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Date of Final Report posting  

Date of any order(s) or directive(s) 
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applicable) 
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measures taken  

Date all corrective measures were 
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Any additional comments (Do not 
include any personal information or 
personal health information) 
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Final Report 
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	Initial Report
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	Date Board of Health became aware of IPAC Lapse: November 6, 2024
	Date of Initial Report posting: November 20, 2024
	How the IPAC lapse was identified: Complaint
	Summary Description of the IPAC Lapse: Failure to reprocess medical instruments as per the Provincial Infectious Diseases Advisory Committee (PIDAC) Best Practices for Cleaning, Disinfection and
 Sterilization of Medical Equipment/Devices In All Health Care Settings (as current). 

	Did the IPAC Lapse involve a member of a regulatory college: Yes
	Please provide further detailssteps: - Discontinue use of autoclave on-site until Health Department requirements have been met.

- Discontinue the use of the reusable medical instruments that were reprocessed on site until such time a reprocessing and sterilization process can be verified by Halton Region Public Health.

- Designate a reprocessing area which meets IPAC best practice.

- Create and maintain written IPAC policies and procedures.

- Ensure all staff responsible for reprocessing of medical devices and equipment are trained on proper cleaning, disinfection and sterilization procedures as per 

PIDAC Best practices for Cleaning, Disinfection and Sterilization of Medical Equipment/Devices In All Health Care Settings.
	Date of Final Report posting: November 29, 2024
	Brief description of corrective measures taken: Public Health has verified Central Park Medical Centre is complying with the Section 13 order issued November 8, 2024. The clinic has suspended use of the on-site autoclave. The premises has an adequate supply of single-use, disposable instruments on-site at time of re-inspection.

	Date all corrective measures were confirmed to have been completed: November 27, 2024
	Save Form: 
	Print Form: 
	Lock Form: 
	Premisefacility under investigation: Central Park Medical Centre
101-216 Oak Park Blvd
Oakville, ON L6H 7S8
	Type of premise or facility: Medical Clinic
	Date of Initial Report updates: 
	Was the issue referred to the regulatory college: No
	Any corrective measures recommended and or implemented: Yes
	Dates orders or directives were issued to the owners or operators: Section 13 Order issued on 2024/11/06 

	Date of any orders or directives were issued to the owner or operator: 
	Additional comments: The facility is presently undergoing Infection Prevention and Control training and education, and closely collaborating with Halton Region Public Health to ensure that the Medical Device Reprocessing area and its processes align with the Best Practices for Cleaning, Disinfection, and Sterilization of Medical Equipment/Devices in All Health Care Settings (as outlined in current guidelines).
 
	Name: Lucy Sidey
	Title: Manager, Enteric & Vector Borne Diseases
	Email address: lucy.sidey@halton.ca
	Phone number: 905-825-6000 ext. 7746
	Final additional comments: 

During the re-inspection conducted on December 11, 2024, the facility demonstrated adherence to IPAC best practices and was advised to resume using the autoclave for instrument reprocessing.
	Final Report Name: Lucy Sidey
	Title of Final Report contact: Manager, Enteric & Vector Borne Diseases
	Email address of Final Report: lucy.sidey@halton.ca
	Phone number Final Report: 905-825-6000 ext. 7746


