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 Public Report 
 

Report Issue Date: April 30, 2025 
Inspection Number: 2025-1307-0002 
Inspection Type:  
Critical Incident 
 
Licensee: The Royale Development LP by its general partner, The Royale 
Development GP Corporation 
Long Term Care Home and City: Woods Park Community & Retirement Living, 
Barrie 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): April 28, and 29, 2025. 
 
The following intake(s) were inspected: 
-Intake: #00138652, Intake: #00140559, and Intake: #00144179, related to 
infection prevention and control outbreak management 
-Intake: #00143078, related to an injury with significant change in health condition 
that resulted in hospitalization.  

 
 

The following Inspection Protocols were used during this inspection: 

Resident Care and Support Services 
Infection Prevention and Control 
 
 

INSPECTION RESULTS 
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WRITTEN NOTIFICATION: Skin and wound care 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 55 (2) (a) (ii) 
Skin and wound care 
s. 55 (2) Every licensee of a long-term care home shall ensure that, 
 (a) a resident at risk of altered skin integrity receives a skin assessment by an 
authorized person described in subsection (2.1) 
 (ii) upon any return of the resident from hospital, and 
 
The licensee failed to ensure that a resident who was at risk of altered skin integrity 
had a head to toe skin assessment when they returned from the hospital. 
 
A resident returned from the hospital and did not have a head to toe skin 
assessment completed. An area of impaired skin integrity was observed two days 
later. Without the completion of a head to toe assessment upon return from 
hospital, it is unknown if the impaired skin integrity was present at that time.  
 
Sources: progress notes, skin and wound assessment, and interview with the 
Director of Care (DOC). 

 
 


