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 Original Public Report 
 
Report Issue Date July 28, 2022 
Inspection Number [2022_1294_0001] 
Inspection Type  
☒ Critical Incident System   ☐ Complaint ☐ Follow-Up   ☐ Director Order Follow-up  
☐ Proactive Inspection  ☐ SAO Initiated ☐ Post-occupancy 
☐ Other    
  
Licensee 
[Estonian Relief Committee in Canada] 
Long-Term Care Home and City 
[Ehatare Nursing Home, Scarborough] 
Lead Inspector  Inspector Digital Signature 
Eric Tang (529)  

Additional: The following individuals were also present in the inspection: Lucia Kwok (752), 
and Jack Shi (760).  
 

 
INSPECTION SUMMARY 
The inspection occurred on the following date(s): July 20-22, 26, 2022.  

  
The following intake was inspected: 
- An intake and a CIS related to a fall with a significant change in condition. 

 
The following Inspection Protocols were used during this inspection:  

• Falls Prevention and Management 
• Infection Prevention and Control 
• Safe and Secure Home 

 
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 (9) (b)] 
The licensee has failed to ensure that the resident’s infectious symptoms were recorded every 
shift.  
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Rationale and Summary 
The resident’s records indicated that they had developed an infection and remained 
unresolved. As per the records and the IPAC Lead the resident’s infectious symptoms were 
not recorded on multiple shifts between a specified time period, and their symptoms should 
have been recorded every shift during that time.   
 
Failure to record the resident’s infectious symptoms every shift may hinder staff from 
monitoring the resident’s treatment status.  
 
Sources: the resident’s electronic health records; interview with the IPAC Lead. [529] 
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