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INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): January 8-11, 2024

The following intake(s) were inspected:
e Intake: #00098782 - [Cl M556-000023-23] Fall of a resident with injury.
o Intake: #00099921 - [Cl M556-000024-23] - Resident to resident alleged
abuse.
o Intake: #00102648 - [CI M556-000026-23] Fall of a resident with injury.
o Intake: #00103381 - ICI M556-000030-23] Fall of a resident with injury.

The following intake was completed in this inspection: Intake: #00103058 - ClI
M556-000029-23 was related to falls.
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The following Inspection Protocols were used during this inspection:

Infection Prevention and Control
Prevention of Abuse and Neglect
Responsive Behaviours

Falls Prevention and Management

INSPECTION RESULTS

WRITTEN NOTIFICATION: Infection prevention and control

program

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.

Non-compliance with: O. Reg. 246/22, s. 102 (8)

Infection prevention and control program

s. 102 (8) The licensee shall ensure that all staff participate in the implementation of
the program, including, for greater certainty, all members of the leadership team,
including the Administrator, the Medical Director, the Director of Nursing and
Personal Care and the infection prevention and control lead. O. Reg. 246/22, s. 102
(8.

The licensee has failed to ensure that staff participated in the implementation of the
Infection Prevention and Control program by not complying with masking
requirements when in resident care areas.

Sources: Observations made by Inspector #740787
[740787]
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