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Additional Inspector(s)

INSPECTION SUMMARY

The inspection occurred onsite on the following date (s): April 23, 24, 25, 2024

The following intake (s) were inspected:
e Intake: #00114215 - [Critical Incident (CI): 2853-000013-24] - related to
Resident Care and Support Services.

The following Inspection Protocols were used during this inspection:

Resident Care and Support Services
Infection Prevention and Control
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INSPECTION RESULTS

WRITTEN NOTIFICATION: Additional training - direct care staff
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (D 1.

Non-compliance with: FLTCA, 2021, s. 82 (7) 5.

Training

s. 82 (7) Every licensee shall ensure that all staff who provide direct care to residents
receive, as a condition of continuing to have contact with residents, training in the
areas set out in the following paragraphs, at times or at intervals provided for in the
regulations:

5. Palliative care.

The licensee has failed to ensure that all direct care staff received additional training
in palliative care, at times or intervals provided for in the regulations.

Rationale and Summary

In accordance with O. Reg 246/22 s. 261 (2) (1) The licensee shall ensure that all staff
who provide direct care to residents must receive annual training required under
subsection 82 (7) (5) of the Act.

The home's training records showed that only 97.3 percent of direct care staff
completed their annual training in 2023. This was acknowledged by a member of
the leadership team.

Failure to provide the required training could impact the delivery of palliative care to
the resident’s residing in the home.

Sources: Interviews with staff and training records.
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