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INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): May 1 - 4, 2023 
 
The following intake(s) were inspected: 

• Intake: #00009198 - CIR# - 2717-000014-22; Intake #00014945 - CIR# - 2717-000020-22; 
Intake #00015596 – CIR# 2717-000022-22 Missing/unaccounted for Controlled Substance 

• Intake: #00016695 - CIR# - 2717-000023-22: Environmental Hazard Flooding. 
• Intake: #00020021 - CIR# - 2717-000006-23: Medication incident involving a resident. 
• Intake: #00021435 - CIR# - 2717-000009-23: Unexpected Death of a resident. 
• Intake: #00084388 - CIR# - 2717-000012-23: Improper care of staff to resident resulting 

injury.  
 

The following Inspection Protocols were used during this inspection: 

Continence Care 
Medication Management 
Infection Prevention and Control 
Safe and Secure Home 
Falls Prevention and Management 
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INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Plan of Care 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 6 (7) 
 
The licensee failed to ensure that transferring of the resident was completed as set out in the resident’s 
plan of care.  
 
Rationale & Summary 
 
A review of a resident’s current plan of care indicated that the resident was to be transferred with two 
staff assistance. A CIR was submitted with notification that a staff member had transferred a resident 
from bed to wheelchair with only one staff member. 
 
Interviews with staff confirmed that the resident does require two staff assistance for all transferring.  
 
Failure to follow a resident's plan of care places a resident at risk for not being provided the care they 
require. 
 
Sources: 
 
Resident progress notes and care plan; CIR 2717-000012-23, resident observations, and interviews with 
Administrator, RAI Coordinator, and PSW's 
[740788] 
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