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 Public Report 
 

Report Issue Date: November 14, 2025 
Inspection Number: 2025-1611-0006 
Inspection Type:  
Complaint 
Critical Incident 
Follow up 
 
Licensee: The Regional Municipality of Peel 
Long Term Care Home and City: Tall Pines Long Term Care Centre, Brampton 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): November 10, 12-14, 2025 
 
The following intake(s) were inspected: 

• Intake: #00159906- follow-up inspection from Inspection #2025-1611-
0005. 

• Intake: #00160191- related to Infection prevention and control. 
• Intake: #00160305- complainant related to medication management. 
 

 

Previously Issued Compliance Order(s) 

The following previously issued Compliance Order(s) were found to be in 
compliance: 
Order #001 from Inspection #2025-1611-0005 related to O. Reg. 246/22, s. 59 
 

The following Inspection Protocols were used during this inspection: 
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Medication Management 
Infection Prevention and Control 
Responsive Behaviours 
 
 

INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Medication management system 
 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 123 (2) 
Medication management system 
s. 123 (2) The licensee shall ensure that written policies and protocols are developed 
for the medication management system to ensure the accurate acquisition, 
dispensing, receipt, storage, administration, and destruction and disposal of all 
drugs used in the home. 
 
A staff member did not follow the home's medication administration policy and 
procedures when doing a resident's medication pass.  
 
Sources: Resident's progress note, medication audit report, home's medication 
administration policy, and interviews with staff. 

 
 


