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 Public Report 
 

Report Issue Date: October 29, 2025 
Inspection Number: 2025-1347-0006 
Inspection Type:  
Critical Incident 
 
Licensee: Axium Extendicare LTC II LP, by its general partners Extendicare LTC 
Managing II GP Inc. and Axium Extendicare LTC II GP Inc. 
Long Term Care Home and City: Northridge, Oakville 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s):  October 21–24 and 27–29, 
2025 
 
The following intake(s) were inspected: 
 
 

· Intake: #00155628 -Critical Incident #2862-000032-25 - Related to Falls 
Prevention and Management  

· Intake: #00159016 -Critical Incident #2862-000034-25 - Related to Infection 
prevention and Management 

· Intake: #00159609 -Critical Incident #2862-000037-25 - Related to Safe and 
Secure Home 

 
 

 
 

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: Accommodation Services 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 97 
Hazardous substances 
s. 97. Every licensee of a long-term care home shall ensure that all hazardous 
substances at the home are labelled properly and are kept inaccessible to residents at 
all times. 
 
The licensee failed to ensure that hazardous substances in the home were kept 
inaccessible to Resident at all times. 
 
Resident was found holding an empty bottle of a specified treatment spray and was 
observed coughing.  
 
Staff interviews confirmed that such items should be kept out of residents’ reach and 
must not be left unattended or stored on bedside tables. 
 
Sources: Resident’s clinical records, the home's investigative notes, and staff 
interviews. 

 
  


