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Public Health Unit Infection Prevention

Initial Report

and Control Lapse Report

Premise/facility under investigation
(name and address)

Gynob Ultrasound,
1455 Lakeshore Road, Unit G14A, Burlington, ON, L7S 2J1

Type of premise/facility

Medical Clinic

Date Board of Health became aware
of IPAC Lapse

January 17, 2020

Date of Initial Report posting

January 31, 2020

Date of Initial Report update(s) (if
applicable)

How the IPAC lapse was identified

Referral from Ministry of Health

Summary Description of the IPAC
Lapse

Sterilization process was not properly monitored and documented.

IPAC Lapse Investigation

Did the IPAC Lapse involve a member

recommended and/or implemented?

of a regulatory college? Yes
If yes, was the issue referred to the
regulatory college? Yes
Were any corrective measures

Yes

Please provide further details/steps

Referral received from the Ministry of Health indicating that the facility failed to
properly monitor and document the sterilization process. In response to the
referral, Halton Region Health Department inspected the clinic and determined
that an IPAC lapse had occurred. Monitoring of the sterilization process had not
been performed by the facility. Records of test results during sterilization were not
being maintained as required. Use of the autoclave was discontinued since
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Date any order(s) or directive(s) were
issued to the owners/operators (if
applicable) (yyyy/mm/dd)

2020/01/17

Initial Report Comments and Contact Information

Any additional comments (Do not
include any personal information or
personal health information)

Recommendations should use of autoclave be resumed:

- Sterilization process to be properly monitored and documented as per Infection
Prevention and Control for Clinical Office Practice.

- Staff involved in reprocessing of medical devices receive appropriate training.
- Reprocessing conducted in a designated area, separate from client care areas
as per Best Practices for Cleaning, Disinfection and Sterilization of Medical

If you have any further questions please contact:

Name

Sarah Phillips

Title

Acting Manager, Enteric & Vector Borne Disease

Email address

Sarah.Phillips@halton.ca

Phone number

905-825-6000 ext. 7750




Final Report

Date of Final Report posting

Date of any order(s) or directive(s)
were issued to the owner/operator (if
applicable)

Brief description of corrective
measures taken

Date all corrective measures were
confirmed to have been completed

Final Report Comments and Contact Information

Any additional comments (Do not
include any personal information or
personal health information)

If you have any further questions please contact:
Name

Title

Email address

Phone number
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