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INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): February 8, 9, 13, 14, 2024 
 
The following intake(s) were inspected: 

• Intake: #00101202, Critical Incident (CI) # 2882-000045-23 related to trust account 
• Intake: #00104901, CI # 2882-000050-23 related to resident to resident physical abuse 
• Intake: #00106625, CI # 2882-000004-24 related to a medication incident  
• Intake: #00106740, complaint related to call bell response time and continence 
• Intake: #00106870, CI # 2882-000005-24, allegation of improper/incompetent treatment 

related to plan of care regarding hygiene care and toileting schedule 
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The following Inspection Protocols were used during this inspection: 

Continence Care 
Medication Management 
Infection Prevention and Control 
Prevention of Abuse and Neglect 
Responsive Behaviours 
Resident Charges and Trust Accounts 
 

 

INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Administration of drugs 
 
NC # Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 140 (2) 
Administration of drugs 
s. 140 (2) The licensee shall ensure that drugs are administered to residents in 
accordance with the directions for use specified by the prescriber. O. Reg. 246/22, s. 
140 (2). 
 
The licensee shall ensure that drugs are administered to residents in accordance 
with the directions for use specified by the prescriber. Resident #005 was 
prescribed a medication on a specific date in 2024 and was never administered a 
dose until a substitution medication was ordered nine days later. No action was 
taken by the registered nursing staff until the substitution medication was ordered.  
 
Sources: Interview with the Director of Care and health care record review.  
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