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INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): May 16, 17, 18, 19, 2023 
 
The following intake(s) were inspected: 

 Intake: #00021290 - Fall of a resident resulting in an injury. 
 Intake: #00084504 - Staff to resident alleged neglect. 
 Intake: #00086634 - A complaint related to resident care and services. 
 Intake: #00087709 - Related to resident care and services. 

 
 

 

The following Inspection Protocols were used during this inspection: 

Resident Care and Support Services 
Food, Nutrition and Hydration 
Infection Prevention and Control 
Falls Prevention and Management 
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INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Falls Prevention and Management  
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 6 (7) 
 
The licensee has failed to ensure that the safety /clip alarm was on a resident while in bed as outlined in 
the plan of care.  
 
Rationale and Summary: 
  

safety/ clip alarm while in bed. 
 
The resident was observed by Inspector #000730 on three occasions during the inspection to be lying in 
bed without the safety/clip alarm available in the room and attached to the resident, as directed in the 

  
 
The Director of Care, PSW #110 and other staff confirmed that the safety/ clip alarm should be on the 
resident at all times, while in bed. Failing to ensure the resident's safety /clip alarm is attached to the 
resident as directed in the plan of care, puts the resident at risk for falls. 
 
Sources: Interviews with the Director of Care, PSW #110 and other staff, observations of the resident 
and plan of care. [000730] 

 
 


