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 Public Report 
 

Report Issue Date: September 23, 2025 
Inspection Number: 2025-1332-0005 
Inspection Type:  
Critical Incident 
 
Licensee: Extendicare (Canada) Inc. 
Long Term Care Home and City: Extendicare Brampton, Brampton 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): September 15-19, & 23, 
2025 
 
The following intake(s) were inspected: 

• Intake: #00155435 related to injury from unknown cause 
• Intake: #00156772 related to injury from unknown cause 
 

 

The following Inspection Protocols were used during this inspection: 

Resident Care and Support Services 
 
 

INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Required programs 
 
NC # Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
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Non-compliance with: O. Reg. 246/22, s. 53 (1) 2. 
Required programs 
s. 53 (1) Every licensee of a long-term care home shall ensure that the following 
interdisciplinary programs are developed and implemented in the home: 
 2. A skin and wound care program to promote skin integrity, prevent the 
development of wounds and pressure injuries, and provide effective skin and 
wound care interventions. 
 
The licensee failed to ensure that the skin and wound care program for the Long 
Term Care Home (LTCH) was implemented as required.  
 
In accordance with O. Reg. 246/22, s.11. (1) (b), the licensee is required to ensure that 
the home's skin and wound care program and policies are complied with. 
 
The LTCH's skin and wound program policy directed registered staff to inform the 
wound care lead about worsening of a resident's wound. 
 
A resident had a new skin alteration and it deteriorated. The skin and wound lead 
was not notified about the worsening of the wound, as required by the LTCH's skin 
and wound policy. 
 
Sources: Resident's clinical record; Skin and Wound Care Management Program 
policy; Interviews with skin and wound lead and staff. 

 
 


