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INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): May 1-4, 2023. 
 
The following intake(s) were inspected: 
 • One Intake: related to a resident fall; and  
• One Intake: related to resident safety 
 

 

The following Inspection Protocols were used during this inspection: 

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

 

INSPECTION RESULTS 
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WRITTEN NOTIFICATION: Plan of Care 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 6 (1) (c) 
 
Rationale and Summary  

The licensee of a long-term care home failed to ensure that there was a written plan of care for each 
resident that sets out, clear directions to staff and others who provide direct care to the resident.  

During a review of a resident's care plan it had two conflicting interventions.  

The risk to the resident is low related to this non-compliance.  

Sources 
Complaint submitted to the Director, Resident #003's care plan, home's policy, staff and ADOC 
interviews. 
[684] 
 

WRITTEN NOTIFICATION: Plan of Care 
 
NC #002 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 6 (10) (c) 
 
Rationale and Summary  
The licensee of a long-term care home failed to ensure that the resident was reassessed and the plan of 
care reviewed and revised at least every six months and at any other time when, care set out in the plan 
has not been effective. 

Upon review of the progress notes, there were notes indicating that this resident did not follow the 
parameters in one of the home’s policies. 

The care plan for this resident was reviewed and it indicated that the resident was aware of the home’s 
policy and the specific requirements they were to follow as it related to the policy, but the resident’s 
plan of care had not been revised despite being ineffective. 
 
The risk to the residents is moderate related to this non-compliance. 

 
Sources 
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Complaint submitted to the Director, Resident #004s care plan and progress notes, home's policy, 
resident's, staff and ADOC interviews. 
[684] 
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