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 Public Report 
 

Report Issue Date: March 4, 2026 
Inspection Number: 2026-1031-0002 
Inspection Type:  
Critical Incident 
 
Licensee: Arch Long Term Care LP by its General Partner, Arch Long Term Care 
MGP, by its partners, Arch Long Term Care GP Inc. and Arch Capital Management 
Corporation 
Long Term Care Home and City: Tilbury Manor Nursing Home, Tilbury 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following dates: March 2-4, 2026 
 
The following intake was inspected: 
- Intake: #00168427 - related to falls prevention and management 

 
 

The following Inspection Protocols were used during this inspection: 

Falls Prevention and Management 
 
 

INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Residents’ Bill of Rights 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 3 (1) 22. 
Residents’ Bill of Rights 
s. 3 (1) Every licensee of a long-term care home shall ensure that the following rights of 
residents are fully respected and promoted: 
 22. Every resident has the right to designate a person to receive information 
concerning any transfer or any hospitalization of the resident and to have that person 
receive that information immediately. 
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A resident's Power of Attorney (POA) was not immediately notified of the resident's 
transfer to hospital after a fall. It was indicated during an interview with the 
Administrative Director of Care (ADOC) of the home, that the resident's POA should 
have been immediately notified of the resident's transfer.  
 
Sources: Resident clinical records, interview with ADOC. 

 
  


