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 Public Report 
 

Report Issue Date: June 23, 2025 
Inspection Number: 2025-1341-0004 
Inspection Type:  
Complaint 
Critical Incident 
 
Licensee: Axium Extendicare LTC II LP, by its general partners Extendicare LTC 
Managing II GP Inc. and Axium Extendicare LTC II GP Inc. 
Long Term Care Home and City: Columbia Forest, Waterloo 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): June 9 - 12, 17, 20, 23, 
2025 
 
The following intake(s) were inspected: 

• Intake: #00146468, Intake: #00149456 and Intake: #00146518: Related to a 
complaint regarding improper care and skin and wound concerns. 

 
 

The following Inspection Protocols were used during this inspection: 

Skin and Wound Prevention and Management 
Resident Care and Support Services 
Medication Management 
Reporting and Complaints 
 
 

INSPECTION RESULTS 
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WRITTEN NOTIFICATION: Plan of care 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 6 (1) (c) 
Plan of care 
s. 6 (1) Every licensee of a long-term care home shall ensure that there is a written 
plan of care for each resident that sets out, 
 (c) clear directions to staff and others who provide direct care to the resident; and 
 
The licensee failed to ensure that the written plan of care for a resident provided 
clear direction to staff when it included an intervention that was no longer required. 
 
Sources: Interview with staff, resident's clinical records and email communication 
with the Director of Care (DOC). 
 
 
 
 

WRITTEN NOTIFICATION: Plan of care 
 
NC #002 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 6 (5) 
Plan of care 
s. 6 (5) The licensee shall ensure that the resident, the resident’s substitute decision-
maker, if any, and any other persons designated by the resident or substitute 
decision-maker are given an opportunity to participate fully in the development and 
implementation of the resident’s plan of care. 
 
The licensee failed to ensure that a resident's substitute decision-maker (SDM) was 
given an opportunity to participate fully in the development and implementation of 
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the resident’s plan of care. On a specified date in March 2025, the staff changed a 
medication administration time for a resident without first obtaining consent from 
their SDM. 
 
Sources: Resident's clinical records, interviews with staff. 
 
 
 
 

WRITTEN NOTIFICATION: Transferring and positioning 
techniques 
 
NC #003 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 40 
Transferring and positioning techniques 
s. 40. Every licensee of a long-term care home shall ensure that staff use safe 
transferring and positioning devices or techniques when assisting residents. 
 
The licensee failed to ensure that staff used safe transferring and positioning 
devices or techniques when assisting a resident. 
 
Sources: Resident's clinical records, interviews with staff. 

 
 


