home and City: Albright Gardens Homes, Incorporated,
Beamsville

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): October 14, 16-17, 21-23,
2025

The following intake(s) were inspected:
0 Intake: #00158380 - Critical Incident (Cl) #2983-000015-25 - related to
infection prevention and control.
0 Intake: #00158977 - CI #2983-000016-25 - related to the prevention of abuse
and neglect.

The following Inspection Protocols were used during this inspection:

Infection Prevention and Control
Prevention of Abuse and Neglect

INSPECTION RESULTS

WRITTEN NOTIFICATION: Infection prevention and control
program

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 102 (2) (b)
Infection prevention and control program
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s. 102 (2) The licensee shall implement,
(b) any standard or protocol issued by the Director with respect to infection prevention
and control. O. Reg. 246/22, s. 102 (2).

The licensee failed to ensure that the Infection Prevention and Control (IPAC) Standard
for Long-Term Care Homes was implemented. The IPAC Standard required under
section 10.2 that the hand hygiene program was to include hand hygiene support for
residents, specifically (c) assistance to residents to perform hand hygiene before meals.

On a specified date in October 2025, a resident entered a dining room and began eating
their meal without being offered or assisted with hand hygiene.

Sources: October 2025 observation and interview with the home's IPAC Lead.



