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 Public Report 
 

Report Issue Date: August 28, 2025 
Inspection Number: 2025-1308-0004 
Inspection Type:  
Critical Incident 
 
Licensee: LaPointe-Fisher Nursing Home, Limited 
Long Term Care Home and City: Fairfield Park, Wallaceburg 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): August 25, 26, 27, and 28, 
2025. 
 
The following intake(s) were inspected: 
- Intake #00155466 / Critical Incident (CI) 2823-000043-25 was related to 
missing/unaccounted for medications. 

 
 

The following Inspection Protocols were used during this inspection: 

Medication Management 
Pain Management 
 
 

INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Medication management system 
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NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 123 (3) (a) 
Medication management system 
s. 123 (3) The written policies and protocols must be, 
 (a) developed, implemented, evaluated and updated in accordance with evidence-
based practices and, if there are none, in accordance with prevailing practices;  
 
The licensee did not ensure that the written policies and protocols for the 
medication management program were followed when a registered staff member 
did not accurately document the timing of medication administration for two 
residents. The home's medication administration policy stated that registered staff 
members shall immediately document after medications had been a given which 
was not done based on review of camera footage and interviews with the home's 
Administrator and Director of Nursing Programs. 
 
Sources: Residents' electronic Medication Administration Record, observations of 
camera footage, the home's investigation notes, Medication Management - 
Administration Policy (revised May 2025), and interviews with the home's 
Administrator and Director of Nursing Programs. 

 
 


