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 Public Report 
 

Report Issue Date: April 10, 2026 
Inspection Number: 2026-1015-0002 
Inspection Type:  
Proactive Compliance Inspection 
 
Licensee: Vigour Limited Partnership on behalf of Vigour General Partner Inc. 
Long Term Care Home and City: Tullamore Community, Brampton 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): April 1-2, 7-10, 2026 
 
The following intake(s) were inspected: 

• Intake #00174626 -Proactive Compliance Inspection 
 

 

The following Inspection Protocols were used during this inspection: 

Medication Management 
Infection Prevention and Control 
 
 

INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Infection prevention and control 
program 
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NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 102 (9) (b) 
Infection prevention and control program 
s. 102 (9) The licensee shall ensure that on every shift, 
 (b) the symptoms are recorded and that immediate action is taken to reduce 
transmission and isolate residents and place them in cohorts as required. O. Reg. 
246/22, s. 102 (9). 
 
A resident developed a symptom of infectious disease and was administered a 
medication to manage this symptom twice over two days. 
 
The resident was not placed on additional precautions until four days later, after the 
resident complained of another symptom of infectious disease.  
 
Two days after being placed on additional precautions, a swab was collected from 
the resident, which came back positive for infection.  
 
Sources: A resident's clinical records, PHO outbreak line list; Interviews with staff 
and public health. 

 
 


