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Public Report

Report Issue Date: January 28, 2026
Inspection Number: 2026-1329-0001
Inspection Type:

Critical Incident

Licensee: Axium Extendicare LTC Il LP, by its general partners Extendicare LTC
Managing Il GP Inc. and Axium Extendicare LTC Il GP Inc.
Long Term Care Home and City: The Meadows, Ancaster

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): January 21, 22, 27, and 28
2026.

The following intake(s) were inspected:

-Intake #00164972 related to falls prevention and management.
-Intake #00166383 related to Absences.

The following Inspection Protocols were used during this inspection:

Falls Prevention and Management
Admission, Absences and Discharge

INSPECTION RESULTS

WRITTEN NOTIFICATION: Care during absence

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O. Reg. 246/22, s. 154 (a)

Care during absence

s. 154. Every licensee of a long-term care home shall ensure that before a long-stay
resident of the home leaves for a casual absence or a vacation absence and before a
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short-stay resident of the home leaves for a casual absence,

(a) a physician or a registered nurse in the extended class attending the resident or a
member of the registered nursing staff of the home sets out in writing the care required
to be given to the resident during the absence; and

Resident #002 left the home on a leave of absence with a person of importance. Prior to
leaving, a required medication and direction on how to administer it was not provided
and the dose was missed that day. The registered nursing staff did not set out the care
required to be given to the resident during the absence.

Sources: Home's investigation, resident #002's progress notes and medication
administration record.





