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Affidavit of Rhonda Kukoly 

I, Rhonda Kukoly, of the City of London, in the County of Middlesex, MAKE OATH AND 

SAY: 

1. I am a witness to the Public Inquiry into the Safety and Security of Residents in the 

Long-Term Care Homes System (the "Inquiry"). I have firsthand knowledge of the 

matters to which I hereinafter depose. When I do not have firsthand knowledge, I have 

identified the source of my information and belief and believe it to be true. 

2. I graduated from Niagara College as a registered nurse (RN) 30 years ago. I began 

working in long-term care (L TC) in the early 1990s and I hold an Administrator 

certification . I also completed a BScN in 2010. . 

3. I worked for over 15 years as a nurse in L TC homes. I worked at a L TC home in 

London from 2000 to 2013 as a nurse and became the Director of Care (DOC) in 2006. 
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I was a DOC when both the Long-Term Care Homes Act, 2007 (L TCHA) and the 

Nursing Homes Act (NHA) were in force. 

4. In April 2013, I began working for the MHL TC as an Inspector in the London Service 

Area Office (SAO). I was hired before the large wave of Inspectors who were hired as 

part of the MHL TC's commitment to conduct a Resident Quality Inspection (RQI) in 

every home every year. Since joining the MHL TC, I have always been with the London 

SAO and have always worked as an Inspector. In November 2017, I was adhered to be 

a certified trainer for RQls. As a certified ROI trainer, I provide guidance, feedback and 

peer support for the RQI process and I am qualified to adhere Inspectors. 

ORGANIZATIONAL STRUCTURE OF THE LONDON SAO 

5. When I joined the London SAO in 2013, there were approximately 150 L TC homes that 

fell within our jurisdiction. In early 2018, two new SAOs were opened in the province, 

and there are approximately 90 L TC homes in the London SAO. 

6. There were about 16 Inspectors in the London SAO when I started. Most were RNs and 

came from man.agement positions within L TC homes. Three of our Inspectors were 

dieticians and one had an environmental and public health background. With the hire of 

a large number of Inspectors to support the MHL TC's commitment to conduct a ROI in 

every home every year, in late 2013/early 2014, about 20 new Inspectors joined the 

London SAO, most of whom had nursing backgrounds. 

7. The London SAO's management structure has recently changed. Previously, there was 

one SAO manager and two to three Inspector Team Leads (ITLs). As of March of 2018, 
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the ITLs no longer exist. They have been replaced by two Inspection Managers (IMs). 

While they continue to do much of the work previously done by ITLs, they are now 

managers and have taken over some of the responsibility for human resource 

management and performance reviews, which had .previously been the sole 

responsibility of the SAO manager. 

8. As had been the case with the ITLs, all Inspection Reports and Orders are submitted to 

the IMs. The IMs (previously ITLs) also assign intakes and RQls to Inspectors. In 

addition, the I Ms perform some of the duties thett were previously done only by the SAO 

manager: answering Inspectors' questions; and reviewing Inspection and Order Reports. 

Before the IMs were hired, all Orders had to be approved by the SAO manager before 

being issued: The SAO manager still reviews all Compliance Orders (COs); she also 

liaises with senior management, and performs other management tasks. 

INITIAL AND ONGOING TRAINING OF INSPECTORS 

9. When I was hired as Inspector, the initial training was informal. I reviewed orientation 

manuals for the London SAO and the Ontario Public Service. After reading policies and 

processes for about two weeks, I was partnered with another Inspector for Inspections. I 

participated in planning the Inspections, conducting the Inspections, making decisions 

regarding compliance, and completing the Inspection Report, etc. I went on Inspections 

a few times with other Inspectors and then with one of the ITLs, who then determined 

that I was ready to conduct my own Inspections. This mentoring allowed me to learn 

techniques while· conducting Inspections that can assist in finding evidence that L TC 
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homes are in compliance with the requirements of the L TCHA and 0. Reg. 79/10 (e.g ., 

shaking a resident's hand so that I can look at their nails to assess grooming) . 

10.1 completed my Resident QuaHty Inspection (RQI) training in June 2013, which consisted 

of one week in a classroom, one week in a home conducting a mock RQI, then two 

weeks being adhered while .conducting a real RQI. 

11 . Inspector training today is more formalized. I believe it consists of two weeks of CCF 

training in a classroom and then RQI training. I understand that there are no more mock 

RQls, but there is RQI shadowing and mentoring. I have mentored many Inspectors as 

part of the training process. 

12. There is ongoing training through monthly London SAO team meetings, which often 

include an educational component addressing policy or protocol changes. At these 

regular meetings we also discuss, on a more informal basis, common issues that come 

up while conducting inspections and best practices for addressing them. If there has 

been significant policy or protocol change, we may be asked to view webinars. Ongoing 

training/webinars are mandatory. Attendance is taken and materials (slides, video) are 

made available afterward for staff. 

13. I recall receiving training in 2016 on interview techniques, which involved police officers 

teaching us about open-ended versus closed questions; how to put an interviewee at 

ease; and audio recording interviews. The officers also spoke to us about how to 

interpret "non-verbal" cues during interviews. These non-verbal cues can include 

looking away or hesitation on the part of the interviewee. Part of RQI training also 
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involved interview techniques. RQI questions are to be asked verbatim, but Inspectors 

need to know how to rephrase questions so that interviewees understand them (which 

can involve giving examples) while maintaining the intent of the question. 

14.1 received some training on interviewing persons with cogn itive disabilities or dementia. 

As ;::i registered nurse, I am trained to communicate with people suffering from cognitive 

decline. Moreover, in stage 1 of a RQI resident interview, Inspectors ask screening 

questions to determine if the person can answer the interview questions. I also received 

training and learned that even where a resident cannot provide you with a direct answer 

to the question, you may still be able to get helpful information from the resident by re

phrasing the question. Also ,. non-verbal cues can be important, e.g., when an answer 

does not match the non-verbal cues, this may prompt you to follow up. 

15. In addition, Inspectors have a variety of ways for overcoming barriers to communication ; 

for example, we have access to interpreters for sign language and languages other than 

English . In interviewing residents who are not able to hear or speak, we may be able to 

communicate with these residents in writing. If the interviewee is aphasic or otherwise 

has impaired communication , the interviewer might not ask open-ended questions and 

may be able to tease out information from yes/no questions and non-verbal cues. 

RELATIONSHIP BETWEEN INSPECTORS AND THE l TC HOMES 

16. I am somewhat familiar with the homes I inspect wi_thin the London SAO catchment area 

because I have been an Inspector for five years and, before that, I collaborated with 

some of the other Administrators and DOCs in these homes when I was a DOC. Prior to 
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an Inspection, we will look up who the Administrator and the DOC of the home are to 

see if they have changed since the incident that I am inspecting on and to know who I 

will be asking for when I arrive at the home. New Inspectors will not have a sense of 

management turnover, but a seasoned Inspector would have an idea and might discuss 

with other Inspectors where people are working. This allows new Inspectors to get this 

information. Inspectors would not have a real sense of staff turnover at lower levels 

within the home. 

17. When I first became a DOC, specific Compliance Advisors were assigned to the home 

and would provide advice to the home on compliance issues. After the L TCHA came 

into force, Inspectors were no longer assigned to specific homes and did not provide 

advice to the home. I agreed with these changes. I believe it is better not to have 

assigned homes for Inspectors; I feel that too much familiarity is detrimental as it results 

in a loss of objectivity. I recall hearing that many Administrators and DOCs in the 

London area initially were unhappy with the fact that Inspectors could no longer provide 

advice on compliance issues; DOCs and Administrators often relied on that advice. 

However, I believe that the type of advice that Compliance Advisors would provide was 

not always consistent. For example, a DOC might change their approach to care plans 

to match one Compliance Advisor's advice only to have another Compliance Advisor 

come in and say that things should be done differently based on that person's 

background, expertise and interests. We could get different advice depending on which 

Compliance Advisor was assigned to our home. 
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18. Once the L TCHA came into force and advice was no longer being provided by 

Inspectors about how to comply with the requirements in the L TCHA and 0. Reg. 79/10, 

the management team of the home I worked in would sit down together and decide how 

to achieve compliance. There were also meetings held with the DOCs and 

Administrators of different homes in the London area to exchange ideas about 

compliance issues. 

19. When I was a DOC, I found that Inspectors might give us helpful information such as the 

name of a particular home that had a good system or policy, or note the way another 

home did something. In my current ro le as an Inspector, if a home indicates that they 

are struggling with something or asks for direction or advice (which I cannot give), I may 

ask the home if they have called other homes or refer them to other avai lable resources , 

such as the Provincial Infectious Diseases Advisory Committee, public health 

OANHSS/Advantage, OL TCA, Behavioural Supports Ontario (BSO) and CNO. 

20. Inspectors can and do confirm with homes that they understand the relevant provisions 

in the legislation and regulation. I will confirm that homes understand that, when 

reporting their Critical Incidents (Cls), they should convey all relevant information, 

including what they saw, read, and heard, both before and after learning about the 

incident. This includes reporting on everyone they spoke with - and what was said. I 

may ask them whether they understand that the regulation requires they amend the Cl 

to include further information as they complete their investigation into the incident. 

21. When we walk into a home to inspect, the staff are still running a home. They are 

already pressed for time, and the inspection process interrupts their work. The 
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inspection process is mandatory under the L THCA as the MHL TC is required to ensure 

that licensees are in compliance with the Act and the regulation. But, that said, as an 

Inspector, I am m_indful that when I request documentation, or interview staff, I am 

pulling the staff away from resident care. Given this, I ask my questions and make 

requests of staff at an appropriate time so that resident care is not interrupted. For 

example, when I am finishing up the Inspection and ready to do an exit meeting with the 

Administrator, I will make sure t~at I am not interrupting a family conference. 

22.Although I won't give advice to homes, I believe I can give homes the tools to fix 

compliance issues by helping them understand the root of the problem. I explain to a 

home how I made my finding of non-compliance, and what information or evidence went 

into making that finding, in order to give the home a roadmap for how to come into 

compliance. 

RELATIONSHIP BETWEEN INSPECTORS AND CIATT 

23. The Centralized Intake, Assessment and Triage Team (CIATT) had just started 

operating when I joined the MHLTC. CIATT is responsible for receiving, organizing , and 

assessing all the information received by the MHL TC about issues within L TC homes. 

This includes Cl reports, complaints or any other information. Triage Inspectors (Tis) at 

CIATT fill out the Inquiry and Intake form, list issues in the Intake, identify the level' of 

risk associated with the issues raised, and, based on the risk level, set a timeframe for 

intakes triaged for Inspection or Inquiry. As part of this process, Tis identify whether the 

issue should be addressed through an Inquiry or an Inspection (i.e. whether Inspectors 

· will collect information off-site or on-site). 
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24. There has been a definite increase in the number of complaints and Cls received by the 

MHL TC, which I believe is due, in part, to the public being more informed about long-

term care and how they can make complaints to the MHLTC, and the homes being more 

aware of their reporting obligations. Residents and families know more about the 

obligations of L TC homes and the rights of residents, and people are more comfortable 

being vocal about their rights than they were 20 or 30 years ago. 

25. The SAO receives a report for every Intake created by CIATT. When an intake is 

triaged by CIATT, the Tl will assign it a risk level. The timeframe set for the inspection or 

inquiry depends on the risk level assigned in the intake. Currently, they are as follows: 

o Level 4 - Immediate 
o Level 3+ - 30 business days 
o Level 3 - -60 business days 
o Levels 1 and 2 - 90-120 business days 

26. The I Ms (previously ITLs) are the second set of eyes for intakes received from CIATT. 

They may look at the CIATT intake and determine that an issue should be looked into 

sooner than the timeline based on the risk level assigned by CIATT. When an Intake is 

assigned to an Inspector in the SAO, it will include both the risk level and timeframe for 

inspection or inquiry. For a Level 4 intake, an Inspector would be asked to go to the 

home the same day that it is assigned to them. This does not happen often. For a 

Level 3+ intake, Inspectors would be given a few _ days to get to the home after the 

intake is assigned to them. 

27. In 2016, CIATT began to advise the SAOs about trends seen in intakes for different 

homes. For example, if CIATT receives a Cl report with respect to missing narcotics, 
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they will look back to see how many times the same issue has been reported by that 

home. It they notice a trend , even if the individual Cl report might not otherwise have 

warranted an inspection based on the risk associated with that specific Cl, the intake wi ll 

be sent to the SAO for inspection and marked as "trend identified." I see this as a 

positive change that an Inspection would now be done once a trend has been identified. 

CONDUCTING INSPECTIONS 

28. While all Inspectors conduct both CCF Inspections and RQls, RQls account for most of 

the time spent in Inspections. In a typical year, at least 80% of my inspection work is . 

comprised of RQls. We have started to inspect more Cl and complaint intakes during a 

RQI, because we are working to clear the number of intakes that exist and as a way to 

address the increasing number of Cls and complaints that the MHL TC receives. I would 

estimate that only about 20% of my work involves standalone CCF inspections. 

29. When we go to a home for a CCF Inspection, we will also typically check to see if there 

are outstanding complaint or Cl intakes that can be inspected at the same time. 

Inspectors and SAO's are looking to maximize their work and use their time in the home 

efficiently by identifying related issues that can be inspected together. This is beneficial 

to both the homes and the MHL TC. Although the London SAO strives to meet timeline 

targets for Level 3 and 2 Inspections, these timelines are not always met. They were 

being met when I first started , but we were not conducting RQls in every home at that 

time. 
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30. In 2013, the London SAO was doing two RQls a month and we were completing all CCF 

intakes in the appropriate timeframe. Now, Inspectors inspect CCF intakes when they 

conduct RQls. As the number of CCF intakes has increased, the London SAO has 

adopted a practice known as "clearing the path." When we found a home had a 

significant backlog of CCF intakes, we would send a team of Inspectors to clear the path 

and complete all CCF inspections so that we could address more current issues in 

RQls. Clearing the path tends to happen once a year. We did a blitz in June 2017; 

Inspectors from the London SAO also helped the Toronto SAO clear their path. 

31. Regardless of whether it is a RQI or-CCF Inspection, when I go into a home for an 

Inspection, I do not start off assuming non-compliance; instead, I go into an inspection 

assuming that a home is compliant with the requirements under the L TCHA and the 

.Regulation. This is true regardless of the home's compliance history. I stay focused on 

the issue (or issues) that I am going to inspect and look for evidence of compliance. It is 

only when I cannot find evidence that a home is in compliance that I will issue a finding 

of non-compliance. If I were to go into homes with the view that I was looking for a 

problem, the Inspection would not stay focussed on the complaint or critical incident that 

brought me into the home in the first place. If, in the course of an Inspection, however, I 

perceive an immediate risk to residents from a non-compliance with the legislative and 

regulatory requirements, I will address it immediately (e.g., a door not being locked, a 

staff member being verbally abusive, an open door to the medication room). This is true 

even if the immediate risk that I discovered was not the reason for my Inspection. 
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32. Inspecting CCF intakes alongside the RQI has both positive and negative aspects to it. 

On the positive side, it allows for efficiencies. Simply put, it makes sense for Inspectors 

to inspect CCF intakes along with RQls while the Inspectors are in the home. For 

instance, an Inspector has to choice to use a Cl regarding falls to replace falls that are 

triggered in the RQI. On the other hand, inspecting CCF intakes during an RQI means 

that any findings of non-compliance. are mixed together and may come from a Cl, a 

complaint or an RQI, and the origin might not be clear in the Inspection Report. 

Inspectors are finding that the non-compliance is more likely to come from the CCF than 

the RQI. In my opinion, the number of findings of non-compliance from an RQI that are 

posted on the MHL TC public reporting website could be skewed when they are 

compared alongside each other because the CCF findings are not separated out from 

the RQI findings in the Inspection Report. 

CONDUCTING CCF INSPECTIONS 

(A) PRE-INSPECTION ACTIVITIES 

33. Prior to heading into a home to conduct a CCF Inspection, Inspectors will prepare a plan 

for the Inspection. Although CCF Inspections are occasionally done as a team, this 

does not happen often. If it is a Cl intake, I will print off and review the Cl Report. If the 

intake is a complaint, I will print and review the INFOline Report, and then contact the 

complainant. After these initial steps, I open my Inspection Plan, identify the home, the 

licensee, the Administrator, and the DOC. I ask the Administrative Assistant to provide 

me with th~ COGNOS (compliance) history for the home for the last 36 months. After 
. . 

determining which issues are raised by the intake, I review the intake system to find out 
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whether there are other issues pending inspection in the home that I could inspect 

concurrently. 

34. When I am preparing the Inspection Plan, I want to know what the home knows about 

the Cl, what the home did about it, and what the home knows ~bout the resident and the 

family. I will identify what I want to accomplish with the Inspection and then consider 

which Inspection Protocols (IPs) I might use. IPs are a useful guide for Inspectors when 

conducting Inspections; they lead the Inspector through a list questions that relate to 

specific legislative requirements. There are resident IPs and home IPs. Resident IPs 

are associated with one specific resident and are used to collect data related to that 

resident only, whereas home IPs are not associated with any specific resident and can 

include information related to many residents or system issues that include no resident 

information such as required postings, preventative maintenance, housekeeping. I tell 

Inspectors, particularly new ones, to use IPs when planning for Inspections, but not to 

rely entirely on the IPs. They still need to know all of the requirements from the 

legislation and regulation associated with the focus of the inspection and follow up on 

the information they gather in the Inspection based on the legislation and regulation. 

35. In preparing my plan, I next consider the people to whom I need to speak (e.g., the 

Administrator and the DOC, any registered staff who dealt with the issue being 

inspected, the resident if possible) , and any observations I need to make or documents I 

need to review. In terms of documents, I will often start by determining what I need to 

review to get a snapshot of the resident, including the resident's age, date of admission, 

diagnosis and cognitive performance score (CPS). I will want to see the home's 
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progress notes around the Cl. For example, if the Cl involved a fall, I would look at the 

progress notes to see what was happening around the fall, whether there were other 

falls , what the home was doing about the falls, and what was happening to the resident. 

I would also look at other relevant documentation including plan of care and 

assessments to see if falls were addressed prior to and after the fall. I may also want to 

know about the homes' required programs (e.g. a falls prevention program or a skin and 

wound assessment program) and about staff training regarding programs. 

(8) ON-SITE INSPECTION ACTIVITIES 

36. Upon arriving at a home for a CCF Inspection, I will ask to speak to the Administrator or . 

the next most senior person in ·charge in the home and will typically inform this person 

about the general nature of the Inspection, unless it involves an anonymous complaint 

and divulging too much information would reveal the identity of the complainant. 

37.1 find conducting a CCF Inspection is like putting together a puzzle. I am looking to see 

how everything fits together (e.g., record review; what the frontline staff, DOC, and 

Administrator said; observations; etc.). If there are inconsistencies in my record review, 

interviews and/or observations, I will follow up with someone with direct knowledge of 

the incident to try to get clarification. When I am starting a CCF Inspection, I generally 

start with the IPs and gather information specific to the issue at hand. I would often do a 

quick record review before approaching the resident to see how they are, taking note of 

everything that might be related to that resident and the incident at issue. I would then 

try to find some staff, preferably starting with frontline staff and working up. Frontline 

staff are often very busy so this is sometimes difficult. We will sometimes call staff at 
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home, if they are not scheduled to come in for a shift for a while, to get more 

information. 

38. Before making a finding of non-compliance, I need to have evidence to support that 

finding. Sometimes, I know when I am in .the home that I will be making a finding of non

compliance. The issue can sometimes be black and white (e.g ., where a post-fall 

assessment should have been completed but was not). There are times when we are 

unsure if there is non-compliance. Especially if an inspection has been complex and 

lengthy, inspectors may need to leave the home having gathered all of the information . 

and review it having stepped away to determine if there is sufficient evidence to support 

a non-compliance. There are also times when a non-compliance can be issued under a 

number of different areas of the legislation and Inspectors need to review the evidence 

again to determine the most appropriate legislation. Inspectors can also discuss 

evidence with IMs and SAO managers who can provide direction; sometimes talking it 

through with a colleague can provide some clarity. 

(C) POST-INSPECTION ACTIVITIES 

39. Before I leave the home, I will give the home a high level view of what I found. While I 

will not indicate my final decision concerning a finding or even specify the area of 

legislation, I will indicate my areas of concern. It is unusual for me to walk out of a home 

and not know what the issues are, but it does happen occasionally. If I have concerns 

or I am not certain about something, I will discuss the issues with my manager. 
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40. I try hard to deliver difficult messages regarding non-compliance in a kind and 

professional manner. I do not want to leave staff or management feeling broken and/or 

hopeless, because, when I leave, they have to continue to care for the residents. Many 

non-compliances are the result of mistakes that happen in homes and are not 

intentional, such as medication errors. One staff member may be giving medication to 

anywhere from 20 to 60 residents at a time. That staff member might be interrupted by 

countless things during a medication pass (e.g. , falling , choking) . 

CONDUCTING RQls 

(A) RQI METHODOLOGY 

41. RQls are a two-stage resident-focused comprehensive inspection of L TC homes, which 

can identify systemic problems that might not otherwise be revealed in CCF Inspections . . 

that are focused on the issue(s) raised in the Cl Report or in the complaint. 

42. Stage 1 of an RQI is an information gathering and data collection process that involves 

interviews of a set number of randomly selected residents as well as family and staff; 

resident observations; and record reviews. Certain IPs are mandatory such as 

Medication and Residents' Council, and will be inspected in all RQls. Other IPs may 

only be inspected if they are identified or triggered as an area of concern following the 

Stage 1 process. Inspectors can also initiate an IP if they believe there is a risk to 

residents or if there is a trend identified and the issue did not trigger through from Stage 

1. 
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43.As of the fall 2016, there are two different types of RQls: Intensive Risk-Focused and 

Risk-Focused. Higher risk homes receive the Intensive Risk-Focused (IRF) ROI, 

whereas the low risk homes receive a shorter version, known as the Risk-Focused (RF) 

ROI. The risk level of homes is determined based on the MHLTC's Long-Term Care 

Quality Inspection Program (LQIP) Performance Assessment (LPA). Homes that are 

categorized as low risk receive a RF ROI. Homes .that are categorized as high risk will 

receive a IRF ROI. The IRF ROI is conducted in all homes at least once every three 

years. 

44. The expectation is that the IRF RQls for higher risk homes· will be completed within the 

first three months of the year. Even before the fall of 2016 when we started doing IRF 

RQls, we still tried to prioritize and complete RQls at the higher risk homes earlier in the 

year. Inspectors now routinely conduct CCF Intakes at the same time that they are 

completing RQls. 

45. Unlike most CCF Inspections, RQls are always conducted in teams. IRF RQls may 

have teams of three to four Inspectors, depending on how many CCFs need to be 

conducted concurrently with the ROI. RF RQl's may have teams of two to three 

Inspectors depending on how many CCFs need to be conducted concurrently with the 

ROI. 

(8) PRE-RQI ACTIVITIES 

46. The pre-Inspection preparation for an ROI is somewhat different than for a CCF 

Inspection. Administrative Assistants help prepare for the ROI by completing 

information concerning the L TC home's demographics and pulling all 9utstanding CCF 
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intakes for the home. Although we will usually plan to inspect all CCF intakes during the 

RQI, this practice has been somewhat fluid as we try to determine the most logical 

course of action. Whether we can inspect all CCF intakes during the RQI depends on 

the home, how many outstanding CCFs they have, and what is triggered from stage 1 to 

stage 2 of the RQI. Administrative Assistants in the London SAO will specify in the 

intake which Inspectors will complete the RQI in accordance with the manager's 

instructions, request the COGNOS report with the home's compl iance history for the last 

three years, and create a folder for the Inspection team containing the documents for the 

RQI. 

47. The Administrative Assistants also request the Master Mapping File (MMF). An 

assigned Administrative Assistant in the Sudbury SAO pulls the RAl-MDS data from the 

Continuing Care Reporting System (CCR_S). The RAl-MDS data are pre-populated into 

Abaqis, the software for Stage 1 of the RQI. The Abaqis software creates a number and 

associates it with the resident's unique. resident identifier (URI), so the document does 

not contain any names. The Abaqis software will also provide the resident's cognitive 

performance score (CPS) based on the RAl-MDS . assessment over a seven-day 

observation period. The CPS is a number from 0 to 6 that measures cognitive 

impairment: 0 represents no impairment whereas a. score of 5 or 6 typically identifies 

residents with more severe cognitive impairment. 

48. Once this work has been compiled, the lead Inspector will review all the CCF intakes. 

Mandatory tasks and mandatory IPs are assigned, including Medication, Dining 

Observation, Residents ' Council and Family Council, and Infection Prevention/Control. 
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The Medication IP will always be assigned to a nurse Inspector. Dietician Inspectors, if 

part of the RQI inspection team for that inspection, are usually assigned to the Dining IP. 

(C) ON-SITE RQI ACTIVITIES 

49. On the day the RQI is scheduled to begin, the team meets at the home. The Inspectors 

generally enter together and ask to speak with the Administrator, the DOC, or the most 

senior person in charge. The team will let them know they are on-site for the RQI and 

will give them the Inspectors' business cards and the RQI information package. This 

package includes signage for the home to post to let residents, staff, and families know 

Inspectors are on-site, and an entrance conference worksheet explaining what the 

Inspectors will need within the first hour, within four hours, and by the end of the first 

day. 

50. The Inspectors immediately require the home to give them a list of residents with first 

and last names, room numbers and URls, sorted numerically by URI. The Inspectors 

will work in a locked workspace with a phone, and registered staffing schedules. Once 

the Inspectors have a workspace, they will set up their computers as quickly as possible. 

51.After that, one or two Inspectors will immediately start a tour of the common areas, 

hallways and resident areas. This tour is meant to give the Inspectors an impression of 

what is happening in the home. Inspectors look for any obvious housekeeping or 

maintenance issues, observe the activities going on, and quickly assess the nature of 

the general population. They make quick observations of staff interactions. They make 
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sure doors to non-resident areas, to the outside, and to stairwells are locked. Inspectors 

document their tour notes in the software that Inspectors use for all Inspections -

Inspectors' Quality Solution (IQS). 

52. While the tour is happening, the RQI .team lead has an entrance conference with the 

Administrator and gives the Administrator several checklists to complete including 

required posting/admission, infection prevention and control , quality improvement and 

required programs. If the Administrator is new, the lead Inspector usually does a quick 

review of what to expect of the RQI. The lead will also inform the home of any Cls or 

complaints to be inspected concurrently with the RQls (unless a complaint is 

anonymous). 

53. While the RQI team lead completes these tasks, one Inspector is assigned to 

reconciliation, which involves matching the URls on the resident list given to the 

Inspectors by the home with the URls on the MMF file. This is done to produce the 

random resident sample for Stage 1. If it is an IRF RQI, the Inspector will create a list of 

40 random residents; for the RF RQI , 20 random residents are interviewed. 

54. If it is an IRF RQI, an Inspector will also conduct the dining observation on the first day 

of Stage 1. This usually takes about 90 minutes. This is not done as part of an RF RQI. 

While this is happening, other Inspectors would be starting resident interviews, 

observations and record reviews. 

55. During Stage 1, information is captured from six different sources - resident interviews, 

resident observations, record reviews, family interviews, staff interviews, and RAl-MDS 
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data. The RAl-MDS data cover two quarters of assessments to show resident decline or 

change in condition between the two quarters. All of this data is documented in Abaqis. 

56. When interviewing residents, Inspectors will start with the screening questions to 

determine whether the resident is interviewable. The resident interview includes specific 

set questions. Inspectors will do resident interviews and observatio"ns together. For 

example, while talking to the resident, I observe general grooming/hygiene; the 

resident's positioning and any use of restraints; housekeeping or maintenance concerns 

in the room or bathroom; and more generally whether the residents look comfortable or 

are in pain, etc. I will observe residents more than once to see if they are involved in 

any activities, especially for cognitively impaired residents, and to check for 

consistencies in the observations. Even if I cannot interview the resident, I will still make 

resident observations. and interview staff about that resident. Inspectors will conduct a 

family interview for three of the residents who are not interviewable. 

57. When conducting the resident interview, it is important for Inspectors to know the intent 

of the questions and the methodology behind them in order to understand the care area 

that can be triggered for Stage 2 depending on the response. Inspectors learn this in 

training and as they conduct RQls. As they do more RQls, they get better at knowing 

examples to use to help the resident understand, and how to rephrase the question in a 

way that captures_ what is intended. 

58. Different thresholds exist for when a care area, also known as Quality of Care Life 

Indicators (QCLls), will trigger through. Inspectors learn about QCLI thresholds in 

training. Anything related to abuse automatically triggers through; it has a zero 
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threshold. It is the only care area with a zero threshold . Dignity, pain, continence, and 

wounds have low thresholds. Recreation and food quality have higher thresholds. 

Thresholds also vary depending on whether Inspectors are conducting an IRF or a RF 

ROI. Small homes have different thresholds and small home thresholds are used for RF 

ROls. Attached as Exhibit "A" to my affidavit is a copy of the ROI Thresholds 

[L TCI00046979] . 

59. Stage 1 normally takes two to four days. After Stage 1 is completed, there is a transition 

between Stage 1 and Stage 2. Inspectors review their work and then generate the 

Stage 2 reports. The team reviews the report together, and ensures that each of the 

triggered items was appropriately triggered. I cannot say whether there is a typical 

number of care areas that trigger through from Stage 1 as every Inspection is different. 

60.After the transition, Inspectors then print notes and reports for Stage 2. The team 

divides up all the work, including the mandatory IPs, triggered resident IPs, and 

triggered home IPs. Attached as Exhibit "B" to my affidavit is a copy of the ROI 

Checklist and ROI policy, which set out the mandatory IPs for an IRF and for a RF ROI 

[L TCI00047525; L TCI00046964]. 

61. The team then reviews the Cls and complaints and adds them into Stage 2 for 

inspection. For example, if there is a Cl about falls and falls have triggered through, the 

Inspectors can decide to inspect on the Cl and replace the triggered item. The team 

could also decide to not includ~ the Cl, because they inspect on a maximum of three 

falls . In reality, not much substitution happens outside of falls. Inspectors would always 

inspect on all abuse concerns that trigger. The focus in ROls is to look proactively at 
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many different care areas for residents, whereas the focus for Cls is the incident that the 

home reported to the MHL TC. Attached as Exhibit "C" is a sample of the Stage 2 

Reports, including the Stage 2 by Resident Report [L TCI00031808] and the QCLI Notes 

by Resident I Stage 2 Report [LTCI00031809]. 

62. There has been a recent change in direction concerning the use of the Medication IP in 

RQls. The Medication IP contains three parts. Part A covers medication administration, 

drug storage areas, and drug destruction records; Part B covers medication 

administration and processes; and Part C relates to the home's medication management 

systems. Prior to the Elizabeth Wettlaufer (EW) Inspection, Inspectors were directed to 

complete Part A, which included observations of medication administration and other 

issues. They would only move on to Part B or C if they had found some non-compliance 

in Part A Since February 2017, we have been instructed to complete three mandatory 

questions from Part B and C, regardless of the findings in Part A All three mandatory 

questions relate to medication incidents and adverse drug reactions. The questions 

address both the requirements for reporting and corrective action taken by the home in 

relation to medication incidents, but also the need for quarterly reviews and 

implementing improvements as found in the reviews set out in s. 131 and 135 of 0. Reg. 

79/10. Attached as Exhibit "D" to my affidavit are the Medication IP templates as they 

appeared in September 2014 and , once revised , in July 2017 [LTCI00031806, 

L TCI00047625]. 

63. When reviewing medication incidents, Inspectors are looking at whether the 

requirements in s. 131 and 135 of 0 . Reg. 79/10 are complied with by the licensee. This 
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includes looking at what the incident was, the risk to the resident associated with the 

incident, the frequency of incidents in the quarter. Inspectors will look at whether the 

home's management is following up on these incidents (i.e. whether staff received 

training, discipline, or education). Inspectors also look to see if the family was notified; if 

residents were notified; if the physician, the Medical Director, the pharmacist, and the 

DOC were notified; whether there were any adverse reactions to the medication 

incidents; if the resident was sent to hospital; and whether staff completed monitoring of 

the resident. 

(D) Post-RQI Activities 

64. Before leaving the home,· Inspectors have a high-level exit debrief with the 

Administrator. During my debrief sessions, I will tell the Administrator which CCF 

intakes were inspected concurrently during the RQI. I might also let them know if abuse 

did not trigger through; as it is a zero threshold, the home can be proud of that. I also 

identify areas of concern or anticipated findings of non-compliance at a high level , e.g., 

wound assessments. I would not typically advise a home about the nature of action to 

accompany any finding of non-compliance. For example, it would be rare to tell the 

home whether an Order will be issued - or re-issued during the debrief. If a Follow-Up 

Inspection was completed along with the RQI, however, and we have clear evidence to 

support compliance, I will usually tell them that I will be complying the order. 
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DETERMINATIONS REGARDING FINDINGS OF NON-COMPLIANCE DURING INSPECTIONS 

65. In both CCF Inspections and RQls, Inspectors focus on an area of the legislation or 

regulation and determine whether there is evidence to support a finding of non

compliance in that area. 

66. Before making a finding of non-compliance, Inspectors consider evidence from three 

sources: record reviews, interviews and observations. While our goal is to have 

evidence of all three sources to confirm non-compliance, fewer sources may be 

sufficient. 

67. The Inspector's job is to figure out if the home is in compl iance. That may require 

determining whether someone did or did not do something. However, sometimes, Cl 

reports or complaints are based on allegations and it is not possible, based on the 

evidence available, in the Inspection to determine if an incident occurred. But, even 

where this occurs, I will determine if the home took appropriate actions to address the 

allegations and meet the needs of the resident, and comply with the legi~lation and 

regulation. 

68. By the end of the Inspection, I usually have a pretty good idea of whether the evidence 

.supports a finding of non-compliance. I look at the legislation, see if I have enough 

evidence to support compliance or non-comp.liance, and make a decision. In this 

process, I may consult my manager, or return to the home to ask more questions and 

gather more evidence. 
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69. Once I decide we have evidence to support non-compliance, I use the Judgement Matrix 

to guide my decision about what action to take. The Judgement Matrix is a tool for 

applying section 299 of the Regulation, which requires Inspectors to consider (and only 

consider) the severity of the non-compliance, the scope of the non-compliance, and the 

compliance history of the home when deciding which enforcement mechanism is 

appropriate. The application of the three factors will lead the Inspector to determine 

what action to take: Written Notification (WN), Voluntary Plan of Correction (VPC), 

Compliance Order (CO) or Director Referral (DR). Attached as Exhibit "E" to my 

affidavit is a copy of the Judgement Matrix and Compliance Due Date Decision Tool and 

a copy of the Judgement Matrix Policy from the Inspectors' Handbook [L TCI00046896; 

L TCI00047248]. 

70. There are four severity levels: minimal risk, minimal harm or potential for actual harm, 

actual harm, or immediate jeopardy. In deciding on severity, Inspectors will look at all 

the facts including what happened, what is happening now, whether there was harm to 

the residents, whether there was risk, and whether there is ongoing risk. If the finding of 

non-compliance is a key risk indicator, that is also considered. Inspectors use their 

knowledge and experience as health care professionals to determine the appropriate 

severity level. 

71 . For example, if during a fall-related Inspection, the Inspector found that the sign above 

the resident's bed ind icating the number of bed rails required did not match the 

resident's plan of care, this would be non-compliance. If the home corrected this before 

the Inspection was over, I would likely find the risk to the resident for this find ing to be 
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minimal, when assessing severity, as the risk had been mitigated. This is different from 

an issue of non-compliance where there was evidence of ongoing risk to residents, such 

as in an incident of resident to resident abuse where the resident who is the victim of the 

abuse tells me that they are fearful in the home. 

72.Assessing the scope of non-compliance requires Inspectors to assess whether the 

problem is isolated, a pattern, or widespread . Assessing scope will be different 

depending on the area of non-compliance. When the non-compliance involves a 

resident-related matter, Inspectors will look at a sample of at least three residents. For 

example, if the home failed to conduct a post-fall assessment for one resident, two other 

randomly selected residents who are similarly situated (i.e., who also fell) would be 

looked at to assess the scope of the non-compliance. If only one resident did not have a 

·post-fall assessment completed , the scope would be isolated; if two did not, the scope 

would show a pattern. If none of the residents were given a post-fall assessment, the 

scope would be widespread . This is true regardless of the size of the home: if an 

Inspector found an issue of non-compliance in three of three residents inspected upon, it 

is a widespread issue, even if there are 400 residents in that home. In other cases, 

where the non-compliance involves a home-related matter, the issue of non-compliance 

may be truly widespread . For example, if the home has failed to keep the home at the 

appropriate temperature, e.g. , if it is too cold in the build ing in the winter, that affects 

everyone. 

73.1 have been concerned with the use of the words "widespread scope" in Inspection 

Reports and how it could be interpreted by the public, as Inspection Reports are posted 
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publicly. If someone's mother is in a home that is reported to have a "widespread" 

problem with non-compliance for post-fall assessments, they may worry that it is · 

affecting their mother. However, three residents out of 400 is a small sample. The term 

"widespread" does not present the full picture unless there is also an explanation 

included in the Inspection Report that the Inspection looked at only three residents. This 

concern led to a recent change in reporting on this issue. Inspectors have been directed 

to indicate in the Inspection Report the number of residents affected out of the number 

of residents surveyed when reporting on scope. I believe this change occurred in 

January 2018. 

74. Inspectors must also consider the home's compliance history when deciding which 

action to take. It is possible to change the suggested action by the Judgement Matrix 

based on compliance history. For example, if the home's compliance history reveals 

that there has been no finding of non-compliance for the past 36 months on the issue in 

question, lnspecto~s may exercise their discretion to change the suggested action by the 

Judgement Matrix. 

75. The Judgement Matrix also requires Inspectors to consider the area of concern of the 

non-compliance to determine if the previous non-compliance was related to the current 

. non-compliance. This can be more complicated to determine, particularly with policy 

and care plan-related issues. Inspectors may need to go back through previous 

Inspection Reports to determine what non-compliance was issued and why. 
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SPECIFIC INSPECTION ISSUES 

76. Commission Counsel asked me about how an Inspector would approach an Inspection 

about a reported incident of missing narcotics. When inspecting on an incident involving 

missing narcotics, Inspectors are looking to determine what the home knows and how 

the home responded to the situation in order to ensure they are in compliance with the 

statutory and regulatory obligations. Inspectors will explore how the home investigated 

the incident; who they interviewed; whether they called the police;. whether and how 

residents were affected, put at risk, or harmed; how the home addressed risk; whether 

there were required policies in place regarding controlled substances (e.g., when they 

are counted , how they are stored, how they are administered, how they are destroyed); 

and whether staff know the home's medication management pol icies. 

77.1 did a missing narcotics Inspection at Meadow Park London in the fall of 2014 that 

involved EW. The Medication IP from this inspection, which includes my notes, is Public 

Inquiry Exhibit 63. Attached as Exhibit "F" is the Licensee copy of the Inspection Report 

[L TCI00039395]. The Cl for this inspection indicated that a 1 mg card of Hydromorphone 

was missing, and that the police were investigating. During the inspection, the DOC and 

the Administrator told me that they suspected that EW took the missing narcotics 

because she had been working the day that the narcotics went missing, and that EW 

gave them a doctor's note that said she had an illness that required treatment, and then 

resigned. The Administrator and DOC also told me that EW had revealed that she had 

overdosed on drugs after the narcotics went missing. 
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78. In the Inspection of the missing narcotics, I did not make a finding of non-COf"!lpliance. It 

is not the Inspector's role to determine whether a person committed a criminal act. The 

Inspector's role is to determine whether the home is compliant with the L TCHA and the 

Regulation. If management suspects a staff member may have stolen narcotics, I would 

want to know what the home is doing about that belief, e.g. , whether the home has 

contacted the police and what systems the home has in place to ensure the incident 

cannot reoccur. Ultimately, the police are responsible for the criminal investigation and 

the home is responsible for managing their employees. As an Inspector, I need to know 

that there are processes in place to mitigate risks to residents, so that I can confirm that 

the home has complied with the legislation and the regulation. 

79. For this inspection, I reviewed the home's policies related to ordering, receiving, and 

storing controlled substances to ensure that they complied with the requirements in the 

regulation , and that they had been followed. I reviewed the relevant narcotic counts to 

determine if they were being completed in accordance with the applicable policy. I 

ensured that the home had taken steps to ensure that the resident had not missed any 

medication as a result of the missing narcotic, and that the resident's pain was being 

addressed appropriately. With respect to the suspected theft, the home had contacted 

the police. The suspected staff member had resigned and had indicated that she was no 

longer going to be working as a nurse. In retrospect, I should have also asked the home 

if they had contacted the CNO about this suspected theft of narcotics by a nurse. 

80. Commission Counsel also asked me about how I would approach an Inspection of 

allegations that a staff member had verbally abused a resident. Inspections into these 
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types of allegations can be challenging as we may be limited by the information 

available, particularly when the resident has difficulty recalling what happened. My role 

is to determine whether the home was compliant with the legislation and the regulation. 

If a resident indicated that they reported something to staff, I would look at whether the 

home had reported it, investigated it, and what, if anything, was the outcome of the 

home's investigation. It can be more challenging if a resident complains about abuse 

and says they did not report it to anyone; the inspection shifts from the response of the 

home to an allegation of abuse to whether the home has information to suspect abuse. 

In those cases, I could try to talk to the resident, and the staff member (if the resident 

was able to identify him or her). I would be asking about the incident alleged but also 

about whether the resident has an ongoing fear of abuse. I could also review the 

progress notes, and the staff member's employee file. This would be done to look for 

evidence to confirm that the abuse occurred and to determine whether the home had 

· reasonable grounds to suspect that it cou ld happen, so as to give rise to the home's 

duty to protect and duty to report the suspected abuse to the MHL TC. Regardless of 

whether I can find evidence as to whether the abuse occurred, if the resident has 

continuing fear of abuse, I would want to ensure that the home is aware of that, and is 

taking steps to address it. 

THE EW INSPECTIONS 

(A) ASSIGNMENT TO THE EW INSPECTION AT CCW 

81 . The day I was assigned to the EW Inspection at CCW will forever be ingrained in my 

mind. On October 5, 2016, Inspector Natalie Moroney and I were in the London SAO 
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working on reports when our manager, Peggy Skipper, invited us into her office and 

asked if we could go to Caressant Care Woodstock (CCW) that day. Peggy showed me 

the email she received from the Dire_ctor, Karen Simpson, about EW having confessed 

to murdering seven people and attempting to murder four. 

82. Natalie and I were instructed to go to CCW that day and received very specific directions 

about what we could and could not do. This was done to ensure that the MHL TC's 

inspection activities did not jeopardize the Ontario Provincial Police (OPP) investigation. 

We received specific direction to speak to the Administrator and no one else, to 

document the entire conversation, and to request documents, including EW's shift 

schedule, and the death record dating back to 2007 in relation to shifts EW worked and, 

if that was not possible, the death record for all deaths going back to her start date. We 

were also told not to ask any other questions. 

83. When we arrived at CCW later that same day, the Administrator was not there; we 

learned from the DOC, Helen Crombez, that she had retired the previous Frida.v. The 

DOC gave us a copy of the Cl she had submitted regarding what the police told her and 

advised that they were going through the list of resident names trying to· figure out who 

the victims might have been as the police had only first names for some of the victims. 

The DOC was understandably upset, and kept saying that they were a good home, that 

· they had .no idea these crimes had occurred, and that they could not believe it had 

happened. She was unable to give us all the information right away as records were 

packed away and archived. I reported this to Peggy. She asked me to open up the 

Inspection that day in IQS; this had been the direction from the Director. 
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84. Sometime after 5 p.m. on October 5, 2016, Peggy told me that EW had also worked at 

Meadow Park London (MP) and she asked that Natalie and I to go to that home the next 

day. We went to MP the next morning and spoke to the Administrator, Nicole Ross. She 

had anticipated our visit and had a number of documents copied for us in advance, 

including EW's employment file. She showed us the resident file for Arpad Horvath and 

suggested we may want it as well (they had copied his whole file). We asked why, and 

the Administrator informed us Mr. Horvath had gone to hospital the day after EW worked 

and died a few days later. He was found with low blood sugar. We called our SAO 

manager to report this to her. 

85.After returning to the office, I called the DOC at CCW to follow up on the information we 

had requested and told her that we would also need a copy of EW's employment file . 

Peggy volunteered to pick up the information which would be ready for 5 p.m. 

86.At this time, we were informed that we would not go back in CCW and MP until further 

notice as the police were proceeding with their criminal investigation. 

87.As we awaited direction to go back into the homes, we started working on our Inspection 

Plans. I was assigned as the lead Inspector for CCW and Natalie was assigned to MP. 

Attached as Exhibit "G" to my affidavit is the Inspection Plan we created for the EW 

Inspection at CCW [L TCI00043371 ; L TCI0004351 O]. 

(8) OFF-SITE PREPARATION FOR THE EW INSPECTION 

88. We started our record review with the information we had received from CCW: EW's 

employment file , the death record, and EW's shifts. We also rev iewed Inspection 
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Reports and Cl Reports submitted by the home to see whether EW was involved, 

particularly those relating to medication or involving the residents who were her victims. 

89. With respect to EW's employment file , it was unusual to review a staff member's entire 

employment file as the first step in the Inspection. We were looking for any issues 

related to work performance, discipline, care of residents, and how the home dealt with 

issues in this area. We were looking to determine that the home had complied with the 

requirements of the legislation and regulation to protect residents and to take corrective 

action as necessary to respond to medication incidents. I noted there were a number of 

medication incidents and medication errors that she made; complaints made by her 

about her co-workers; notes relating to the home's investigations of these issues; and 

disciplinary actions imposed on her by the home. The most significant issue to me in 

her employment 'file was the multiple co-worker complaints about EW's inappropriate 

behaviour towards her co-workers and inappropriate behaviour toward, and care of, 

residents. Many of the issues we identified through the review of her employment file 

guided our interviews and some of the incidents we inspected. 

90. I also noticed in reviewing the employment file that EW had two performance appraisals 

from her DOC during her time at CCW. The first was in 2008; it did not reveal any 

issues. The second was in 2013, when the DOC rated EW as 2/4, despite EW's self

evaluation of 4/4 (ultimately they agreed to the rating of 2/4). There were no 

consequences or actions taken as a result of this performance appraisal. There was no 

learning plan or any other plan related to medication administration. There are no 
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legislative requirements around the home's performance appraisals of staff. Hiring, 

disciplining and terminating of staff is the licensee's responsibility. 

91 . In our pre-inspection record review, we plotted all the shifts that EW worked and 

correlated them with the deaths. We recognized that this could not account for deaths 

that were not immediate (i.e. where the victims may have died a few days later). 

Knowing when residents had died could not show when EW acted maliciously and 

intended to cause harm. Attached as Exhibit "H" to my_ affidavit is a copy of two charts 

prepared in the Inspection, one compares resident deaths to the shifts EW worked and 

the second summarizes Cls reviewed in relation to this Inspection [LTCI00043744; 

L TCI000437 45]. 

92. We were told by the Director that we could enter the L TC homes to conduct our 

Inspections in late October, after EW had been charged with eight counts of First 

Degree murder - seven related to residents at CCW and one related to a resident at 

MP. At this time, while we were aware that EW had ~onfessed to police that she had 

attempted to murder residents, we were told we could not speak with anyone about the 

attempted murders as related criminal charges had not been laid. 

(C) THE ON-SITE INSPECTION PROCESS 

93. Marian Macdonald and I went to CCW to begin our on-site inspection on the afternoon 

of the day that police held their news conference announcing criminal charges against 

EW. It was late October. At that time, Marian and I were the only Inspectors in CCW. 

In early December, Melanie Northey and Sherri Cook joined us to inspect on a high-risk 

complaint and another complaint about CCW received by the MHL TC. Once Melanie 



36 

and Sherri completed these Inspections, they helped us with the other Cls being 

inspected concurrently with the EW inspection. 

94. This Inspection was different from many others for several reasons. First, in.itially, we 

were told to speak only to the Administrator and no one else so as to not jeopardize the 

ongoing police investigation. We interviewed more .staff once we were told we could do 

so by the Director. Throughout the EW Inspections, our Director, Karen Simpson, who 

was the liaison between the Ontario Provincial Police (OPP) and the MHL TC, provided 

direction on who we were able to speak with and when. Second, our focus was much 

· broader than would be true of a typical Cl or complaint Inspection, where we would be 

inspecting a specific incident or series of issues. We were looking at the home's 

systems to determine if there were any current risks to residents as a result of the 

home's systems. To that end, we reviewed medication systems, reporting and 

complaints, training and orientation, critical incident response and staffing issues, 

starting with records and documents, and then moving on to observations of medication . 

administration. Third , we were on-site for six months and the Inspection underwent 

more review by MHL TC senior management than would normally be the case. The 

CCW chapel served as our permanent workspace; it was a very conspicuous place to 

be. News cameras were there frequently. The home hired security to remain onsite to 

keep the media from sneaking in. Finally, I had regular contact with Karen throughout 

the Inspection. I initially met with Karen at least once a week, but this tapered off as we 

progressed further into our own Inspection issues. 
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95. During the course of the EW Inspection, we added a concurrent Cl Inspection in relation 

to an interaction between resident DW and EW, details of which had been in EW's 

employment file (and went beyond the original information filed by the home about this 

incident in its April 2013 Cl Report). All other Cls and complaints inspected at that time 

were done concurrently, but kept separate from the EW Inspection and the findings were 

in separate Inspection Reports. During the EW Inspection, there were 16 other Cl 

intakes being inspected , two follow-up inspections, and multiple incoming complaints 

that were inspected, many of which were received after the public learned of EW in the 

news. 

96. Once on-site, we started out by completing the Medication IP. We were directed by 

Karen to complete the Medication IP in its entirety with the goal of determining if there 

were any current risks to residents related to medication and medication systems. 

Although at the start of the Inspection we could only talk to the Administrator and could 

not officially interview anyone, we immediately began with observations of medication 

administration and storage. 

97.At this time, we also received additional documents from the home, including a list of all 

staff who worked in the home, screening, training and orientation for reg istered staff, its 

processes and policies concerning medication incidents and evaluations and reviews of 

the medication management system, the home's complaints policy and log, and meeting 

minutes for both the Residents' Council and Family Council. We began reviewing all of 

these records. One of the issues that we noticed through this review as the home had 

not kept any complaints for the years 2010-2014. Also, as we were unable to speak 
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with the frontline staff in the early stages of the Inspection, during our observations, we 

took pictures of any problems we observed. 

98. During the Inspection, we were connecting with Karen on an almost daily basis. She 

continued to communicate with the police and provide us with a list of whom we could 

interview once the police had finished their interviews. We obtained a list of staff who 

had been part of the home's management team since 2007. We obtained contact 

information for registered staff who could not be located through any other available 

information after issuing a letter of demand to the College of Nurses of Ontario (CNO). 

99. Our first interview was with the acting Administrator, Gay Goetz, on November 9, 2016 . 

. She was a corporate regional manager and nurse consultant for the area who had been 

brought in to the home after Brenda Van Quaethem retired just before the home learned 

of EW's confessions. 

100. We then were told that we could proceed to interview the DOC. We started our 

interview with the DOC on November 9, 2016. We had identified through our record 

review and observations that there were several issues that we wanted to discuss with 

the DOC. The interview took 'place on November 9, 14 and 17, with breaks at various 

times throughout these days. We scheduled the interviews to fit with the DOC's 

schedule and needs. The DOC was understandably upset. She often responded, "I 

don't remember. I can't recall ." 

101 . One of the issues that we asked the DOC about in the interview was a Cl that the 

home had submitted in 2013 related to resident DW. This Cl had not come through for 
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inspection. It said OW did not trust EW and did not want her giving him medication. In . 

EW's employment file , there were two complaints from staff members reporting to the 

DOC that they had observed an inappropriate interaction between EW and OW. These 

complaints indicated that EW was being inappropriate with OW, but the Cl Report 

submitted by the DOC had reported that OW was being inappropriate toward EW. 

Attached as Exhibit "I" to my affidavit is a copy of the Cl report submitted by the DOC 

[LTCI00043113]. · Information was missing from that Cl. For example, when we asked 

her about the complaints about EW's interactions with OW that were not included in the 

Cl Report, she could not explain why that information was missing. Although she 

agreed that it was not appropriate for EW to say to a resident "Do you want me to give 

you a Haldol injection?"·, there was no follow-up by the home with respect to EW being 

inappropriate with OW. The DOC acknowledged that she did not report this as staff to 

resident abuse and that she did not follow up with EW. She could not explain why. In 

my opinion, had the Cl Report come into the MHL TC with the information about the two 

complaints by staff with respect to what EW had said to OW, there probably would have 

been an Inspection. 

102. Once we were given the okay to interview staff in the home outside of managers, we 

created interview questions for all different levels of staff, including OOCs, 

Administrators, RNs/RPNs, PSWs, pharmacists and physicians. These interviews were 

all audio recorded. We also interviewed the chairs of both the Residents' Council and 

Family Council. We prepared specific questions for some staff members who had been 

involved in any incidents or complaints regarding EW. 
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103. Staff who were no longer working at CCW were interviewed off-site in an 

administrative room in a city building and, where warranted, some interviews were 

conducted by phone. Some of the staff we interviewed told us that EW's work 

performance was erratic: she would be really good and perform her work at a high. 

standard sometimes and then perform much more poorly at other times. From these 

interviews, we detected a pattern whereby EW performed poorly until her performance 

was addressed, after which she would make an effort and work well for a period of time. 

Some of the staff confirmed that EW knew when she was getting close to the edge and 

would pull her performance up. She was terminated after an insulin-related medication 

error. 

104. The last part of the Inspection (following .the police investigation) involved speaking 

to the families and friends of the victims. It is a normal part of an inspection to speak to 

families and friends of residents to see if they had any concerns about the care of their 

loved ones. In this Inspection, we were looking to determine if the families and friends 

had any concerns about EW and if they had raised any concerns with the home. We 

made multiple attempts to speak with family and friend contacts for all the victims. We 

were able to speak with family members or friends of nine out of the eleven CCW 

victims. This was the hardest part of the Inspection for the inspectors given the subject 

matter of our discussions with the families and what they had been through. 

105. Given the subject matter of the Inspection at CCW, it was difficult for everyone. It 

was apparent through our observations and interviews that the staff were feeling broken 

by the information that had come to light about EW and the ongoing media attention. In 
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addition , it was taxing for the staff to answer questions and provide information to the 

Inspectors and to have us in the home for an extended period of time. On the f irst day, 

a RN started crying when asked if she could be observed during her medication 

administration. Staff were feeling really traumatized because they had worked with a 

serial killer, and their residents were murdered; perhaps during their shift. Only a few 

did not cry during the interviews. A couple of the staff said that they could not believe 

that they did not see it, but they could not think of anything they missed. 

(D) INSPECTION FINDINGS 

106. We found multiple instances of non-compliance because the home could produce no 

evidence of compliance. The evidence of compliance that we were looking for that we 

could not obtain was a record or verbal confirmation that the home had complied. As a 

result of the Inspection, we issued 13 WNs, five of which were accompanied by VPCs 

and two of which were accompanied by COs. We also made three findings of unmet 

standards under the NHA. 

107. We made the following findings of unmet standards under the NHA: 

a) Failing to report "unusual occurrences according to Ministry Policy" including 
"unusual or accidental death," as required by the Long-Term Care Homes 
Program Manual Standards and Criteria (L TCH PMSC) at M3.7. The finding 
related to James Silcox's death. The Institutional Patient Death Record noted 
that the death was accidental and both sudden and unexpected and thus should 
have been reported to the MHL TC. However, the home did not file an Unusual 
Occurrence Report. 

b) Failing to report "Unusual Occurrences" involving a "medication/treatment error 
resulting in hospital admission,"· as required by the LTCH PMSC at M3.7. The 
finding related to Clotilde Adriano's October 2007 hospitalization, when she had 
been sent to hospital because her blood sugar was "bottoming out overnight." At 
the time, the on-call doctor for the home informed a RN at the home that a nurse 
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had called him the night before and told him that there was a resident who had an 
insulin overdose. This was not reported to the MHL TC. 

c) Failing to report medication errors and adverse drug reactions to the Director of 
Nursing, pres_criber and pharmacist and take specific follow-up action, as required 
by the L TCH PMSC R 8.1. This finding also related to Clotilde Adriano, whose 
blood sugar levels were "bottoming out." The home was not able to produce any 
documentation or evidence of any follow-up actions taken. In addition , the 
Pharmacist said that they were not notified of medication errors made by nursing 
staff. 

108. We also made the following findings of non-compliance under the L TCHA: 

a) Failing to comply with s. 107(3) L TCHA and s. 5 0 . Reg. 79/10, which require the 
licensee to ensure that the Director is informed of a missing controlled substance 
and/or any medication incident or adverse drug reaction in respect of which a 
resident is taken to hospital. We issued this finding because CCW's last Cl 
Report for a missing contro lled substance dated back to August 2012 even 
though there were at least two medication-related incidents at CCW in the fall of 
2016 where hydromorphone tablets had gone missing. Moreover, during our 
Inspection we also learned of a medication incident where two residents had their 
medication inadvertently swapped, resulting in one being sent to hospital. The 
home had not, however, submitted the mandatory Cl repo(i to the MHL TC about 
the resident being sent to hospital following the medication error. 

b) Failing to comply with s. 115 0. Reg. 79/10, which requires the licensee to ensure 
that an interdisciplinary team (including the Medical Director, Administr~tor, DON, 
pharmacist, and dietician) meet quarterly to evaluate the effectiveness of the 
medical management system in the home and recommend any necessary 
changes and to keep written records of the quarterly evaluations. We issued this 
finding after learning that neither the Medical Director, the Administrator, the 
Pharmacist, nor the DON had ever been part of a medical management system 
program evaluation. 

c) Failing to comply with s. 116 0. Reg. 79/10, which requires that the licensee 
ensure an interdisciplinary team meet annually to evaluate the effectiveness of 
the medical management system in the home and recommend any necessary 
changes. This finding was based on the evidence that the Medical Director, the 
Administrator, the DON, the pharmacist and the dietitian were not included in any 
of CCW's medication management system annual evaluations. The program 
goals and areas for improvement identified were random and different each year. 
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d) Failing to comply with s. 126 0. Reg. 79/10, which requires the licensee to ensure 
that drugs remain in the original labelled container or packaging provided by the 
pharmacy service provider or the government of Ontario until administered or 
destroyed. We issued this finding after observing many medications removed 
from their original packaging at CCW. 

e) Failing to comply with s. 130 0. Reg . 79/10, which requires the license to ensure 
that monthly audits are conducted of daily count sheets of controlled substances 
to determine if there are any discrepancies and to take immediate action if this is 
discovered. We made this finding after learning that CCW had never done any 
audits of daily count sheets of controlled substances. The DOC was not aware 
this was required and the home could not produce any audits. 

f) Failing to comply with s. 8 0 . Reg. 79/10, which requires the licensee to ensure 
that all policies enacted as required by the L TCHA or 0. Reg. 79/10 be complied 
with. We issued this finding on the basis of the evidence that: CCW's Drug 
Destruction and Disposal Policy was not being complied with; rather than being 
kept in the box designated for medication d i~posal , extra pills were stored in a 
urine collection bottle; and the home failed to comply with its policy on the expiry 
and dating of medications. 

g) Failing to comply with s. 20 L TCHA, which requires the licensee to ensure there 
is a written policy that promotes zero tolerance of abuse and to ensure the policy 
is complied with. We issued the finding based on the evidence that CCW had not 
ensured that staff comply with its policy requiring all cases of suspected abuse to 
be reported in writing. In particular, we had learned that a PSW had multiple 
concerns about EW's neglect or suspected abuse of residents dating back to 
early December 2011 but did not submit a written report to the DOC until mid
January 2012. 

h) Failing to comply with s. 23 L TCHA, which requires the licensee to ensure that 
every alleged incident of abuse or neglect is immediately investigated and 
appropriate action taken. This finding was issued with regard to EW's alleged 
verbal abuse of resident DW. Despite two staff complaining to the home outlining 
the incidents between EW and the resident, CCW merely issued a memo stating 
EW should not interact with OW alone. 

i) Failing to comply with s. 24 L TCHA, which requires that a person who has 
reasonable grounds to suspect the abuse or neglect of a resident by anyone must 
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immediately report the suspicion and the information upon which it is based to the 
Director. This finding was based on the fact that several incidents of suspected 
resident abuse, neglect or improper treatment by EW were never reported to the 
Director, including EW's disparaging remarks to resident OW, a verbal altercation 
with Maureen Pickering followed by EW administeri·ng her medication outside her 
prescribed timeframe, and EW independently transferring a resident with a 
suspected hip fracture and improperly lancing the hematoma on the resident's 
shin . 

j) Failing to comply with s. 75 L TCHA , which requires the licensee to ensure that 
screening measures are conducted before hiring staff, includ ing criminal 
reference checks. We issued this finding as evidence revealed at least two CCW 
staff members worked at the home before their criminal reference check or 
vulnerable sector check was completed. 

k) Failing to comply withs. 101 0 . Reg. 79/10, which requires the licensee to keep 
documented records in relation to: the nature of each verbal or written complaint 
received; the date the complaint was received; the type of action taken to address 
the complaint; the final resolution, if any, of the complaint; and the date that the 
response was communicated to the complainant. We issued this finding based 
on the evidence that, prior to 2015, CCW ha_d no formal process for documenting 
complaints. The home was unable to locate any complaint documentation for 
2010-2014. 

I) Failing to comply withs. 131 0. Reg. 79/10, which requires the licensee to ensure 
that drugs are administered to residents in accordance with the directions for use 
specified by the prescriber. This finding was based on evidence that CCW 
experienced a considerable number of medication incidents. There were 41 
documented medication incidents between August 7, 2016 and December 28, 
2016. Furthermore, EW's employment file revealed she had made 13 
medication-related errors between 2007 and 2014. 

m) Failing to comply withs. 135 0. Reg . 79/10, which requires the licensee to ensure 
that every medication incident involving a resident and every adverse drug 
reaction is documented, along with the actions taken to assess and maintain the 
resident's health, and reported to the resident, the resident's SOM, and the DON, 
the Medical Director, the pharmacist, etc.; that all medication incidents and 
adverse drug reactions are documented and analyzed; corrective action is taken 
if necessary; and a written record is kept of all steps taken . This finding was 
issued in relation to multiple medication errors made in the fall of 2016 at CCW, 
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many of which were never reported to the Medical Director or the pharmacist. 
The finding also reflects the March 2014 incident where EW administered the 
wrong insulin to a resident, causing three other registered staff to replicate the 
error over the following three days. The registered staff were never informed that 
they had made a medication error. 

109. The EW Inspection revealed that there were 41 documented medication errors 

between August 7 and December 28, 2016 at CCW. I felt that this was a high number of 

medication errors for a five-month time period. We were also concerned that not all 

medication errors in the home were being reported to the Pharmacy and DOC. We 

found that the reporting systems the home had in place to notify the Pharmacy and DOC 

of medication errors were poor. We identified a medication error based on observing a 

resident: we asked a nurse questions and she confirmed that the resident had not 

received their medication. There was no medication incident report for this medication 

error. I also saw a progress note for a resident that said the resident got their 

medication late and there was no medication incident report completed. was 

concerned about the home's lack of documented reporting of medication incidents 

internally and also about the few that resulted in a transfer to hospital that should have 

been reported to the MHL TC but were not. 

110. We issued two immediate Compliance Orders on January 24, 2017. An immediate 

Order is an Order that is issued while the Inspection is ongoing. The COs were issued 

in relation to the current medication errors and medication management problems we 

ha_d identified in the home, not issues related to EW as the criminal investigation was 

ongoing. At that same time, there were six other Compliance Orders issued as a result 

of other CCF Inspections that were conducted concurrently to the EW Inspection, 
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including two Orders that were re-issued . Attached as Exhibit "J" to my affidavit is a 

copy of the Inspection Report and the Orders Report issued during the EW Inspections 

[LTCI00043372; LTCI00043511; LTCI00043512], as well as those issued during the 

Inspections conducted concurrently to the EW Inspection [L TCI00044039; 

L TCI00044081 ; LTCI00043760; L TCI00043772]. 

111. A total of eight Compliance Orders were issued in January 2017. I issued two 

Orders related to: (1) the number of medication incidents that I found between August 

and December 2016 (s. 131 0 . Reg. 79/1 O); and (2) the home's failure to document and 

respond to these incidents (s. 135 0 . Reg. 79/10). Four Orders were issued in the 

concurrent complaint Inspections. These Orders related to: (1 ) the home's failure to 

complete skin and wound assessments (s. 50 0. Reg. 79/1.0); (2) the home's failure to 

ensure that residents receive hygiene and grooming on an individualized basis (s. 32 0. 

Reg. 79/1 O); (3) the home's failure to investigate an allegation that a resident had been 

neglected (s. 23 L TCHA); and (4) the home's failure to ensure that direct care staff were 

aware of a resident's care needs related to safe feeding and .failure to review and revise 

the care plan related to safe eating (s. 6 L TCf-!A) . Finally, two Orders were re-issued in 

the Follow-Up Inspection. The re-issued Orders related to: (1 ) the home's failure to 

ensure the plan of care was based on an assessment of safety risks with respect to the 

use of electric wheelchairs (s. 26 0 . Reg. 79/1 O); and (2) the home's failure to report a 

suspicion of abuse to the Director (s. 24 L TCHA). 
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(E) FOLLOW UP INSPECTIONS 

112. On January 25, 2017, the Director directed that a cease of admissions be put in 

place at CCW. She directed the cease of admission based on her belief that, given the 

two Immediate Orders in the EW inspection and the multiple findings of non-compliance 

and Orders issued in the CCF inspections done concurrently, the residents' health and 

well-being would be at risk until CCW was in compliance with the requirements of the 

L TCHA. That same day, the licensee notified the MHL TC that the DOC was no longer 

employed at the home. The Administrator, who retired in September, was not replaced 

until January. There had been an acting Administrator in the home since September. 

113. In May 2017, I returned to CCW with Marian and another Inspector, Sharon Perry, to 

. -
conduct a Follow Up Inspection in relation to seven of the Compliance Orders that had 

been issued in January. We determined that the home had returned some of the COs to 

compliance, while others remained outstanding. In this Follow Up Inspection, we issued 

seven WNs, four of which were accompanied by VPCs and three of which were 

accompanied by re-issued COs. In particular, we re-issued COs for: (1) fa iling to 

comply with s. 50 0. Reg. 79/10, which requires the licensee to ensure that residents 

with altered skin integrity receive a skin assessment by a member of the registered 

nursing staff; (2) failing to comply with s. 23 L TCHA , which requires the licensee to 

investigate, respond, and act where there is any suspected , alleged or witnessed abuse 

or neglect of a resident and to report the results bf any investigation to the Director; and, 

as the number of medication incidents had not improved, (3) failing to ensure that 

residents received the medications as prescribed (s. 131 0 . Reg. 79/1 0). Attached as 
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Exhibit "K" to my affidavit are copies of the Inspection Report and Orders Report issued 

following this Inspection [L TCI00038761; L TCI00038762]. 

114. On May 24, 2017, I issued two Compliance Orders . . These Orders arose from the Cl 

intakes that I inspected concurrently with the EW Inspection. The Orders related fo: (1) 

s. 8(1)(b) 0. Reg. 79/10 because the home's medication reconciliation policy had not 

been complied with; and (2) s. 20(1) L TCHA as the home had not complied with. their 

zero to.lerance and abuse policy. 

115. On July 31, 2017, I returned to CCW for another Follow Up Inspection with Inspector 

Ali Nasser. This Follow Up Inspection was regarding three Orders, namely the Order 

related to s. 135 0. Reg. 79/10 that had been issued in January, the Order related to s. 

131 0. Reg. 79/10 that had been re-issued in May, and the Order related to s. 8(1)(b) 0. 

Reg. 79/10 that had been issued in May. In addition , we were there to conduct two 

concurrent complaint Inspections about staffing and medication management concerns. 

During that inspection, we found evidence of ongoing non-compliance and re-issued 

COs related to: (1) s. 135 0. Reg. 79/10 (for failing to ensure that every medication 

incident involving a resident and adverse drug reaction is documented and evaluated); 

(2) s. 8(1 )(b) 0. Reg. 79/10 (for failing to ensure the implementation of written policies 

and protocols regarding the medication management system); and (3) s. 131 0 . Reg. 

79/10 (for failing to ensure that no drug is administered to a resident in the home unless 

it has been prescribed for the resident and that drugs are be administered in accordance 

with the directions for use specified by the prescriber). We also issued a Director 

Referral (DR) for s. 131 and s. 135 0. Reg. 79/10. Attached as Exhibit "L" to my 
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affidavit are copies of the Inspection Report, Order Report, and the Director Referral 

[L TCI00039000; L TCI00039071 ; L TCI00038993]. 

116. When I was in the home in August conducting the Follow Up inspection, the VP 

Operations inquired about the progress of the Inspection and was very surprised when I 

told her that there was not enough evidence to establish that the home had complied 

with the Orders. In particular, the home had not prepared a quality improvement plan 

related to medication incidents and administration. The VP Operations asked whether it 

would be sufficient to prepare a quality improvement plan that day. I told her this would 

not allow the Order to be compli~d because the compliance date had passed and the 

Order also required the home to train registered staff on medication administration and, 

as of that day, the training had not been done for all registered staff. Despite these 

obvious continuing compliance concerns, the VP Operations asked when the cease of 

admissions would be lifted. 

117. Given the lack of evidence that the home had complied with the orders, together with 

the questions and responses that I received from the VP Operations during the Follow 

Up Inspection, I questioned whether the home and current management had the 

capacity to take appropriate actions to bring the home into compliance. As a result of the 

ongoing issues at CCW, the Director issued a MMO on September 1, 2017. Given the 

findings from the multiple Follow Up Inspections, the Director found that CCW 

demonstrated a lack of understanding concerning how to systematically address non

compliance and an inability to achieve compliance with the L TCHA. Attached as Exhibit 

"M" to my affidavit are the Orders of the Director [L TCI00039100]. 
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118. In early October 2017, I returned to CCW with Ali and Melanie for a Follow Up 

Inspection in relation to six outstanding COs. By that time, the home was doing 

significantly better and the requirements in most of the Orders had been fulfilled. The 

quality improvement plan for medication incidents had been completed and there was a 

marked improvement with respect to medication incidents. However, we found some 

medication incidents had occurred, and determined that these incidents were by agency 

staff and the home had not trained agency staff. As such, the Orders relating to s. 131 

and 135 0. Reg. 79/10 could not be complied. Although we returned four cos to 

compliance, we re-issued two COs and also issued two DRs in relation the s. 131 and 

135 0. Reg. 79/10. Attached as Exhibit "N" to my affidavit are copies of the Follow Up 

Inspection Report, the Director Referral, and the Order Report [L TCI00047914; 

L TCI00047893; L TCI00047949]. 

119. By the time we left the Follow Up Inspection in October 2017, the home had made a 

plan concerning how all agency staff would be trained on ·medication administration, as 

well as a plan for sustaining compliance. The MMO was still in place. 

120. I was involved in every Follow Up Inspection , except for the last one. Melanie 

returned to CCW in late November 2017 for a Follow Up Inspection in relation to CCW's 

two outstanding COs related to s. 131 and 135 0. Reg. 79/10, which she found were 

now in compliance. The .cease of admissions was lifted following the Inspection; the 

MMO is still in place. 
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PERSONAL IMPACT 

121. When I first learned of EW's confessions, facing the obvious magnitude of these 

confessions and the charges laid was daunting. Being assigned to this Inspection was 

stressful to say the least. Reading the actual progress notes of a resident who we now 

know was murdered was truly overwhelming. It was surreal; it wasn't what I went into 

nursing for. Also, in the Inspection, it was the first time we had done audiotaped 

interviews. Talking to the staff at the home was awful. Most cried, some sobbed. They 

were still in the shock at the announcement of the charges and were continuing to care 

for residents. There were times when we stopped the recording to allow them to collect 

themselves. The strain and guilt of working with someone who did th is was palpable. 

122. I cannot stop thinking of how horrible it must be for the residents and their families 

living in the home at the time to watch the news and hear of this happening. Talking to 

the families during the Inspection was the most difficult part. To call someone who we 

knew had their loved one murdered while in long-term care and have to ask them to tell 

you about their experience was more than awful. They cried, we cried. I honestly cannot 

imagine what the families have gone through, to go bed every night and think about how 

their mother or father, sister or brother, grandparent or friend spent their last few days or 

minutes. There are no words for this. 

123. I am a nurse, I always wanted to be a nurse, I always will be a nurse. I have had 

many different nursing roles, but at the core, the premise is always caring for people. I 

always feel the urge to help people in distress. In my role as an Inspector, th?t urge is 

always still there. 
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124. The pressure to perform as an Inspector and to represent the MHL TC and the 

inspection process for residents and the public was and is enormous. I can sincerely say 

that this Inspection and the Public Inquiry process has changed me forever, but, worst of 

all, this has tainted long term care and tainted nursing. The trust in both has been 

battered. This saddens me beyond words. I believe that the impact on the sector is and 

will be vast. There is already a nursing shortage and, after this, who is going to want to 

work in long term care; I honestly fear for nursing and long-term care in the future. 

SWORN BEFORE ME at the City of London, 
on July 241h , 2018 

Co 1ssioner for Taking Affidavits 
L5 0./1 6 Vf'"i_ ~5 6f--
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£;>LONG-TERM CARE HOMES QUALllY INSPECTION PROGRAM 

Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

MOS QCLI Time point Abbreviations: 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key- Stage 1 to Stage 2 

MR= Most Recent MDS; MRF =Most Recent Comprehensive MDS; P-D =Previous to Discharge MDS; P-MR =Previous to Most Recent MDS; A-90 =Admission to 90-Day MDS 

STAGEl QCLI Definition Heading Triggered IP(s) STAGE2 Legislative Reference IP Question 
Assessments & QCLI Description Home or Resident Care Area [prime focus) 

[data source) Related [Inspection protocol) 

Accommodation Services- Housekeeping 

Resident 201502 Ambulation, Transfer, and Therapy Equipment Home Related Accommodation r.87(2)(b) I, ii Q3 
Observation Threshold (Resident Use), Supplies, Devices, or Aids Not Clean Triggered Services: r.87(3) Q4 

4.9" (RO) Housekeeping 
Resident room is observed os hoving uncleon ombulotion, 
transfer, ar therapy equipment, supplies and devices or 
aids 

Family/Designate 301509 Building and Environment Not Clean (RI) Home Related Accommodation s.15(2)(a) Ql 
Interview Threst\old Resident'sfomily/designate reports that the building and Triggered Services: r.87(2)(a)I, ii Q2 

1.0" environment are not clean Housekeeping r.87(2)(b) I, ii, iii Q3 
r.87(3) Q4 
s.3(1)5 Qll 

Resident 101500 Building and Environment Not Clean (RI) Home Related Accommodation s.15(2)(a) Ql 

Interview Thres.no:d Resident reports that the building and environment are not Triggered Services: r.87(2)(a} I, ii Q2 
5.1 " clean Housekeeping r.87(2)(b) I, ii, iii Q3 

r.87(3) Q4 
s.3(1)5 Qll 

Resident 201226 Pest Control (RO) Home Related Accommodation r.88(1) Q8 
Observation Threshold Resident room is observed as having signs of rodents or Triggered Services: r.88(2) Q9 

1.0% insects Housekeeping 

Resident 201515 Resident's Personal Care Equipment Not Clean (RO) Home Related Accommodation r.37(1)(b) Q14 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

L TCI00046979 



£;>LONG-TERM CARE HOMES QUAU~ INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Observation Threshold *Resident personal care equipment is observed as being Triggered Services: 
70.0 " uncleon or stored in an improper or unclean manner Housekeeping 

Resident 201504 Room Furnishings Not Clean {RO) Home Related Accommodation 
Observation Threshold Resident room is observed as having unclean floors, Triggered Services: 

65.0 " carpets, furnishings or surfaces Housekeeping 

Resident 201221 Room Odours (RO) Home Related Accommodation 

Observation Threshold Resident room is observed os having a lingering offensive Triggered Services: 
2.5" odour Housekeeping 

Accommodation Services: laundry 

Resident 202152 linens Not Available/Not Clean/In Disrepair (RO) Home Related Accommodation 

Observation Threshold Resident is observed as not being provided a clean bed, and Triggered Services: Laundry 
15.0 " bath linens are not available or are in disrepair 

Resident 102513 Missing Clothing or Laundry {RI) Home Related Accommodation 
Interview Threshold Resident reports that the home does not properly collect, Triggered Services: Laundry 

l.5.5 " sort, clean, and deliver the resident's clothing or laundry 
SmollH. 
17.& " 

Accommodation Services: Maintenance 

Resident 203505 Ambulation, Transfer, and Therapy Equipment Home Related Accommodation 
Observation Thr~ho!d (Resident Use) in Disrepair (RO) Triggered Services: Maintenance 

5.0 % 
Resident room is observed as having ambulation, transfer, 
or therapy equipment, supplies and devices, or aids in 
disrepair 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.37(1)(a) Q13 
Additionally_, 
NB: Inspectors' must 
address all infection 
control concerns an the 
IP&C IP. 
r.87(2)(a){i){ii) Q2 
r .87(3) Q4 

r.87(2)(d) Q6 
r.87(3) Q4 

r.89(1)(c) Q7 
r.89(l ){a)(i) Q2 
r.89(l ){b) Q6 

s.15(2)(b) Ql 
r.89(l)(a)(ii) Q3 
r.89(1)(a)(iii){iv) Q4 
r.89(l)(a)(iv) QS 

r.90{2)(b) Q6 
r.90(2)(a) QS 

2 

L TCI00046979 



£;.>LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 203520 Plumbing Fixtures/ Accessories with Maintenance Home Related Accommodation 
Observation Threshold Concerns (RO) Triggered Services: Maintenance 

7.6" Resident room is observed as having plumbing fixtures, 
toilets, sinks, grab bars and washroom fixtures and 
accessories in disrepair and /or not kept free of corrosion 
and crocks 
NB- 'QCU Indicators Mopping' document update needs to 
reflect this change. 

Resident 203228 Electric Cords and Outlets in Disrepair/Not Safe Home Related Accommodation 
Observation Threshold Resident room is observed as having electrical Triggered Services: Maintenance 

4.5 " cords/outlets that ore in disrepair or not used in a safe 
manner 

Resident 203503 Room Furnishings in Disrepair (RO) Home Related Accommodation 
Observation Throshold' Resident room is observed as having floors, carpets, Triggered Services: Maintenance 

49.0 " furnishings, or surfaces in disrepair 

Continence Care and Bowel Management 

MOS 605047 Incidence of Continence Decline since Admission Resident Related Continence Care and 
Threshold (A-90) MOS Triggered Bowel Management 

26.0 " Residents with incontinent episodes once o week or less at 
admission who declined in bladder continence control 
according to the 90-day assessment relative to the 
admission assessment 

MOS 605707 Incidence of Worsening Bowel or Bladder Resident Related Continence Care and 
Threshold Continence (High Risk)(P-MR) Triggered Bowel Management 

80.0 " Residents at high risk far incontinence with worsening 
bowel or bladder incontinence according to the most recent 
assessment relative to the previous assessment 

MOS 605708 Incidence of Worsening Bowel or Bladder Resident Related Continence Care and 
Threshold Continence (Low Risk) (P-MR) Triggered Bowel Management 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.90(2)(d) QB 
r.90(2)(c) Q7 
s.15(2)(c) Ql 

r.90(2)(a) Q5 

s.15(2)(c) Ql 
r.90(1)(a) Q3 
r.90(1)(b) Q4 

r.Sl(Z)(a) Ql 
r.51{2)(b) Qll 
r.26(3)8 Q3 
s.6(11)(b) Q22 

r.Sl(Z)(a) Ql 
r.51(2)(b) Qll 
r .26(3)8 Q3 
s.6(11)(b) Q22 

r .51(2)(a) Ql 
r.51(2)(b) Ql l 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 

Inspectors' Mapping Key - Stage 1 to Stage 2 

55.0 " Residents at low risk for incontinence with worsening 
bowel or bladder incontinence according to the most recent 
assessment relative to the previous assessment 

Resident 205260 Presence of Incontinence (RO) Resident Related Continence Care and 
Observation Threshold Resident or room is observed as having signs of improper Triggered Bowel Management 

1.0% continence care 

MDS 605705 Prevalence of an Indwelling Catheter (MR) MOS Resident Related Continence Care and 
Threshold Residents with an indwelling catheter according to the Triggered Bowel Management 

8.0 % most recent assessment 

MDS 605706 Prevalence of Bladder or Bowel Incontinence (Low Resident Related Continence Care and 
Threshold Risk) (MR) MOS Triggered Bowel Management 

40.0" Residents at low risk for incontinence who were frequently 
or fully incontinent of bowel or bladder according to the 

Sm>ll H. most recent assessment 
47.6" 

MDS 605726 Prevalence of Fecal Impaction (MR) MDS Resident Related Continence Care and 
Threshold Residents who have fecal impaction according ta the most Triggered Bowel Management 

70.0" recent assessment 

MDS 605713 Prevalence of Urinary Tract Infections (MR) Resident Related Continence Care and 
Threshold Residents with a urinary tract infection in the last 30 days Triggered Bowel Management 

25.0" according to the most recent assessment 

Staff Interview 405079 Unjustified Use of a Catheter (SI) Resident Related Continence Care and 
Threshold Staff reports that the resident is catheterized for o reason Triggered Bowel Management 

4.9 % other than obstruction, neurogenic/atonic bladder or a 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.26(3)8 Q12 
s.6(11)(b) QB 

Q3 
r.51(2)(b) Qll 
r.51(2)(c) Q12 
r.51{2)(d) Q13 
r.51{2)(g) Ql4 
r.51(2){a) Ql 
r.51{2)(b) Qll 
r.26{3)8 Q3 
s.6{1)(c) Q6 
s.6(8) Q9 
r .51{2)(b) Qll 
r .51(2)(c) Q12 
r.51(2)(d) QB 
r.51(2)(g) Q14 
r .51(2)(h)i QlS 
r .51(2)(h)iii Q16 
r.51(2)(b) Qll 
r.26(3)8 Q3 
r.51(1)2 QlO 
r.229(4) Q21 
r.229(5)(a) Q22 
r.229{5){b) Q23 

r.51{2){a) Ql 
r.51(2)(b) Qll 
r.26(3)8 Q12 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry o f Health & l ong-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

perineal/sacral Stage 3 or 4 pressure ulcer 

Dignity, Choice and Privacy 
Resident 207151 Bedroom Privacy Lacking (RO) Resident Related Dignity, Choice, and 
Observation Threshold Resident bedroom is observed as not providing privacy Triggered Privacy 

10.D" 

Family Interview 307244 Choices (Fl) Resident Related Dignity, Choice, and 
Threshold Resident's family/designate reports that the resident is not Triggered Privacy 

1.0 " honoured in exercising customary routine, choice, or self 
determination 

Resident 107234 Choices (RI) Resident Related Dignity, Cho ice, and 
Interview Threshold Resident reports not being allowed to exercise choice and Triggered Privacy 

14.0" self-determination 

Smoll H. 
18.6,. 

'RQI Inspect ors' M apping Key Stage 1 to St age' - May 2015 v2 

I Q13 
Q3 

s.3(1)8 024 
r.13 Q25 

r.26(3)1 cusromory routines QS 
r.26(3)22 cultural, spiritual, Q7 
r.33(1) bathing preference Q9 
r.40 dressing preference QlS 
r.41 ~dtime, rest desired QlO 
r.26(3)21 c. pion sleep pref. Q6 
s.3(1)9 portidpat~dedsions Q13 
S.3(1)19 chaius respeded Q33 
s.6(2) pion/ preference QS 
s.6(7) pion/comply with Q37 
r.26(3}1 QS 
r. 26(3)21 Q6 
r. 26(3)22 Q7 
r.33(1) .Q9 
r.40 QlS 
r.41 QlO 
r.71(4) Q13 
s.3(1)4 Q20 
s.3(1)19 Q33 
s.6(2) QS 
s.6(7) Q37 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Im provement & Compliance Branch 
Ministry of Health & Long-Term care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Family/Designate 307240 Dignity (Fl) Resident Related Dignity, Choice, and 

Interview Threshold Resident 's f amily/designate reports that the resident is not Triggered Privacy 
1.0" treated with respect and dignity 

Resident 107212 Dignity (RI) Resident Related Dignity, Choice, and 

Interview Thresllold 
9.0 " 

Resident reports nat being treated with respect and dignity Triggered Privacy 

SmollH. 
10.6 " 

Family/Designate 307251 Exercise of Rights (Fl) Resident Related Dignity, Choice, and 

Interview Threshold Resident's family/designate reports that the home does not Triggered Privacy 
1.0% notify responsible party of room transfers and readmission 

policy following hospital transfers 

107210 Participation in Care Decisions (RI) Resident Related Dignity, Choice, and 

Resident Threshold Resident reports not being involved in daily care decisions Triggered Privacy 

Int erview 
7.5" 

SmallH. 
34.9" 

Family/Designate 307241 Personal Property (Fl} Resident Related Dignity, Choice, and 
Interview Threshold Resident's family/designate reports that the home does not Triggered Privacy 

1.0" allow resident to have his/her belongings /furnishings in 
room if wishes 
NB- Need correction on Qa/ Indicator mapping document 
i.e. wording af numerator description for privacy is 

inco"ect 
Family/Designate 307243 Privacy (Fl} Resident Related Dignity, Choice, and 
Interview Thre<ho!d Resident's family/designate reports that the resident is not Triggered Privacy 

6.0% provided privacy by staff 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 201S v2 

s.3(1)1 Q19 

s.3(1)1 Q19 

s.3(1)16 Q32 

s.3(1}9 Q26 
s.3(1)11 i Q28 
s.3(1)11 ii Q29 
s.6(5) Q3 

s.3(1)10 Q27 

s.3(1)21 Q34 
s.3(1)14 Q31 
s.3(1)8 Q24 
r.13 Q25 
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p LONG-TERM CARE HOMES QUALITY INSPEcTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key- Stage 1 to Stage 2 

Resident 107204 Privacy (RI) Resident Related Dignity, Choice, and 

Interview Threshold Resident reports not being provided privacy by staff Triggered Privacy 
13.0 % NB- Need correction on QCLI Indicator mapping document 

Small H. i.e. wording of numerator description for privacy is 

34.9 " incorrect 

Resident 207147 Room Environment Not Accommodating Needs {RO) Resident Related Dignity, Choice, and 
Observation Thre<hold Resident room environment is observed os not Triggered Privacy 

2.S " accommodating the resident's individual needs and 
preferences 

Falls Prevention 
Staff Interview 410512 Fall in Last 30 Days {SI) Resident Related Falls Prevention 

Threshold Staff reports that the resident has fallen within the last 30 Triggered 
11. 0 " days 

Small H. 

19.9% 

MDS 610711 Prevalence of Falls {MR) MOS Resident Related Falls Prevention 
Threshold Residents who had a fall within the past 30 days according Triggered 

lS.9 " to the most recent assessment 

Small H. 
21.7 " 

Food Quality 

'RQJ Inspectors' Mapping Key Stage 1 t o St age' - May 2015 v2 

s.3(1)8 Q24 
s.3(1)14 Q31 
s.3(1)21 Q34 
r.13 Q25 

s.3(1)10 Q27 
s.6(2) QS 

r.49{2) Ql 
r .26(3)10 Q3 
r.26(3)19 Q6 
r.36 Qll 
r.48(1)1 . Q21 
r.49(3) Q20 . 

r.30{1)2 Q12 
r.49(2), Ql 
r.26(3)10 Q3 
r.26{3}19 Q6 
r.36 Qll 
r.48(1)1 Q21 
r.49(3) Q20 
r.30(1}2 Q12 
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t? LONG-TERM CARE HOMES QUAUTY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 112249 Food Quality {RI) Home Related Food Quality 
Interview Threshold Resident reports that food is not attractive, palatable, or Triggered 

40.0% served at proper temperature 

SmollH. 
40.0" 

Hospitalization and Change in Condition 
Staff Interview 439511 Fracture in Last 30 Days (SI) Resident Related Hospitalization and 

Threshold Staff reports thot the resident hos sustained o f racture Triggered Change in Condition 
1.0% within the last 30 days 

Census Record 539514 Hospitalization (CR) Resident Related Hospitalizat ion and 
Threshold Resident was hospit alized within the past 12 months for Triggered Change in Condition 

18.0" other than planned elective surgery according to record 

Small H. review 

25.0 " 
MOS 639517 Incidence of Death without End-Stage Disease Resident Related Hospitalizat ion and 

Threshold {Previous-Discharge MOS) Triggered Change in Condition 
1.0% Residents who died without an end-stage disease 

diagnoses 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.73{1)6 Ql 
r.72{3){a) Q2 
r.72{3){b) Q3 
r.71(1)(b) QS 
r.71{l )(c) Q6 
r.7l(l)(d) Q7 
r.72(2)(c) Q14 
r.72(2)(a) Qll 
r.72(2)(b) Q12 
r.72(6){b) Ql7 

s.6{10){b) Q28 
r .26(3)10 Q3 
r .49(2) Q2 
r.30(1)2 Q22 
r.36 Q20 
s.6(10){b) Q28 
r .26(3)10 Q4 
s.6(8) Ql6 
s.6(7) Ql8 

r. 107{1)2 Q34 
r.30(2) Q30 
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t? LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

639715 Incidence of New Fractures {P-MR) MOS Resident Related Hospitalization and 

MDS Threshold Residents with a new fracture (hip or other) in the last Triggered Change in Condition 
2. 3" 180 days according to the most recent assessment 

relative ta the previous assessment 

M DS 639712 Prevalence of Pneumonia {MR) MOS Resident Related Hospitalizat ion and 
Threshold Residents with pneumonia according to the most recent Triggered Change in Condition 

1.0 % assessment 

MOS 639060 Prevalence of Respiratory Infection (MR) MOS Resident Related Hospitalization and 
Threshold Residents with a respiratory infection (other than Triggered Change in Condition 

O.S % pneumonia) according to the most recent assessment 

Minimizing of Restraining 

Resident 217522 Bed Side Rails as Potential Restraints (RO) Resident Related Minimizing of 

Observation Thre!;ho!d Resident bed side rails in the up position are observed as Triggered Restraining 
47.S % potentially functioning as o potential restraint device 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.107(3)4 Q35 
r . 49(2) Q2 
r .26(3)10 Q4 
s.6(10)(b) Q28 

r.229(5){a) Q24 
r.229(5)(b) Q25 

r.229(5){a) Q24 
r.229(5){b) Q25 

r.lS(l)(a) Q31 
r .lS(l)(b) Q32 
r .1.5(l)(c) Q33 
s.31(1) Q2 
s.31(2)1 Q3 
s.31(2)2 Q4 
s.31(2)3 Q5 
s.31(2)4 Q6 
s.31(2)5 Q7 
s.33(3) Q22 
s.33(4)1 Q23 
s.33(4)2 Q24 
s.33(4)3 i-vi Q25 
s.33(4)4 Q26 
r.110(1)1 Q13 
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t? LONG-TERM CARE HOMES QUAUTY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 217092 Incorrect Application of Restraint (RO) Resident Related Minimizing of 

Observation Thr ... ~old Resident is observed os hoving an incorrectly applied Triggered Restraining 
LO " restraint device 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r .110(1)2 Q14 
r.110(1)3 QlS 
r.110(2)1 Q16 
r.110(2)2 Ql7 
r.110(2)3 Q43 
r.110(2)4 Ql8 
r.110(2)5 Q19 
r.111(1) Q27 
r.111(2)a Q28 
r.111(2)b Q29 
r.111(2)c Q30 
r.1121-7 Q34 
r.8(1)(a) Q72 
r.8(l)(b) Q73 
r.110(1)1 Q13 
r.110(1)2 Q14 
r.110(1)3 Q15 
r.110(2)1 Ql6 
r.110(2)2 Q17 
r.110(2)3 Q43 
r.110(2)4 Q18 
r.110(2)5 Ql9 
r.111(1) Q27 
r.111(2)a Q28 
r.111(2)b Q29 
r.111(2)c Q30 
r.1121-7 Q34 
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£;.>LONG-TERM CARE HOMES QUAUTY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch. 
Minist ry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 217089 Potential Restraints (RO) Resident Related Minimizing of 
Observation Tltreshold 

9.0 " 
Resident is observed in a potential restraint device Triggered Restraining 

'RQI Inspectors' Mapping Key Stage i to Stage' - May 2015 v2 

r.S(l)(a) Q72 
r.S(l )(b) Q73 

s.31(1) Q2 
s.31(2)1 Q3 
s.31(2)2 Q4 
s.31(2)3 Q5 
s.31{2)4 Q6 
s.31(2)5 Q7 
s.33(3) Q22 
s.33(4)1 Q23 
s.33(4)2 Q24 
s .33{4)3i-vi Q25 
s.33(4)4 Q26 
r.110(1)1 Q13 
r.110(1)2 Q14 
r.110(1)3 QlS 
r.110(2)1 Q16 
r.110(2)2 Q17 
r.110(2)4 Q18 
r.110(2)5 Q19 
r.111(1) Q27 
r.111(2)a Q28 
r.111{2)b Q29 
r.111(2)c Q30 
r.1121-7 Q34 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Minist ry of Health & long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

MOS 617703 Prevalence of Daily Physical Restraint {MOS) Resident Related Minimizing of 
Threshold Residents who were physically restrained (trunk restraint, Triggered Restraining 

35.0% limb restraint, or chair prevents rising) daily according to 
the most recent assessment. 

'RQI I nsp-ectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.8{1){a) Q72 
r.8(1){b) Q73 
r.15(1)(a) Q31 
r.15{1){b) Q32 
r.lS(l)(c) Q33 
s.31{1) Q2 
s.31{2}1 Q3 
s.31(2)2 Q4 
s.31{2)3 Q5 
s.31(2)4 QG 
s.31(2)5 Q7 
s.33{3) Q22 
s.33(4)1 Q23 
s.33(4)2 Q24 
s.33{4)3 1-vi Q25 
s.33(4)4 Q26 
r.110(1)1 Q13 
r.110(1)2 Q14 
r.110(1)3 QlS 
r.110(2)1 QlG 
r.110(2)2 Q17 
r.110(2)3 Q43 
r.110(2)4 Q18 
r.110(2)5 Q19 
r.111(1) Q27 
r.i11(2}a Q28 
r.111{2)b Q29 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
M inistry of Health & Long-Term Care 

Staff Interview 417093 Side Rails (SI) 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident Related Minimizing of 
Threshold Staff reports t hat the resident has side rails that prevent Triggered Restraining 

49.0 % him/ her from voluntarily getting in or out of bed. 

' RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.111(2)c Q30 
r.1121-7 Q34 
r.S(l )(a) Q72 
r.S(l)(b) Q73 

r.lS(l)(a) Q31 
r.lS(l)(b) Q32 
r.lS(l)(c) Q33 
s.31(1) Q2 
s.31(2)1 Q3 
s.31(2)2 Q4 
s.31(2)3 QS 
s.31(2)4 Q6 
s.31(2)5 Q7 
s.33(3) Q22 
s.33(4)1 Q23 
s.33(4)2 Q24 
s.33(4)3 1-vi Q25 
s.33(4)4 Q26 
r.110(1)1 Q13 
r.110(1)2 Q14 
r.110(1)3 QlS 
r.110(2)1 Q16 
r.110(2)2 Ql 7 
r.110(2)3 Q43 
r.110(2)4 Ql 8 
r.110(2)5 Ql 9 
r.111(1) Q27 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Nutrition and Hydration 

Resident 118258 Fluids between Meals Inaccessible (RI) Resident Related Nutrition and 
Interview Throshold 

9 .0 " 
Resident reports not having access ta fluids Triggered Hydration 

SmallH, 
17.0 % 

MDS 618031 Incidence of Eating Decline since Admission (A-90} 
Threshold MOS 

22.5 " Residents with eating decline of one level or mare 
according ta the 90-doy assessment relative to the 
admission 

Staff Interview 418082 Nutrition Interventions Absent and Underweight (SI} Resident Related Nutrit ion and 
Threshold Staff reports that the resident is underweight and not Triggered Hydration 

15.S" receiving nutrition interventions 

Resident 218182 Physical Signs of Dehydration (RO) Resident Related Nutrition and 

Observat ion Threshold Resident is observed as having physical signs of Triggered Hydration 
S.l % dehydration 

'RQJ Inspectors' Mapping Key St age 1 to Stage' - May 2015 v2 

r.111(2)a Q28 
r .111(2)b Q29 
r.111(2)c Q30 
r.1121-7 Q34 
r.8(1)(a) Q72 
r.8(1)(b) Q73 

r.71(3)(b) Q17 
r.26(3)14 Q9 

r.26(4)(a) (b) Ql 
r.691-4 Q3 
r.26(3)13 Q8 
r.26(3)14 Q9 
r.71(3)(a) Ql6 
r.71(3)(b) Ql7 
r/71(3)(c) Ql8 
r.691-4 Q3 
r.26(3)(13} Q8 
s.11(2) Q23 

r.71(3)(b) Q17 
r.26(3)14 Q9 
s.11(2) Q23 
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t? LONG· TERM CARE HOMES QUALITY INSPECTION PROGRAM 
f>erformance Improvement & Compliance Branch 
M inistry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

MOS 618015 Prevalence of Dehydration {MR) MOS Resident Related Nutrition and 
Threshold Residents who ore dehydrated (output exceeds input) Triggered Hydration 

1.0% according to the most recent assessment 

MOS 618014 Prevalence ofTube Feeding (MR) MOS Resident Related Nutrition and 
Threshold Residents with a feeding tube according ta the mast recent Triggered Hydrat ion 

S.0% assessment 

MOS 618704 Prevalence of Weight loss {MR) MOS Resident Related Nutrition and 
Threshold Residents with weight loss of 5% or more in the last 30 days Triggered Hydrat ion 

15.3 " or 10% or more in the lost 6 months according to the 
most recent assessment 

Census Record 51BOB1 Weight loss Significant {CR) Resident Related Nutrition and 
Threshold Resident with unplanned weight lass at a rote in excess of Triggered Hydration 

13.5 " regulatory limits according to record review 

Census Record 51B105 Weight loss since Admission (CR) Resident Related Nutrit ion and 
Threshold Resident had unplanned weight loss of 5% or more within Triggered Hydration 

3ll.0 % 60 days of admission according to record review 

Smal!H. 

56.2 " 

Pain 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.71{3)(b) Q17 
r.26(3)14 Q9 
s.11(2) Q23 
r.26(4)(a)(b) Ql 

r.26(3)14 Q9 
r.26(4)(a)(b) Ql 

r.26(4){a) {b) Ql 
r.691-4 Q3 
r.26(3)13 QB 
r.26(3)14 Q9 
r.-71(3)(a) Q16 
r.71(3)(b) Q17 
r/71(3)(c) QlB 
r.26{4)(a) (b) Ql 

r.691-4, Q3 
r.26(3)13 QB 
r .26(3)14 Q9 
r.71(3)(a) Q16 
r.71(3)(b) Q17 
r/71(3)(c) QlB 
r.26{4)(a) (b) Ql 
r.691-4 Q3 
r.26(3)13 QB 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key- Stage 1 to Stage 2 

MDS 619710 Incidence of Worsening Pain {MOS) Resident Related Pain 
Threshold Residents with greater pain frequency or intensity Triggered 

23.0" according to the most recent assessment relative to the 
previous assessment 

Resident 119523 Mouth/Facial Pain without Relief (RI) Resident Related Pain 
Interview ThrO! .. ~old 

65.0 " 
Resident reports having mouth or facial pain with no relief Triggered 

Resident 119255 Pain {RI) Resident Related Pain 
Interview Threshold 

26.0 " 
Resident reports pain/discomfart with no relief Triggered 

Small H. 
29.7" 

Resident 219129 Pain {RO) Resident Related Pain 
Observation Threshold Resident is observed as showing signs of pain/discomfort Triggered 

10.l " with no relief 

MDS 619709 Prevalence of Moderate to Severe Pain (MR) MOS Resident Related Pain 
Thresho!d Residents with moderate pain at least dally ar with Triggered 

35.1 % horrible/excruciating pain at any frequency according to 

Small H. the mast recent assessment 

45.0" 

Personal Support Services 

Family/Designate 320238 AOL Assistance Not Received (Fl) Resident Related Personal Support 
Interview Threshold Resident's family/designate reports that resident is not Triggered Services 

33.0" receiving AOL assistance as needed. 

'RQJ Inspectors' M apping Key Stage 1 to Stage' - May 2015 v2 

r_52{2) Ql 
r.26(3)10 03 
r.131(2) QlO 

r.52{2) 01 
r.26(3)10 Q3 
r.131(2) QlO 
r.131(2) 010 
r.117(a) 014 
r.134(a) 015 

r.131(2) 010 
r.117(a) Ql4 
r.134(a) QlS 
r.131(2) 010 
r.117(a) Ql4 
r.134(a) 015 

r.32 023 
r.37(2) Q31 
r.40 Ql8 
r.44 032 
r.39 033 
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t? LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
M inistry of Health & long-Term Care 

RESIDENT QUALITY IN~PECTION 

Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 220506 Call System within Reach {RO) Resident Related Personal Support 

Observation Threshold Resident's call system is observed as being improperly Triggered Services 
11.0% placed 

Resident 120S25 Cleanliness/Grooming/Oral {RI) Resident Related Personal Support 

Interview Thrtshold Resident reports not being assistance to maintain effective Triggered Services 
49.0 " oral hygiene 

SmallH. 
50.0 " 

Resident 220076 Contracture (RO) Resident Related Personal Support 

Observation Threshold 
18.0 " 

Resident is observed with one or more controctures Triggered Services 

Staff Interview 420264 Contracture With No Range of Motion Services or Resident Related Personal Support 
Thresllold No Splint Device {SI) Triggered Services 

15.0" Stoff reports that the resident hos a contracture with no 
range of motion services or does not have o splint device in 
place 

Resident 220077 Contracture Without a Splint Device {RO) Resident Related Personal Support 

Observation Threshold Resident is observed without a splint device for o Triggered Services 
12.6" contracture 

Small H. 
lS.1% 

'RQI Inspectors' Mapping Key Stage 1 to Stage' • May 2015 v2 

r .17(l)(a) Q16 

r.34{l)a Q25 
r.34{l)(b) Q26 
r.34(2) Q27 
r.34{l)c Q28 
r.26(3)12 Q4 

r.26(3)7 Q3 
r.30(1)2 Q34 
r.26(3)18 QB 
r.59{a) Q40 
r.60(2) Q42 
r.26(3)7 Q3 
r.30(1)2 Q34 
r.59{a) Q40 
r .60{2) Q42 

r.26(3)7 Q3 
r.30(1)2 Q34 
r.59{a) Q40 
r.60(2) Q42 

17 

L TCI00046979 



£;;>LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 

Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key~ Stage 1 to Stage 2 

Resident 220074 Dressing Inappropriate (RO) Resident Related Personal Support 

Observation Threshold Resident is observed as being dressed inappropriately or as Triggered Services 
14.0% having clothing in poor repair, with improper fit, ar warn 

Sm•ll H. inoppropriately, or as having inappropriate foot coverings 

16.0% 

MOS 620027 Incidence of Dressing Decline since Admission (A-90) Resident Related Personal Support 
Threshold MOS Triggered Services 

26.0 % Residents with dressing decline af one level ar more 
according to the 90-doy assessment relative to the 
admission assessment 

MOS 620038 Incidence of locomotion Decline since Admission (A- Resident Related Personal Support 
Threshold 90) Triggered Services 

59.0 " Residents with locomotion (in roam and adjacent corridor 
on some floor) decline af one level or more according ta the 
90-doy assessment relative ta the admission assessment 

MOS 620018 Incidence of Range of Motion Decline (P-MR) Resident Related Personal Support 
Threshold Residents with functional range af motion decline Triggered Services 

50.0" according to the mast recent assessment relative to the 
previous assessment 

MOS 620928 Incidence of Severe Decline in Dressing (P-MR) Resident Related Personal Support 
Thres.~old Residents with dressing decline af two ar mare levels Triggered Services 

30.0 " according to the mast recent assessment relative ta the 
previous assessment 

MOS 620828 Incidence of Severe Decline in Dressing since Resident Related Personal Support 
Throshold Admission {A-90) Triggered Services 

Sl.O" Residents with dressing decline of two or more levels 
according to the 90-doy assessment relative ta the 
admission assessment 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.40 Q18 

r.40 Q18 

r.26{3)7 Q3 
r.58 Q39 
r.59{a) Q40 

r..57(b) Q38 

r.40 Q18 
s.6(10)(b) Q45 

r.40 Q18 
s.6(10)(b) Q45 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

MOS 620939 Incidence of Sever Decline in Locomotion (P-MR) Resident Related Personal Support 
Threshold Residents with locomotion (in room and adjacent corridor Triggered Services 

20.0 " on some floor) decline of two or more levels according to 
the most recent assessment relative to the previous 
assessment 

MOS 620839 Incidence of Severe Decline in Locomotion since Resident Related Personal Support 
Threshold Admission (A-90) MOS Triggered Services 

50.0 " Residents with locomotion (in room and adjacent corridor 
on same floor} decline of two or more levels according to 
the 90-doy assessment relative to the admission 
assessment 

MOS 620034 Incidence of Toileting Decline since Admission (A-90) Resident Related Personal Support 
Threshold MOS Triggered Services 

29.9 " Residents with toileting dedine of one level or more 
according to the 90-doy assessment relative to the 
admission assessment 

MOS 620721 Incidence of Worsening Function in Daily Activi ties Resident Related Personal Support 
Threshold (P-MR)MOS Triggered Services 

30.S % 
Residents with o one-level decline in at least t wo late-loss 
doily activities {bed mobility, transferring, eating, or toilet 
use} or o two-level decline in one late-loss doily activity 
according to the most recent relative to the previous 
assessment 

Family/Designate 320252 Notification of Change in Resident Condition (Fl) Resident Related Personal Support 
Interview Threshold ' Resident's family/designate reports that the home does not Triggered Services 

LO " promptly notify responsible party of change in the 
resident's condition 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 201S v2 

r.26(3)7 Q3 
r .58 Q39 
r.59(a) Q40 
r.73(1)9 Q43 

r .26(3)7 Q3 
r.58 Q39 
r.59(a) Q40 
r.73(1)9 Q43 

r.51(2) c Q36 

r.26(3)7 Q3 
s.6(10)b Q47 
s.6(7) Q46 

s.6(5) Qll 
s.6(8) Q13 
r.38(a) Q56 
r.38(b) QS7 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Minist ry of Health & Long-Term care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Family/Designate 320245 ·Oral Health Not Maintained (Fl) Resident Related Personal Support 

Interview Threshold Resident's family/designate reports that the resident is not Triggered Services 
1.0 " receiving the necessary dental care to maintain good oral 

health 

Resident 220216 Oral Health Not Maintained {RO) Resident Related Personal Support 

Observat ion Threshold Resident is observed os not receiving the necessary dental Triggered Services 
29.0 " core to maintain good oral health 

Resident 120524 Oral Health Status (RI) Resident Related Personal Support 

Interview Threshold Resident reports not receiving the necessary dental core to Triggered Services 
l3.S " maintain good oral health 

Sm•ll H. 
20.7 " 

Family/Designate 320242 Participation in Care Planning (Fl) Resident Related Personal Support 

Interview Throshold Resident's family/designate reports not being invited to Triggered Services 
33.0 " care planning discussions 

Resident 220507 Positioning {RO) Resident Related Personal Support 

Observation Threshold Resident is observed as not being positioned to ensure Triggered Services 
16.0 " correct body alignment 

MOS 620016 Prevalence of Bedfast Residents (MR) MOS Resident Related Personal Support 
Threshold Residents who are bedfast all or most of the time according Triggered Services 

5.5 " to the most recent assessment 

Small H. 

13.3 " 

MOS 620214 Prevalence of Lack of Corrective Action for Auditory Resident Related Personal Support 
Thres.~old Problems (Most Recent Full MOS) Triggered Services 

so.a" Residents with hearing impairments and no hearing aid or 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.34(1)a Q25 
r.34{1)b Q26 
r .34{2) Q27 
r.34{1)c Q28 
r.34(1)a Q25 
r.34{1)b Q26 
r.34(2) Q27 
r.34(1)c Q28 

r.34(1)a Q25 
r.34{1)b Q26 
r.34{2) Q27 
r .34(1)c Q28 

r .27(1)(a)(b){c) Ql2 

r .50{2}(d) Q35 

r.30(1)2 034 

r.26(3)21 QS 
r.42 Q19 

r.26{3)3 Q6 
r.37(1){a) Q29 
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t?' LONG-TERM CARE HOMES QUALllY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key- Stage 1 to Stage 2 

other communication techniques according ta the most 
recent fu ll assessment 

MOS 62021S Prevalence of Lack of Corrective Action for Resident Related Personal Support 
Threshold Communication Problems (Most Recent Full M Triggered Services 

50.0 " Residents with poor expression or understanding, no or 
inadequate administration of therapy and no modes of 
expression to make needs known according to the most 
recent full assessment 

M OS 620213 Prevalence of Lack of Corrective Action for Visual Resident Related Personal Support 
Threshold Problems {Most Recent Full MOS) Triggered Services 

17.0" Residents with visual impairments and no glasses, contact 
lenses, lens implants, or magnifying gloss on the most 
recent full assessment 

MOS 620217 Prevalence of Oral/Dental Problems {MR Full) Resident Related Personal Support 
Threshold Residents who do not receive necessary care to maintain Triggered Services 

50.l % good oral health according to the most recent full 
assessment 

Resident 220075 Unclean/Un groomed {RO) Resident Related Personal Support 

Observation Threshold Resident is observed with mouth debris, and includes other Triggered Services 
14.0 " grooming/ hygiene issues observed as unclean/un 

Small H. groomed 

16.0" 

Prevention of Abuse, Neglect, and Retaliation 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r .26(3)3 Q6 
r.43 QlS 

r.26(3)4 Q7 
r.37(1)a Q29 
r.37(1)b Q30 
s.6(11)b Q47 

r.26(3)12 Q4 
r.34(1)a Q30 
r.34(1)b Q26 
r .34(1)c Q28 
r .34(2) Q27 
r.26(3)12 Q4 
r .34{1)a Q30 
r .34{1)b Q26 
r.34{1)c Q28 
r.34{2) Q27 
r.26{3)7 Q3 
r.32 Q23 

21 

L TCI00046979 



£;.> LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Family/Designat e 3252~6 Abuse (Fl ) Home Related Prevent ion of Abuse, 
Interview Throshold Resident's f amily/designat e reports t hat resident is abused Triggered Neglect, and 

o.o" by staff Retaliat ion 

Resident 125253 Abuse {RI) Home Related Prevent ion of Abuse, 
Interview Threshold Resident reports being abused by staff Triggered Neglect, and 

0.0 % 
Retaliation 

Resident 225205. Abuse {RO) Home Related Prevention of Abuse, 
Observation Threshold Resident is observed being abused by staff Triggered Neglect, and 

0 .0 " Retaliat ion 

Recreation and Social Activities 
Family Interview 328239 Activities Not Encouraged or Assisted (Fl) Resident Related Recreation and Social 

Threshold Resident's family/designat e reports that resident is nat Triggered Activities 
1.0 " encouraged t o attend activities and is not provided 

assistance to attend 

'RQJ Inspectors' Mapping Key Stage l to Stage' - May 2015 v2 

s.23(1)(a) (i) (ii) (iii) Q2 
s.23 {l){b) Q3 
r.97(2) Q6 
r.97(1)(a) Q4 
r.97(1)(b) Q5 
s.19(1) Ql 
s.23{1){a) (i) (ii) (iii) Q2 
s.23 {l){b) Q3 
r.97(2) Q6 
r.97(l )(a) Q4 
r.97(1)(b) Q5 
s.19{1) Ql 
s.23{1){a) (i) (ii) (iii) Q2 
s.23 (l){b) Q3 
r.97(2) Q6 
r.97(1)(a) Q4 
r.97(l)(b) 0 5 
s.24(1)1,2,3,4,5 Q7 

r.26(3)16 Q3 
r.26(3)22 Q4 
s.3(1)23 0 13 
s.3(1)26 Ql 4 
s.10(2) oi5 
r.65(2)(b) Q22 
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£;.:>LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 

Performance Improvement & Compliance Branch 
Ministry of Health & long-Term Care 

RESIDENT QUALITY INSPECTION 

Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 128208 Activities Not Provided (RI) Resident Related Recreation and Social 
Interview Thre•hold Resident reports that the home fails to provide appropriate Triggered Activities 

50.0% activitie~ 

Small H. 
60.0% 

MDS 628023 Prevalence of Little or No Activity (MR) MOS Resident Related Recreation and Social 
Thres.~old Residents who ore involved in little or no activity Triggered Activi ties 

65.0 " 

Resident 228096 Structured Activities Not Provided for Cognitively Resident Related Recreation and Social 

Observation Threshold Impaired (RO) Triggered Activities 
95.0" Cognitively impaired resident is observed os not being 

provided availability of or encourogement to attend 
appropriately structured activities 

Reporting and Complaints 

Resident 129194 Personal Property (RI) Home Related Reporting and 

Interview Throshold Resident reports that t he home does not protect the Triggered Complaints 
9.0% resident's personal property 

Small H. 

13.7" 

Family/ Designate 329528 Property Missing (Fl) Home Related Reporting and 
Interview Threshold Resident's family/designate reports that resident's Triggered Complaints 

15.0" belongings hove been damaged or token without 
permission, it was reported to the home and staff did not 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.26(3)16 Q3 
r.26(3)22 Q4 
s.3(1)23 Q13 
s.3(1)26 Q14 
s.10(2) QlS 
r.65(2)(b) Q22 

r.26(3)16 Q3 
r.26(3)22 Q4 
s.3(1)23 Q13 
s.3(1)26 Q14 
s.10(2) QlS 
r.65(2}(b) Q22 

s.10 (2) QlS 
s.3(1)23 Q13 

r.101(1)1 Q3 
r .101(1)2 Q4 
r.101(1)3 i and ii QS 

r.101(1)1 Q3 
r.101(1}2 Q4 
r .101(1)3 i and ii QS 
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£;.>LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

respond in a satisfactory manner 

Family/Designate 329247 Reporting Interaction Concerns {Fl) Home Related Reporting and 

Interview Threshold Resident's family/designate reports that the resident has Triggered Complaints 
33.6 " had harmful or potentially harmful interactions with a 

roommate or another resident, and the problem was Reporting to Director, 
reported to staff as per legislation 

found on Prevent ion 
of Abuse, Neglect & 
Retaliation IP 

' ,. See Regulations 
listed in red ... 

Resident 129246 Reporting Interaction Concerns {RI) Home Related Reporting and 

Interview Thr .. hold Resident had had harmful or potentially harmful or Triggered Complaints 
12.0 % potentially harmful interactions with a roommate or 

another resident and the problem was reported to staff Reporting to Director, 
as per legislation 
found on Prevent ion 
of Abuse, Neglect & 
Retaliation IP 

" ,. See Regulations 

listed in red ... 

Responsive Behaviours 

Census Record 532063 Anti psychotic Use Without a Supporting Diagnosis Resident Related Responsive 
Thr .. hold (CR) Triggered Behaviours 

79.0 " Resident is receiving antipsychatic drugs without an 
appropriate diagnosis according ta recard review 

'RQI Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.101(1)1 Q3 
r.101(1)2 Q4 
r.101(1)3 i and ii QS 
r.104(1)1 Qll 
r.104(1)2 I, ii, iii Q12 
r.104(1)3 I, ii, iii, iv, v Q13 
r.104(1)4 I, ii Q14 
r.104 (1) 5 QlS 
r. 104(2) Q16 
r. 104(3) Ql7 

Q18 
r.101(1)1 Q3 
r.101(1)2 Q4 
r.101(1)3 i and ii QS 
r.104(1)1 
r.104(1)21, ii, iii 
r.104(1)3 I, ii, iii, iv, v 
r.104(1)4 1, ii 
r.104 (1) 5 
r. 104(2) 
r. 104(3) 

r.26(3)17 QS 
r.134(a) Q23 
r.131(1) Q16 
r.131(2) Q17 
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t? LONG-TERM CARE HOMES QUAU1Y INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
M inistry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Census Record 532066 Benzodiazepine Use (CR} Resident Related Responsive 
Threshold Resident is prescribed and receiving o benzodiazepine Triggered Behaviours 

50.0 " according to record review 

MOS 632943 Incidence of Increased Physical Abuse since Resident Related Responsive 
Throshold Admission (A-90) Triggered Behaviours 

a.O" Residents with on increase in physically abusive behaviors 
according to the 90-day assessment.relative to the 
admission assessment 

MOS 632996 Incidence of Increased Resistance to Care (P-MR) Resident Related Responsive 
Threshold Residents with on increase in resistance to care according Triggered Behaviours 

21.0" to the most recent assessment relative to the previous 
assessment 

MOS 632886 Incidence of Increased Resistance to Care since Resident Related Responsive 
Threshold Admission (A-90) MOS Triggered Behaviours 

40.0" Residents with on increase in resistance to core according 
to the 90-day assessment relative to the admission 
assessment 

'RQI Inspectors' Mapping Key Stage 1 to Stage' • May 2015 v2 

r.26(3)17 Q5 
r.134(a) Q23 
r.131(1) Q16 
r.131(2) Q17 

r.26(3)5 Q3 
r.53(4)(a) Ql 
r.53(4}(b} QlO 
r.53(4)(c) Q20 
r.54(a) Ql3 
r.54(b} Q14 
r.SS(a) Q15 
r.SS(b) Qll 
r.26(3)5 Q3 
r.26(3)6 Q4 
r.53(4}(a) Ql 
r.53(4)(b) QlO 
r.53 (4}(c) Q20 
r.26(3)5 Q3 
r.26(3)6 Q4 
r.53(4)(a) Ql 
r.53(4}(b) QlO 
r.53(4}(c) Q20 
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t? LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

MDS 632717 Incidence of Worsening Depression or Anxiety (P- Resident Related Responsive 
Threshold MR) Triggered Behaviours 

18.0 " Residents with worsening symptoms of depression or 
anxiety occording to the most recent assessment relative to 
the previous assessment 

MDS 632720 Incidence of Worsening Resident Behaviour {P-MR) Resident Related Responsive 
Threshold Residents with worsening behaviour (wondering, verbal Triggered Behaviours 

25.5 " abuse, physical abuse, or socially inappropriate/disruptive 
behaviour) according to the most recent assessment 
relative to the previous assessment. 

Family/Designate 332257 Interaction with Others Problematic (Fl) Resident Related Responsive 
Interview Thr ... ~old Resident's family/designate reports that the resident has Triggered Behaviours 

33.6" had harmful or potentially harmful interactions with o 
roommate or another resident 

Resident 132256 Interaction with Others Problematic (RI) 
Interview Throshold Resident has had harmful or potentially harmful 

12.0" interactions with a roommate or any other resident 

MDS 632724 Prevalence of Antianxiety/Hypnotic Medication Use Resident Related Responsive 
Threshold {MR)MDS Triggered Behaviours 

50.0" Residents who received anti-anxiety or hypnotic medication 
at least once in the past seven days according to the most 
recent assessment 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.26(3)5 Q3 
r.26(3)6 Q4 
r.53(4)(a) Ql 
r.53(4)(b) QlO 
r.53(4)(c) Q20 

r.26(3)5 Q3 
r .54(4)(a) Ql 
r .53(4)(b) QlO 
r.53(4)(c) Q20 
r.54(a) Q13 
r.54(b) Q14 
r.55(a) Q15 
r.55(b) Qll 
r.54(a) Q13 
r.54(b) Q14 
r.55(a) Q15 
r.55(b) Qll 
r.54(a) Q13 
r.54(b) Q14 
r.55(a) Q15 
r.55(b) Qll 
r.26(3)17 Q5 
r.134{a) Q23 
r.131(1) Q16 
r.131(2) 017 
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p. LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

MOS 632722 Prevalence of Antipsychotic Medication in the Resident Related Responsive 
Throshold Absence of Psychotic and Related Conditions {High Triggered Behaviours 

91.0 " Risk)(MR) MOS 
Residents at high risk for psychotic and related conditions 
who received ontipsychatic medication at least once in the 
past seven days according to the most recent assessment 

MOS 632723 Prevalence of Antipsychotic Medication in the Resident Related Responsive 
Threshold Absence of Psychotic and Related Conditions (Low Triggered Behaviours 

50.0 " Risk){MR) MOS 
Residents at low risk of psychotic or related conditions who 
received antipsychotic medications at least once in the past 
seven days according to the mast recent assessment 

MOS 632718 Prevalence of Behavioural Symptoms Affecting Resident Related Responsive 
Threshold Others (High Risk) (MR) MOS Triggered Behaviours 

65.0" Residents who display behavioral symptoms affecting 
others, such as verbally abusive or physically abusive or 
socially 
inappropriate/disruptive behavior among high risk 
residents 

' RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.26(3)17 QS 
r .134(a) Q23 
r .131(1) Q16 
r.131(2) Q23 

r.26(3)17 QS 
r.134{a) Q23 
r.131(1) Q16 
r.131(2) Q23 

r.26(3)5 Q3 
r.53(4){a) Ql 
r.53(4)(b) QlO 
r .53(4)(c) Q20 
r .54(a) Q13 
r.54(b) Q14 
r.SS(a) QlS 
r.SS(b) Qll 
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Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

MOS 632719 Prevalence of Behavioural Symptoms Affecting Resident Related Responsive 
Thmhold Others {Low Risk) {MR) MOS Triggered Behaviours 

70.0" Residents who display behavioural symptoms affecting 
others, such as verbally abusive or physically abusive or 
socially inappropriate/disruptive behavior among low risk 
residents 

MOS 632716 Prevalence of Depression without Anti-Depressant Resident Related Responsive 
Threshold Therapy {MR) MOS Triggered Behaviours 

50.0" Residents with depressed, sad, or anxious mood who 
are not receiving antidepressant medication and have 
at least 
two symptoms of functional depression according to 
the most recent assessment. 

MOS 632725 Prevalence of Hypnotic Use more than Two Days in Resident Related Responsive 
Threshold Past Week {MR) MOS Triggered Behaviours 

50.0" Residents who received hypnotic medication more than 
two days in the past seven days according to the most 
recent assessment 

MOS 632004 Prevalence of Symptoms of Depression (MR) Resident Related Responsive 
Threshold Residents with symptoms of depression (sad mood and at Triggered Behaviours 

66.0" least two symptoms of functional depression: distress; 
agitation or withdrawal; wake with unpleasant mood, not 
awoke most of the day, or awake none to one period of the 
day over the last 7 days and not comatose; suicidal ar 
recurrent thoughts of death; weight loss) 

Safe and Secure Home 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' · May 2015 v2 

r.55(b) Q13 
r.53(1)2 QlO 
r.53(1)4 Qll 
r.53(4)(b) Q12 
r.53(1)1 Q9 

r.26(3)5 Q3 
r.26(3)6 Q4 
r.53(4)(a) Ql 
r.53(4)(b) QlO 
r .53(4)(c) Q20 

r .26(3)17 QS 

r.134{a) Q23 
r.131(1) Q16 
r.131(2) Q17 

r.26{3)5 Q3 
r.26(3)6 Q4 
r.53(4)(a) Ql 
r.53(4)(b) QlO 
r.53(4)(c) Q20 
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t? LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 

Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 133501 Building and Environment Not Comfortable {RI) Home Related Safe and Secure Home 

Interview Threshold Resident reports that the building and environment are Triggered 
17.0" uncomfortable 

Family/ Designate 333510 Building and Environment Uncomfortable (Fl) Home Related Safe and Secure Home 

Interview Threshold Resident's family/designate reports that the building and Triggered 
1.0% environment are uncomfortable 

Resident 233231 Call System Not Functioning (RO) Home Related Safe and Secure Home 

Observation Threshold Resident's call system is obseNed as not functioning Triggered 
7.0% properly 

Resident 233223 Lighting Levels Uncomfortable (RO) Home Related Safe and Secure Home 
Observation Tl"lres~o!c2 Resident roam is observed as having inadequate or Triggered 

3.0 % uncomfortable lighting levels 

Resident 233508 Mattress Sagging (RO) Home Related Safe and Secure Home 
Observation Threshold Resident is observed as having a sagging uncomfortable· Triggered 

S.0 % looking mattress 

Resident 233218 Potential Accident Hazards/ Bed Side Rails (RO) Home Related Safe and Secure Home 
Observation Thri?shold Resident is observed as having bed side rails that do not Triggered 

13.0 " properly fit the bed 

Resident 233224 Room Temperatures Uncomfortable/Unsafe (RO) Home Related Safe and Secure Home 
Observation Threshold Resident room is observed as having on uncomfortable or Triggered 

1.0 " unsafe temperature 

'RQI l nspecto~ Mapping Key Stage 1 to Stage' - May 2015 v2 

s.15{2)(c) QS 
s.S Ql 
s.3(1)5 Q2 
s.15{2)(c) QS 
s.S Ql 
s.3(1)5 Q2 
r .17(1)(a) Q22 
r .17(1)(b) Q23 
r.17(1)(c) Q24 
r.17(1)(d) Q25 
r.17(1)(e) Q26 
r.17(1)(f) Q27 
r.17(1)(g) Q28 
r.18 Q34 

r.12(2)(a) Q21 

r.lS(l)(a) Q18 
r.lS(l)(b) Q19 
r.lS(l)(c) Q20 

r.21 Q29 
r.20(1) Q30 
r .20(2) Q31 
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t?' LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Per formance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 233230 Safety Equipment in Bedroom or Bathroom Home Related Safe and Secure Home 
Observation Throshold Inadequate {RO) Triggered 

l .O" Resident is observed as not having adequate safety and 
privacy equipment far bathing 

Skin and Wound 
M OS 634701 Incidence of New Pressure Ulcers (P-MR Full) Resident Related Skin and Wound 

Threshold Residents with a new pressure ulcer according to the most Triggered 
l .O" recent assessment relative to the previous assessment 

MOS 634702 Incidence of Worsening Pressure Ulcers (P-MR) Resident Related Skin and Wound 
Thre-..ho!d Residents with a more severe pressure ulcer occarding to Triggered 

1.0% the most recent assessment relative to the previous 
assessment 

Census Record 534262 Presence of Pressure Ulcer {CR) Resident Related Skin and Wound 
Threshold Resident has one or more pressure ulcers according to Triggered 

15.9" record review 

SmallH. 
40.0" 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r.14 Qll 
r.23 Q16 
r.9(1)3 Q17 
s.3(1)8 Q3 

r.50(2)(a)(i) Ql 
r.50(2)(a)(ii) Q2 
r.50(2)(a)(iii) Q3 
r.50(2)(b)(i) Q4 
r.S0{2)(b)(ii) Q13 
r.50{2)(b)(iv) Ql7 
r.50{2)(c) Ql4 
r.50(2)(d) QlS 
r.50(2)(a)(i) Ql 
r .50(2)(a)(ii) Q2 
r.50{2)(a)(iii) Q3 

r .50(2)(b)(i) Q4 
r .50{2)(b)(ii) Ql3 
r.50{2)(b)(iv) Ql7 
r.50{2){c) Q14 
r.50(2)(d) QlS 
r .50{2)(b)(i) Q4 
r.S0{2)(b)(ii) Ql3 
r .50(2)(b) (iii) QG 
r.50{2){b)(iv) Ql7 
r.50(2){c) Ql4 
r.50(2)(d) QlS 
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f'):.., 

t? LONG-TERM CARE HOMES QUALi~ INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Staff Interview 434049 Presence of Pressure Ulcer (SI) Resident Related Skin and Wound 
Threshold Staff reports that the resident hos one or more pressure Triggered 

18.0 % ulcers 

Small H. 
20.0 % 

Census Record 534263 Presence of Stage 3 or 4 Pressure Ulcer (CR) Resident Related Skin and Wound 
Thrcsnold Resident has a Stage 3 or 4 pressure ulcer according to Triggered 

1.0 % record review 

Staff Interview 434050 Presence of.Stage 3 or 4 Pressure Ulcer (SI) Resident Related Skin and Wound 
Threshold Stoff reports that the resident has a Stage 3 or 4 pressure Triggered 

1.0 % ulcer 

Census Record 534109 Pressure Ulcer Incidence or Worsening (CR) Resident Related Skin and Wound 
ThreshOld Resident developed a new pressure ulcer or experienced on Triggered 

S.0 % increase in stage within the first 30 days of admission 
according ta record review 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 112 

r.50(2){b){i) Q4 
r.S0(2){b){ii) Q13 
r.50(2){b){iv) Q17 
r.S0(2){c) Q14 
r.S0(2)(d) QlS 
r.50(2)(b){i) Q4 
r.50(2)(b){ii) Q13 
r.S0(2){b){iv) Q17 
r.S0(2)(c) Q14 
r.50(2)(d) QlS 

r.50(2)(b)(i) Q4 
r .S0(2)(b){ii) Q13 
r.50(2)(b)(iv) Q17 
r.50(2)(c) Q14 
r.50(2){d) QlS 
r.50(2)(b)(ii) Q12 
r.50(2)(b){iii) Q4 
r .50(2)(b){iv) Q16 
r.50{2)(c) Q13 
r.50(2)(d) Q14 
r.26(3)15 Q7 
s.6(11)(b) Q18 
s.6(10)(b) Q17 
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£;>LONG-TERM CARE HOMES QUAUTY INSPECTION PROGRAM 

Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

MOS 634824 Prevalence of Stage 1-4 Pressure Ulcers (High Risk) Resident Related Skin and Wound 
Tnmhold (MR) Triggered 

24.0" Residents at high risk (impaired bed mobility; impaired 
transfer; coma; ma/nutrition; end-stage disease) for 
pressure ulcers who have a pressure ulcer of any stage 
according t o the most recent assessment 

M OS 634924 Prevalence of Stage 1-4 Pressure Ulcers (Low Risk) Resident Related Skin and Wound 
Threshold (MR) Triggered 

17.0" Residents at low risk for pressure ulcers {does not have any 
of the following: impaired bed m obility; impaired transfer; 
coma; ma/nutrition; end-stage disease) who have a 
pressure ulcer of any stage according to the most recent 
assessment 

MOS 634714 Prevalence of Wound Infection (MR) Resident Related Skin and Wound 
Threshold Residents with o wound infection in the post 90 doys Triggered 

11.0 " according to the most recent assessment 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 

r .S0(2)(b)(ii) Q12 
r.50(2)(b)(iii) Q4 
r.50(2)(b)(iv) Q16 
r.50(2)(c) Q13 

. r.50(2)(d) Q14 
r.26(3)15 Q7 
s.6(11)(b) Q18 
s.6(10)(b) Q17 
r.50(2)(b)(ii) Q12 
r.50(2)(b)(iii) Q4 
r.50(2)(b)(iv) Q16 
r.50(2)(c) Q13 
r.50(2)(d) Q14 
r.26(3)15 Q7 
s.6(11)(b} Ql8 
s.6(10)(b) Ql7 
r.50(2)(b)(ii) Q12 
r.50(2)(b)(iii) Q4 
r.50(2)(b)(iv) Q16 
r .50(2)(c) Q13 . 
r.50(2)(d) Q14 
r.26(3)15 Q7 
s.6(11)(b) Q18 
s.6(10)(b) Q17 
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t? LONG-TERM CARE HOMES QUAUlY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & l ong-Term care 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key - Stage 1 to Stage 2 

Resident 234261 Skin abrasions/Lacerations/Bruises/Tears/Burns Resident Related Skin and Wound 

Observation Threshold {RO) Triggered 
7.0 " Resident is observed os.hoving abrasions and/or 

lacerations, or bruises, or skin tears, or burns, (skin 
condition other than a pressure ulcer) 

Snack Observation 

Resident 135519 Beverages between Meals (RI) Home Related Snack Observation 

Interview Threshold Resident reports not receiving between-meal beverages Triggered 
13.0 " 

Resident 135521 Snacks between Meals (RI) Home Related Snack Observation 

Interview Threshold Resident reports not receiving between-meal snacks Triggered 
25.0 " 

Sufficient Staffing 

Family/Designate 336237 Staffing Insufficient {Fl) Home Related Sufficient Staffing 

Interview Thr..Oold Resident's fomily/designote reports that the family Triggered 
l.O" member does not get core ond ossistonce needed without 

hoving to wait a long time 

Resident 136232 Staffing Insufficient (RI) Home Related Sufficient Staffing 

Interview Throshold Resident reports that the home does not provide sufficient Triggered 
30.0 % number of nursing personnel to meet the resident 's needs 

Trust Accounts 

Family/ Designate 338121 Cost and Personal Funds Management (Fl) · Home Related Trust Accounts 
Interview Threshold Resident's family/designate reports thot the resident's Triggered 

l-0" funds ore not being managed properly or odequotely 
protected by the home 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' · May 2015 v2 

r.50(2)(a)(iii) Q3 
r.S0(2)(b}{i) Q4 
r.26(3)15 Q7 
r.26(3)18 Q8 
s.6(1)c Q9 

r .71{3)b Q2 
r.71(4) QS 

r .71{3}c Q3 
r .71(4) QS 

r.31(3)( a){b)(c){d){ e) Q3 
s.8(3) Ql 

r.31{3}{a}{b)( c)( d)( e) Q3 
s.8(3} Ql 

r.241(1) Ql 
r.241(3} Q2 
r.241{4)(b) Q3 
r .241(4){c) Q4 
r.241{7)(a) QS 
r.241{7)(b )(i)(ii) Q6 
r.241(7)(d) Q7 
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£;.>LONG-TERM CARE HOMES QUALITY INSPECTION PROGRAM 
Performance Improvement & Compliance Branch 
Ministry of Health & Long-Term Care 

Resident 138199 

Interview Threshold 
25.0" 

Legends: 

RESIDENT QUALITY INSPECTION 
Inspectors' Mapping Key- Stage 1 to Stage 2 

Personal Funds Mismanaged {RI) Home Related Trust Accounts 
Resident reports that the home does not properly manoge Triggered 
ond/or protect resident's personal funds 

r.241(7)(e) Q8 
r .241(7)(f) Q9 
r.241(1) Ql 
r.241(3) Q2 
r.241(4)(b) Q3 
r.241(4){c) Q4 
r.241(7)(a) QS 
r.241(7)(b){i)(ii) QG 
r.241{7)(d) Q7 
r.241(7)(e) Q8 
r.241(7)(f) Q9 

• Resident's personal care equipment- includes residents' personal items/ aids, such as toothbrushes, dentures, denture cups, glasses and water pitchers, emesis basins, 
hair brushes and combs, bed pans, urinals, IV /feeding tube stands, leg bags and catheter bags, pads and positioning devices, etc. 

'RQJ Inspectors' Mapping Key Stage 1 to Stage' - May 2015 v2 
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Home: 

£;.>Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

RQI Start Date: 
LTCH Inspectors: 

INSTRUCTION: This Checklist references the steps for an Intensive Risk Focused (IRF) and a Risk Focused 
(RF) RQI. Only areas identified by a _. denotes a change in practice only applicable for the Risk Focused RQI. 

SUMMARY OF IMPORTANT DEFINITIONS: 

Immediate Jeopardy I Risk: 

A situation that places a resident or group of residents in immediate jeopardy as it caused (or is likely to 
cause) serious injury, harm, impairment, or death to a resident receiving care in the LTCH where there was a 
failure to intervene or prevent the situation from recurring or escalating. For detailed description of 
Immediate Jeopardy, refer to the Immediate Jeopardy P&P. 

Significant Actual Harm/ Risk: 

A situation that results in an outcome that has negatively affected one or more resident's health, and/or 
safety that contributes to an increased risk of significant actual harm/risk or has the ability to become 
serious. 

Resident Quality Inspection (RQI): 

40 random samples 
QCLI thresholds 
5 Mandatory IPs 
21 :rriggered care areas 

COMMUNICATION TIPS: 

I 20 random samples 
I Small Homes QCLI thresholds 
1 . 
1 4 Mandatory IPs 

, 9 Tri~gered care areas 

During the course of the RQI, the inspector(s) may be asked by the administrator, charge person, or LTCH 
staff to explain the reason for the different RQI approach (i.e. IRF or RF). The inspector(s) may also be 
asked about the Ministry's Risk Management approach and why a home is considered "high risk". To 
ensure consistency in messaging, please refer to "Guidance Document- Risk Focused RQI" for the 
complete set of speaking notes that addresses these concerns. 

DOCUMENTATION TIPS: 

-+ During a Risk Focused RQI, only the 9 recommended care areas are included for inspection if t hey 
triggered through. All other triggered ca re areas are to be excluded, unless an immediate jeopardy 
or significant harm/risk has been identified, in which inspectors would initiate and document the 
rational~ for determining t he immediate jeopardy or significant harm/risk and for initiating the 
inspector initiated inspection within the appropriate IP (or ad hoc notes only if t he legislative 
reference is not found wit hin the IP) . 

• Do not document the RQI approach in the catch-all box. The lnpsection Report should only indicate 
that a RQI has been done. lnspector(s) may document the RQI approach (i.e. IRF or RF RQI) in the ad 
hoc notes, which will not appear in the Inspection Report. 

LQIP RQI Checklist- updated (draft) July 2017 1 
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f»:--"> 
~ Ontario Ministry of Health and Long-Term Care 

Resident Quality Inspection (RQI) Checklist 

Home: 
RQI Start Date: 
L TCH Inspectors: 

• Always open and document within an applicable Inspection Protocol (IP); if the IP does not contain 
the legislative reference(s) that the inspector requires, the inspector can access the specific 
legislative reference(s) through the ad hoc notes. 

OFF-SITE PREPARATIONS 

O 1. Complete the Off-site Preparation for RQI Plan & Intake Summarv Form 

0 

• Admin Coordinator (AC) sets up RQI in abaqisRQI, creates MMF, and completed copy/paste of census sample 
.from abaqisRQI onto MMF 
~ For RF RQI, the AC will select the "small home threshold" button in abaqisRQI when setting up t he 
inspect ion in abaqisRQI 

• SAO Admin Assistant (AA) adds inspector names to abaqisRQI and initiates Oft-Site Preparation for RQI Plan & 
Intake Summary Form by completing the 'home' information and generates compliance history of the past 36 
months · 

O 3. The team lead (TL) confirms that the Master Mapping File (MMF) is received and that the inspection is set up on 
abaqisRQI, including: 
• MOS data extraction was uploaded, 

• sample size availability for census sample ~ For RF RQI, census sample size is 20 
• assignment of inspectors and 
• copy I paste exercise completed i.e. randomized census sample from abaqisRQI onto MMF 

Notes: 
...---------------....,.--------~~-----------------=-----~------------~--~----TL should check with (SAO) AA that the aP- roP-rlate RQI ty e RF IRF has been communicated to the AC to 
nsure Ste 1 above as a ro riate 

ON-SITE ACTIVITIES 

o 4. Upon entrance to the LTCH the team lead/interim RQI team lead, as determined during off-site preparation, 
follows instructions on the Entrance Conference Worksheet (Team Copy) section: Information to 
Provide/Request Upon Entrance. 

Notes: 
• Upon entry to the LTC Home, the TL will also inform the administrator/charge person of conducting a RQI, 
• Inspectors must document a note in IQS for each day of the RQI noting date and time of arrival and departure 

• Inspectors must back up data from IQS using USB twice daily at a minimum. 

ENTRANCE CONFERENCE 

o 5. Team Lead completes the entrance conference with the administrator/charge person, using the Entrance 

LQIP ROI Checklist - updated (draft) July 2017 2 

L TCI0004 7525 



£;>Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

Home: 
RQI Start Date: 
L TCH Inspectors: 

Conference Worksheet: 

• Reviews the Licensee Confirmation Checklists for LTCHs Admission Process, QI & Required Program, and IPAC 
• Complete the applicable Family Council Interview IP questions if Council not established 

• Review list of information required from home within one hour and four hours. 
Note: 

• Residents receiving dialysis treatment relates to LTCHs with a designated qialysis care unit 
7 For RF RQI, this is not applicable 

• a document brief notes on the note boxes provided on the Entrance Conference Worksheet as necessary 
(Team Copy} electronic form. 

TOUR 

D 6. Conduct a brief tour as soon as possible after entry. Take note on the following: 

• Characteristics about the population 
• Activities in which residents are engaged 

• Posting of ministry 
- ACTION Line info & 
- Inspection Reports (2 yrs.) 

• Concerns about the general environment, including checking of locked doors, and common-use areas 
~ For RF RQI, check only internal locked doors in Resident Home Areas (RHAs), and any common use areas 

• Concerns about infection control practices 

. • Concerns about staff-resident interaction 
• Concerns related to immediate risk to residents 

Note: 

• Document initial tour notes on ad hoc notes drop down.selection in IQS 
• Document concerns about fnfection control practices on the /PAC IP 
• Inspector initiates Immediate Jeopardy policy if situation of immediate jeopardy identified 

• All common-use areas located on RHA's including spa/bathing rooms, dining areas, lounges, activity rooms, hair 
sa lons, etc. as applicable 

• During the initial tour of the RQI and periodically throughout the inspection, inspectors should check to ensure 
compliance with doors.required to be closed and locked to avoid potential safety risks to residents. 
~ For RF RQI, check only internal locked doors in RHAs, and any common use areas. 

Doors required to be closed and locked are: 
• All doors leading to stairwells and the outside of the LTCH (other than doors leading to secure outside areas that 

preclude exit by a resident, including balconies and terraces, or doors that residents do not have access) 

• All doors leading to non-residential areas, when doors are not being supervised by staff 

• *For additional information related to doors and exemptions refer to 0. Reg. 79/10 s.9; s.317 (3) (4); s.318 (1), or 
as outl ined in Appendix B of the RQI Policy & Procedure. 

RECONCILIATION 
D 7. Upon receipt of the home's resident census, including identification of resident's who w ill be out of the home for 

Stage 1 duration: 

LQIP ROI Checklist - updated (draft) July 2017 3 
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fJ.> Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

Home: 
RQI Start Date: 
LTCH Inspectors: 

• Reconcile the residency status of census sample in abaqisRQI, and complete the mapping worksheet on the 
Master Mapping File (MMF) by following the steps on the 
Tip Sheet: How to use the Master Mapping Files to Reconcile /Data Triangulate (May 2014) 

~ For RF RQI, include the fi rst 20 residents listed. Replace any discharged residents or residents who will be 
out of t he LTCH during Stage 1 by moving to the next consecut ive resident on the l ist as needed. 

• Create New Residents as necessary by following steps on the Create New Residents & abaqisMAX (May 2014) 

Note: 
• During an outbreak situation, in the event any residents from the census pool are in isolation, remove and 

substitute that resident with another resident from the census pool. 

CREATE STAGE 1 ASSIGNMENTS 

D 8. Create Stage 1 assignments for census sample residents 

Notes: 

• lnspector(s) must be on-line in abaqisRQI to create Stage 1 assignments . 

• Team lead & (lead) for reconciliation task may create the assignments together . 

• Assign residents equally among the inspection team; consider resident location where possible . 

• Where additional inspector(s) are assigned to support only Stage 1, the inspector(s) must complete his/her 
Stage 1 assignment, and remain for the full transition exercise from Stage 1 to Stage 2 to ensure error 
corrections are made as applicable, and notes are documented and communicate to the team for Stage 2 
assignment. 

INITIAL TEAM MEETING 

D 9. Team lead facilitates the team meeting discussions and documents 'i nsights' from the initial tour, and entrance 
conference re lated to items outlined below, and provides Stage 1 assignment. 

ate 

• o facilitate the meeting discussions and documenting notes, the Tl will copy/paste the bullets below from thei 
ntlal Tour lnslahts & Entrance Conference Insights onto the 12_ink note box sections p_rovided 

Initial Tour Insights: 

• Characteristics of the population e.g. dementia care, young disabled, convalescent care, dialysis care, etc . 

• Activities in which residents engaged 

• Concerns about the general environment including checking of locked doors, and common-use areas 
~ For RF RQI, check internal locked doors in areas where residents have access, and common-use areas 

• Concerns related to IPAC practices 

• Concerns about staff-resident interactions 

• Concerns related to immediate risk to residents 

• Posting of ministry ACTION Line & Public Inspection Records (2 yrs.) 

NOTES: INITIAL TOUR INSIGHTS 

I Notes 
• Click here to entertext. 

LQIP RQI Checklist - updated (draft) July 2017 4 
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Home: 
RQI Start Date: 
L TCH Inspectors: 

Entrance Conference Insights: 

£;.>Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

• Meal times, snack times, and location of dining area(s) 
~ For RF RQI, t his task is not applicable 

• Medication administration times, location of drug storage of narcotics and controlled substances. 

• Key personnel and office locations; access codes; Residents/Family Councils representatives contact information; 
etc. 

• Residents' medical records i.e. weights, hospitalization, plan of care, etc. 

• Relevant information to be communicated to the assigned inspector(s) for the mandatory home tasks, e.g. Infection 
Prevention & Control IP, and Resident Council Interview IP, etc. 

• Copy of home's schedule for registered staff for reference if staffing issues identified during RQI. 

• Any relevant discussions with Administrator i.e. Licensee Confirmation Checklists for the LTCHs Admission Process, 
Quality Improvement management system. 

NOTES: ENTRANCE CONFERENCE INSIGHTS 

I Notes 
• Click here to enter text. 

HANDLING OF LTCH LICENSEE CONFIRMATION CHECKLISTS 

Team Lead provides copy of the LTCH Licensee Confirmation Checklists i.e. 'Admission Process', 'QI & Required Programs', 
and '/PAC' to the administrator/ representative upon entry to home, and further reviews the checklists I expectations 
with administrator/ representative during entrance conference meeting. Note - the /PAC confirmation checklist may be 
best completed by the staff member who co-ordinates the /PAC Program for the home. 

• L TCH returns the completed 'checklists' within 4 hours following the entrance conference (TL may allow additional 
time to the L TCH to complete as needed} 

• TL reviews the L TCH Licensee Confirmation Checklists for Admission Process, QI & Required Programs and /PAC and 
forwards completed /PAC checklist to inspector assigned to /PAC IP for review. 

• Assigned inspector(s) would further 'inspector initiate' an inspection on the applicable IP{s), i.e. Admission and 
Discharge IP, QI IP, and/or /PAC IP, any concerns identified on the checklists i.e. or any concerns raised during the 

course of the RQI. 
~ F-Or RF RQl, the LTCF/ Licensee Con{irmotion Check!ists ore sti,11 distri/:Jwted. However, only when there oi<e 

~RifiGaRt r.•sff.5, will the inspector consult their .'TL/SAO MeFWfier to determine if it is eppropriete to further 

!.inspector initiete ' the concern. 

• Post RQI, all completed and signed checklists will be filed in the applicable SAO on the L TCH's files. 

PROVIDE STAGE 1 ASSIGNMENTS 

• All inspectors must be on-line in abaqisRQI to receive their Stage 1 assignments and I or to make or receive a re

assignment made in Stage 1. 

LQIP RQI Checklist - updated (draft) July 2017 5 
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.c~"> 
c,r.r Ontario Ministry of Health and Long-Term Care 

Resident Quality Inspection (RQI) Checklist 

Home: 
RQI Start Date: 
LTCH Inspectors: 

0 10. Assign the dining area location for the 'Dining Observation' task based on location of home's dining areas; 
dining times. Additionally, the assigned inspector observes residents receiving meal service in their rooms on 
the assigned dining area, and using the Dining Observation Mandatory IP in IQS. 

-+ For RF RQI, the 'Dining Observation' task is not applicable 

Note: 

• The dining observation task must be conducted on a full meal service Day 1 of the RQI . 

• Should a home have a secured area(s), a dining observation may be completed in at least one of these dining 
areas. 

D 11. Target a day and time for completion of Stage 1. 

Notes: 

• Inspectors must identify the residents presence in the home as soon as possible upon receipt of their Stage 1 
assignments 

• Timely completion of Stage 1 is dependent on frequent observations and communication. i.e. availability for 
residents interviews I 3 family interviews etc. 

STAGE 1 SCREENING 

D 12. Complete the Stage 1 assignments on Census Sample assessments of observations, interviews, and census 
record reviews as outlined: 

Census sample: 40 residents -+ For RF RQI, census sample size is 20 residents. 

• Resident Interview 

• Resident Observations 

• Family/SOM Interview (maximum 3 per inspection) 

• Staff Interview 

• · Census Record Review 

• All in·spectors must conduct their Stage 1 assignments by launching abaqisMAX. 

• Each inspector conducts the Stage 1 'observation' and 'interview' assessments' for their (own) individual 
• Stage 1 assignment. (Note: if assigned resident is unavailable/ refuses both the Resid~nt Interview and Resident 

Observation, the inspector notifies the TL to replace the assigned resident.) 
• Two inspectors may pair up to conduct the 'census record review' for each of their respective resident 

assignments, as determined appropriate E.g. one inspector may search data on records while the other 
inspector enters data in abaqisRQl/MAX. 

• Inspectors would communicate to the home about residents identified with communication barriers and 
request supports needed to assist in conducting the resident interview e.g. interpreters, accessibility 
tools, etc. Translation services may be arranged utilizing MCIS Language Services contact - 416.467.3097 or 
888.990.9014. 

• Screen residents to determine if resident is interviewable and if not, the potential for a family I SOM 
interview is populated in abaqisRQl/MAX 

• While conducting interviews with'French speaking residents, staff and family/designates, the French 
speaking inspector selects the 'French' version to verbally convey questions, probes or instructions. 
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RQI Start Dale: 
L TCH Inspectors: 

• The inspector documents all notes in English when conducting interviews in the French version. 

• All negative responses on Stage 1 assessment questions require a note relevant to the intent of the question. 

• All negative responses on Stage 1 questions require a note including date I time consistent with LQIP 
documentation principles. (until such time a 'time stamp' feature is applied to the Stage 1 
assessment question note boxes, inspectors will continue to record the date/ time for negative responses) 

• Document staff first name only, designation and work location on the staff interview assessments. 
• All inspectors must exit abaqisMAX and 'log' online to abaqisRQI prior to assignment changes being 

made I received. 

Notes: 
• Inspectors are encouraged to use the 'Stage 1 Completion Checklist' to organize their Stage 1 assignments. 
• If IT issues exist preventing the inspector(s) use of abaqisMAX i.e. syncing data, etc. inspector(s) would 

I. proceed to complete the resident assessments online in abaqisRQI, 
II. follow steps outlined on 'abaqis MAX Best Practices (windows 7)' reference guide, and 

Ill. further send notice to IT support, as applicable. 

*MANDATORY HOM_E TASKS (THROUGHOUT THE INSPECTION) 

O 13. Complete the mandatory home tasks as assigned, and at any time determined appropriate during the RQI 
process: 

Mandatory Home Tasks: 
• Dining Observation: Click here to enter text. 

~ For RF RQI, the Dining Observation is not applicable. 
• Family Council Interview: Click here to enter text. 

~ For RF RQI, an electronic Family Council Questionnaire is conducted in lieu of the in
person/phone interview, l.mless preference requested See " Notes" below for further instructions re 
the questionnaire. 

• Infection Prevention and Control: Click here to enter text. 
• Medication: Click here to enter text. 
• Residents' Council Interview: Click here to enter text. 

• Discuss and take notes during end of day team meetings regarding progress and trends, and identify the 
inspector assigned the task as applicable. 

Note: 
~Family Council Questionnaire (Risk Focused RQI}: 

• TL will contact the Family Council {FC} rep via phone as soon as possible during Stage 1 to explain the 
inspection process and request the completion of the electronic FC Questionnaire within 48 hours 

• The TL will send the Questionnaire to the FC rep via the Tl 's work ministry email. There are two fo rmats 
of the Questionnaire (Word/PDF). Please send both form ats and allow , the FC rep to select the best 
format to use. 

• If the FC rep prefers to conduct the FC Interview via phone or in-person, the TL will honour the request 
• If the TL' has not received the finished Questionnaire within 48 hours, the TL will follow-up with the FC rep 
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Home: 
RQI Start Date: 
L TCH Inspectors: 

as appropriate 
• Once the Questionnaire has been returned from the FC rep, the TL will review all responses. If negative 

responses have been identified, the TL wi ll open the Family Council IP for appropriate action. 

• If the Questionnaire is received after the RF RQI has concluded, the TL will review the responses to the 
Questionnaire and determine if significant concerns are identified. If significant concerns are identified, 
the TL should consult with the !TL/SAO manager to determine the appropriate action(s), e.g. creating a 
Follow-Up Intake. 

• Following the Residents' Council & Family Council Interview with the chairs or representatives, distribute the 
Residents' Council and Family Council Satisfaction Survey and self-addressed envelopes following the 
interview 
~ For RF RQI, if the electronic FC Questionnaire was used, the TL will invite the FC rep to complete the 
Family Council Satisfaction Survey. If the FC rep agrees to complete it, the TL will leave copies of the Family 
Council Satisfaction Survey & self-a(.idressed envelope with the Home. The TL can instruct the FC rep to p ick 
up the Family Council Satisfaction Survey & self-addressed envelope the next time the FC rep is at the Home. 

STAGE 1 DAILY TEAM MEETING 

0 14. The team lead facilitates the Stage 1 daily team meeting discussions about the items outlined below with all 
inspectors present and engaged. 

• Assess remaining wo_rk load 

• Discuss progress towards completion of Stage 1 assignment and mandatory tasks, including status of 
family/designate interviews 

• Make assignment adjustments as necessary to balance workload and replacement of any discharged/ 
unavailable census sample residents 

• Discuss trends identified e.g. environmental concerns; infection control practices; inappropriate staff-resident 
interactions; unsafe practices, etc. 

• Discuss find ings related to Stage 1 assessments 

• Discuss findings and trends related to mandatory home tasks, as applicable 
'Note: TL coe_y/e_aste bullets above onto the e_ink note box below toJacilitate daily team meeting discussions an!fi 
mote takingJ 

• Document Stage 1 Daily Team Meeting Notes relevant to discussions on items listed above. Record date of meeting 
and meetings notes on note boxes provided below, including inspector(s) ID for information he/she provides. The 
meeting notes will be saved and included as part of the RQI package post inspection for filing purposes in respective 
SAO 

STAGE 1-DAY 1: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

STAGE 1-DAY 2: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 
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STAGE 1- DAY 3: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

£;>Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

***Use the Note Box below if Stage 1-Day 4 is required, and update Stage 2 Note Box days, starting with Day 5 in Stage 
2*** 

STAGE 1-DAY CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

STAGE 1 ANALYSIS TEAM MEETING (TRANSITION FROM STAGE 1 TO STAGE 2) 

O 15. Stage 1 is conducted to identify the QC Lis that caused each care area to trigger. The purpose of the transition 
meeting is for inspectors to ensure that the QCLls that caused a specific care area to trigger for flagged 
residents are correct. 

• Team Lead reviews Stage 1 workload to ensure that all work is completed and prints abaqisRQI reports as 
appropriate. 

• Prepares for the Analysis/ Transition Team Meeting by generating two reports used during the transition meeting 
including: 

• Stage 2 by Resident 

• QCLI Notes by Resident - Stage 2 

• The QCLI Mapping Document should be referenced by inspectors for clarification of QCLI definitions and exclusions 
where necessary. 

• All inspectors must be online in abaqisRQI to generate the transition reports. 

• All inspectors are encouraged to view and/or save the relevant reports on their desktops to follow along during the 
transition meeting discussions I clarify information. 

• The TL may choose to print one copy of the two reports to get started; these reports are used concurrently by the 
team lead to direct team discussion and validate Stage 1 entries and error corrections. (Step #16 - provides step by 
step proper use of transition reports) 

Notes: 

• The Stage 2 bv Resident report represents the inspectors' Stage 2 triggered assignments, Once all error corrections are 
made the final version of the 'Stage 2 by Resident' report is generated, saved and printed for each inspector to further 
balance their Stage 2 inspection assignments. 

• The QCL! Notes by Residents- Stage 2 provides inspectors notes related to the triggered care areas for flagged 
residents selected for Stage 2 inspections. 

• Additional transition reports are available for reference in abaqisRQI. These reports are useful when reviewing notes 
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£;>Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

with all negative responses, and during team discussion with evaluation of QCL/ results. (Not required to be printed) 

• Care Area by Resident 

• QCLI Notes -All 

• QCLI Notes by QCLI 

• QCLI Results 

• Residents by Care Area 

• Stage 2 by Inspection Protocol 

O 116. Team lead facilitates the 'transition' team meeting following the steps outlined below. The results drive the 
Stage 2 triggered assignment. Take notes on note box provided. 

*TRANSITION DATE: CLICK HERE TO ENTER DA TE 

Transition meeting steps: 

• Using the Stage 2 by Resident report, the team lead reads aloud each triggered care area I QCLI description and 
associated sampled residents as outlined on the report requesting team members to identify their Stage 1 assigned 
residents listed by numeric ID, who flagged for triggered care areas. 

~ For RF RQI, only the following 9 t riggered care areas are included: 
1. Accommodation Services: Housekeeping 
2. Continence Care and Bowel Management 
3. Dignity, Choice and Privacy 
4. Falls Prevention 
5. Minimizing of Restraini ng 
6. Nutrition and Hydration 
7. Pain 
8. Prevention of Abuse, Neglect and Retaliation 
9. Skin and Wound 
• '1<-All other triggered care areas are to be excluded, unless an immediate jeopardy or significant risk has 

been identified. 

• Team members confirm their Stage 1 specifics /error identification referring to the QCL/ Notes by Resident- Stage 2 
report, as necessary, to facilitate brief discussions about notes documented. 

• Inspectors should discuss the residents who flagged within triggered care areas to be sure that the data results are 
accurate in terms of data entry and the team's knowledge of information gathered throughout Stage 1. 

• The team refers to the QCLI definitions mapping document to confirm understanding of the QCLI triggered care area 
definitions as applicable. 

• lnspector(s) make error corrections in applicable Stage 1 assessment questions and saves changes. NB- each inspector 
must close all opened windows and re-fresh data in abaqisRQI prior to generating transition reports with changes 
made 
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P Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

• Team lead re-generated reports until all Identified errors are corrected. 

• With final corrections made and refreshed data generated the team will open, save and print the Stage 2 by Resident 
report for each team member. This provides the inspectors Stage 2 triggered assignment. 

Notes: 

• Inspectors close all windows in abaqisRQI and refresh browser prior to generating any revised report. 

• Inspector's saves the electronic and/or paper copy of the final reports generated for use to determine the Stage 2 
assignment including: 

• QCL/ Notes by Resident- Stage 2 

• Stage 2 by Resident - (provides the Stage 2 triggered assignment 

• The saved reports will be included with the final RQI records for filing post-inspection consistent with SAO Operations 
Manual process. 

Exceptional Circumstances: 

Where unknown resident(s), outside the census sample, have flagged within MDS triggered care areas, the team w ill 
need to determine who the resident is and whether the resident still resides in the LTCH. 

The flagged resident's I numeric ID is compared with the MMF to determine the resident's URI#. The URI# is then 
compared with the homes current Resident Census List to determine resident name as outlined below. 

• Open the MMF Excel Spreadsheet. Click the MMF DATA tab to access the mapping file of the resident pool which 
identifies residents with numeric ID from abaqisRQI and associated URI #. 

• Refer to the Stage 2 by Resident report; to identify the numeric ID for 'unknown' resident who flagged within MDS 
triggered care areas. 

• Compare the resident's numeric ID, with the MMF to determine the resident's URI#. 

• Compare the resident's URI# with the homes current Resident Census List to determine the resident's name and if 
the resident resides in the LTCH. 

• If resident resides in the home, determine the QCLI trigger description and proceed with Stage 2 inspection using 
the applicable care area IP{s) 

• If resident resides in the home, but is not available for observations or interview, conduct a record review for the 
triggered care area(s) using applicable IP(s) 

• If resident no longer resides in the home, and/or MDS data is older than 3 months the inspection is ended. 

• The inspector makes notation of the determined status in adhoc notes. 

Post transition from Stage l to Stage 2: (Deferred Items) 

Optional, as approved by SAO Manager: 

• Assess the risk of triggered issues, and any other inspector initiated concerns (e.g. from tour) 
• Decide what lower risk issues, if any, can be deferred for inspection at a later time. 

(Inspectors have the right to make decisions about issues that they would consider as high risk, even if they are not 
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Resident Quality Inspection (RQI) Checklist 

on the high risk list (Appendix C of the RQI P&P}. If the team members are unsure whether a concern can be 

deferred, contact their Inspection Team Lead to discuss the matter) 

• RQI TL/ members must contact and discuss the potential deferred items with SAO Manager, noting the decision to 

defer items will be made at the discretion of the SAO Manager. 

• Inspectors must document within the RQI Checklist (Step #16 'Note' box) any low risk inspection items to be 

deferred. 

Notes: 

• Refer to RQI Policy & Procedure APPENDIX C for criteria related to 'High Risk Issues That Must Be Inspected During 

!Jg[ 

• Refer to Step #28 'Post Inspection' for handling of deferred inspection items .. 

NOTES: NOTIFICATION TO SAO MANAGER 

Notify SAO Manager (email I telephone) to discuss Stage 1 results I determine resource needs for Stage 2 inspection and 

document discussions as applicable in note box below 

I 
Notes 

• Click here to enter text . 

STAGE 2 SAMPLING AND ASSIGNMENT 

O I 17. Initiate into the Stage 2 Sample for assignment as applicable: 

• If home has designated dialysis care unit, select one resident receiving dialysis treatment for Stage 2 inspection I 
inspector assignment (use the Nutrition and Hydration IP) 

-+ For RF RQI, t his task is not applicable 

• Any past due orders(s) that require follow-up (Do not init iate a separate follow-up inspection for the management of 
these orders) 

• Any inspector initiated concerns raised during the course of the RQI by residents, staff, family, visitors and/or via 
observations made by the inspector that are not triggered from Stage 1 and selected for Stage 2 inspections. 

-+ ~~QI, only Immediat e Jeepardy or SignificaAt Risk concerns a~f-m~ 

• Any concurrent inspection(s) assigned to SAO, as identified on the Off-Site Preparation tor RQI Inspection Plan, 
and/or new complaint assigned during course of RQI. 

Notes: 

• All past-due orders at the time of the RQI are inspected and managed as part of the RQI. Do not initiate a separate 
Follow-Up inspection for the management of these orders. 

• Complaints I CIS assigned to SAO are assigned for inspection concurrent with an RQI, exception only pending 
discussion/decision with !TL/Manager. New complaint(s) may be assigned during course of RQI. 

• If a complaint and/or CIS inspection is conducted concurrent with the RQI, the inspector may incorporate the 
inspection(s) within RQI report to produce one inspection report where appropriate or may conduct a Complaint/CIS 
inspection separately with separate report within IQS (e.g. contentious). Reference to each complaint and/or CIS log 
number should be referenced in the Inspection 'Log Number' section of the inspection report. If there is insufficient 
space in this section for several log #s, the additional intake log #(s) may be included in the 'The Catch All Box' section 
of the Inspection Report. 
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fJ.> Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

• If conducting a complaint and/or CIS related to a resident during the RQI, and if the same concern is triggered from 
Stage 1, the inspector may substitute the triggered resident with the complaint and/or CIS resident, as applicable and 
document the substitution /assignment on RQI Checklist (Step# 16) Notes Section and update the Of/site Preparation 
for RQI Plan to identify inspector assignment. For example, If 3 residents are triggered f or falls, and there are 2 
separate complaints related to falls, two of the triggered residents with fall concerns may be substituted with the 2 
residents with falls concerns identified in the complaints. 

Note: Please note that all abuse-related Items would be Inspected In the RQI, I.e. there would be no substitution. 

In addition, please use your professional judgement when making a decision on any substitution. 

• lf a complaint and/or critical incident inspection identi ies NC the ins ectors would M>t-exR_and the sam le size to ~ 
'hen conducted concurrent/ with the RQ ' 

HOW TO MANAGE COMPLAINTS WHEN RECEIVED ON THE SITE OF THE LTCH 

• If an inspector receives a complaint when on the site of a LTCH, use good customer service and provide the 

complainant with the following options: 

• Ask the complainant if the situation is urgent (immediate jeopardy situation). If yes, t ake t he complaint immediately 
and respond appropriately. 

• If the sitYati0n is n0t Yrgent, take the c0mplainant's name anel nYmber anel let them kn0w 't'9Y will give the 
informati0n t0 CIATT for a Triage lnspect0r t0 call the complainant, or 

• If the situation is not ur ent encourage that he/she call the Action Line directly, and provide the complainant with) 
he Action Line numbe . (N0te ~if the €9mplaint is n0t Yrgent, 0pti0n b. is best. Only if the €9mplainant is able anel 

'lJOYlel rather call the /\cti0n Line elirectly, w0Ylel the complainant be elirecteel t0 anel gi¥en the /\ction Line# t0 call 
him/herself.) 

Notes: 

• If a complaint and/or CIS is conducted concurrently with the RQI, the inspector may incorporate the inspection(s) 
within IQS to produce one inspection report, where appropriate (e.g. not contentious). 

• Reference to each complaint and/or CIS log number should be referenced in the Inspection 'Log Number' section of 
the inspection report. If there is insufficient space in this section for several log #s, the additional intake log #(s) may 
be included in the 'The Catch All Box' section of the Inspection Report. 

• If conducting a complaint and/or CIS related to a resident during the RQI, and if the same concern is triggered from 
Stage 1, the inspector may substitute the triggered resident with the complaint and/or CIS resident, as applicable. For 
example, If 3 residents are triggered for falls, and there are 2 separate complaints related to falls, two of the 
triggered residents with fall concerns may be substituted with the 2 residents with falls concerns identified in the 
complaints. 

• If a complaint inspection identifies NC the inspectors would not expand the sample size when conducted concurrently 
with the RQI. 

• Inspectors are encouraged to use the 'Stage 2 Completion Checklist' to organize their stage 2 assignments. 
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D 18. Using the Stage 2 by Resident report, further assign the Stage 2 sample residents with triggered care areas to 
the inspectors that completed the re.sidents' Stage 1 assessment, whenever possible. Further assign, if 
applicable, the 'unknown' resident(s) with MOS triggered care areas. 

• First priority in making the Stage 2 triggered assignments is to assign the resident-related care areas triggered for 
each resident to inspector(s) who conducted the Stage 1 assessments, including any MOS triggered care areas for 
those residents. 

• When balancing inspector workload consider adjusting the assignment based on the: 
• Number of residents assigned to each inspector 

• Number of care areas and associated QCLls triggered 

• Further consider inspector expertise amongst the team and I or assign one inspector to inspect triggered home
related care areas such as house-keeping; laundry; or expertise i.e. nutritional care etc. to avoid duplication of 
efforts. 

• Assign MOS triggered care areas for 'unknown' residents, if applicable. 

Note: 
• Skin & Wound triggered care area(s) may not be assigned to Dietary/Physiotherapists Inspectors' until training for 

wound assessment is provided. 

In summary, the balanced Stage 2 inspection assignment is inclusive of the following: 

• One resident receiving Dialysis Treatment in home with designated dialysis care unit, as applicable 
• Past Due Orders 
• Concurrent inspection(s) as determi.ned for assignment 

• Inspector initiated concerns raised during the course of the RQI by residents, staff, family, visitors and/or via 
observations made by the inspector that are not triggered from Stage 1 and selected for Stage 2 inspections. 

i-+ In a RF RQI, only Immediate Jeopard•/ or SigAificant Risk con~ector initiated 

• Stage 1 triggered assignment 

~ For RF RQI, only the following 9 triggered care areas are included: 
1. Accommodat ion Services: Housekeeping 
2. Continence Care and Bowel Management 
3. Dignity, Choice and Privacy 
4. Fall s Prevention 
5. M inimizing of Restraining 
6. Nutrit ion and Hydrat ion 
7. Pain 
8. Prevention of Abuse, Neglect and Retal iation 
9. Skin and Wound 

*All other triggered care areas are to be excluded, unless an immediate jeopardy or significant risk has been 
identified 

STAGE 2 IN-DEPTH INSPECTION 

D 19. Begin the in-depth inspection by reviewing the following sources to understand why the assigned residents 
were sampled: 
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• Review the Stage 2 by Resident to identify QCLI sources for flagged residents to focus the Stage 2 inspection. (until 
changes to the Stage 2 by Resident report received, inspectors should use the Residents by Care Area and/ or Care 
Area by Resident report(s) to identify the QCL/s I descriptions for triggered care areas) 

• Review any notes written during Stage 1 for assigned resident(s) using the QCLI Notes by Resident-Stage 2 report. 

• In IQS, when creating the Resident Inventory List, inspectors select and assign a number from 1 to 99 for each 
resident. Additionally, for each staff member, family member, SOM, vo lunteer etc. interviewed during the inspection, 
inspectors select and enter a number from 100 and up on the Resident Inventory List. 

• Document the QCLI triggered I care area information and associated 'notes' from Stage 1 onto the applicable care 
area IP information gathering note box section I.e. observation, interview, or record review. 

• Use the applicable care area IPs to gather, organize, and analyze information to make compliance decisions. 
Information is gathered, from the following three sources where applicable: interviews, observations, record reviews. 

Note: 

• To facilitate a focused Stage 2 triggered assignment, inspectors should reference the Inspectors' Mapping Kev ~Stage 
1 to Stage 2 to confirm the QCLI triggers, definition /description and associated legislative references on the IP. 

• When non-compliance is found (IP questions are marked "No"), the notes documented by the inspector should be 
adequate and specific enough to support the non-compliance decision including reference to any information gathered 
in the home (e.g. records). 

STAGE 2 DAILY TEAM MEETING 

O 120.The team will meet daily, to assess, discuss and take notes, on items outlined below: 

• Progress towards completing Stage 2 assignments 

• Progress and concerns I results of the mandatory and triggered home tasks . 

• Identified concerns that might indicate a trend, (including a_ny trends discussed from previous end of day team 
meetings) 

• Information to be shared with the home administrator I designate to allow staff an opportunity to provide 
additional information before the team makes compliance decisions. 

• Expected completion of workload . 

• Any workload adjustments as necessary 

Document Stage 2 Daily Meeting Notes relevant to discussions on items listed above. Record date of meeting and 
meetings notes on note boxes provided below. The meeting notes will be saved and included as part of the RQI 
package post inspection for filing purposes in respective SAO 
raote: TL copy/paste bullets above onto the pink note box below to facilitate daily team meetinq discussions and notei 
aking_J 

STAGE 2-DAY 4: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 
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STAGE 2-DAY 5: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

STAGE 2-DAY 6: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

STAGE 2-DAY 7: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

STAGE 2-DAYS: CLICK HERE TO ENTER DATE 

I Notes ~ Click here to enter text. 

STAGE 2-DAY9: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

STAGE 2-DAY 10: CLICK HERE TO ENTER DATE 

I Notes 
• Click here to enter text. 

Notes: 

£;;>Ontario Ministry of Health and Long-Term Care 
Resident Quality Inspection (RQI) Checklist 

• When more than one inspector is completing the same IP type, and non-compliance in Part A is determined by one 
or more inspectors, the team may delegate completion of Part B (or other additional parts as applicable) to one 
inspector for better time management and workload balance. Team members must share the details of identified 
non-compliance that contributed to the need to complete Part B (or other parts) with the delegated inspector. 

• Refrain from sharing information with the licensee if information gathering needs to occur over time to determine a 
trend, however, the team should consider the seriousness of the information gathered. In situations that are likely to 
cause, or have caused, serious and significant injury, harm, impairment, or death to a resident, immediately notify 
the admi_nistrator to ensure the situation is addressed. Refer to Immediate Jeopardy policy. 

SUMMARIZE STAGE 2 FINDINGS/ANALYSIS & DECISION MAKING 

O 21. Team Lead facilitates the in-home team discussions as members review and summarizes the Stage 2 findings I 
upon completion of the Stage 2 inspection. 
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• Team members must be present in the home and actively engaged to discuss and summarize the Stage 2 findings. 
• Each inspector reviews their information gathered upon completion of Stage 2 to ensure that if any non-compliance is 

identified, there is sufficient supporting evidence. 
• That non-compliance is documented in a manner consistent with LQ.IP documentation QrinciQles. 

D 22. All secondary inspectors transfer the IQS information via their encrypted USB to the primary inspector's tablet. 

D 23. The team reviews the Staging Form and accompanying documentation resulting from the collective 
inspections and prepares a high-level summarized paper of care area concerns identified with NC in 

preparation for the Exit debriefing meeting with the home. 
Note: 

• Team Lead I members must conduct the analysis and decision making of the RQI findings in the most efficient 
way possible, e.g. on-site at the LTCH or off-site (e.g. at SAO, in person, by teleconference etc.) 

EXIT DEBRIEFING 

D 24. Conduct the exit debriefing with licensee/home personnel. The inspection team may provide a separate exit 
debriefing for Residents' Council /Family Council, if requested. 

Points of di scussion as fo llows: 

• Extend thanks to the LTCH residents and staff (for assistance & participation) 

• ldeAtif't' if an~· orders are anticipated and negotiate timelines if necessar.,.. 

• Identify, at high level only, concerns related to specifi c care areas E.g. "There a be NC in the following care areas 
as follows skin and wound program, restraints, etc." 

• Advise that the written inspection report will provide specific details of any findings, and will be forthcoming. 

Advise that a teleconference appointment a be booked with the licensee and TL and other team members a 
pp/icable) to provide clarification 

• If tRe licensee Ras concerns regarding an't' order tRe dvise the licensee about their right to re uest a review b th 
irector, the issuance of an order s where a licabl in accordance with section 163 of the Long-Term Care Homes 

Act. 

Notes: 

pecific legislative reference(s) , .e. compliance decisions and actions wlll not be discussed or /dentl led with th 
icensee at this olnt. exce tton immediate orders 

• If no NC with the legislation is found, the a~signed inspector/ team lead may deliver the inspection report at the time 
of the exit debriefing. 

D 25. Indicate when the licensee, the Residents' Council and where applicable the Family Council should expect to 
receive the written licensee and written public reports. 

D 26. Gather all home keys and access cards and return them to the home personnel. 

D 27. The inspection team exits the home together, unless exceptional circumstances exist and prior approval is 
granted by the SAO manager. 

POST INSPECTION 

D 28. Complete the post inspection activities as per the 'Post Inspection Activities~ Process Guidelines' 
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j (Feb 2015) as found in the LQIP Operations Manual. 

• Team Lead I members must conduct the analysis and decision making of the RQI findings in the most efficient way 
possible, e.g. on-site at the LTCH or off-site (e.g. at SAO, in person, by teleconference etc.) 

• Complete inspection reports (Licensee and Public) and Orders, as applicable. 

• Complete any intakes as applicable, e.g. an intake for a follow-up to an Order (FUI) and/or an intake for deferred low 
risk items ('Other' inspection type) as documented on the Notes box of Step# 16 of the RQI Checklist. 

Notes: 

• The RQI team must make every effort to organize a maximum of one day together, e.g. in the SAO, or by 
teleconference, etc. immediately following the RQI for further analysis and decisions making of information for 
compliance decisions, and complete the inspection reports. 

• When following through on an 'Other' intake for deferred low risk items, the 'Other' inspection may be conducted on 
its own, or with a complaint or CIS inspection. 

• Meeting notes documented on the RQI Checklist; MF, and on other RQI forms are saved I printed and included as 
part of the RQI post inspection package for filing purposes in respective SAO. 
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t?ontario 

Section: 

Polic and Procedure: 

Section 1 
Ins ection Processes 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program · 

RESIDENT QUALITY INSPECTION 

Policy 

PURF?OSE · 

The purpose of the Resident Quality Inspection (RQI) policy is to provide inspectors in the Long-Term 
Care Homes Quality Inspection Program (LQIP) of the, Long-Term Care Inspections Branch, (LTCIB) 
Ministry of Health .and Long-Term Care (MOHLTC), with the following: 

• a standardized, consistent, evidence-based methodology to conduct a Resident Quality 
Inspection (RQI) in the province's licensed and regulated Long Term Care Home's (LTCHs) 

• procedures and relevant resources from the RQI educational materials; 

• the definition of a RQI and additional relevant definitions from the LQIP Glossary of Terms, 
and 

• applicable legislative references which provide the authority, mandate and requirements 
relative to carrying out inspections in L TCHs. 

DEFINITrlONS . . - - . . " . . . ~ . , . . .. - . - .. - -

Resident Quality Inspection (RQI): is a standardized, computer-assisted, systematic two-stage 
inspection process of a L TCH, using random samples of residents, to compare the Quality of Care 
and Quality of Life Indicator (QCLI) results to a set of established thresholds for these 
QCLls. Inspectors conduct the RQI with a team approach· using care area inspection protocols (IPs) . 
There are two approaches to conducting an RQI and their main differences are as follows: 

Intensive Risk Focused RQI (IRF RQI) Risk Focused RQI (RF RQI) 
40 random samples 20 random samples 
QCLI Thresholds Small Homes QCLI Thresholds 
5 Mandatory lps 4 Mandatory IPs 
21 Triggered Care Areas 9 Triggered Care Areas 
Mandated for a L TCH with a LRPA risk level of 2, Option for a L TCH with a LRPA risk level of 1 
3; or 4, if a RF ROI has not already been 
conducted. 
Mandated - at least 1 in every 3 years Maximum of 2 in 3 calendar years 

• Stage 1 is the component of the RQI process in which census sample residents are randomly 
selected. Subsequently, the inspection team conducts resident, family, and staff interviews, 
observations and review records using the Stage 1 assessment worksheets in abaqisRQI 
and/or abaqisMAX Mobile Application Extension offline assessment tool. Stage 1 findings are 
the basis of QCLI calculations, which focus the Stage 2 in-depth inspection of a wide range of 
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care areas covered by the Long-Term Care Homes Act, 2007 and Ontario Regulation 79110 
that exceeded QCLI thresholds. 

• Stage 2 is the component of the I RF-RQI process in which an in-depth focused inspection is 
conducted of residents within care areas that exceeded thresholds during the Stage 1 
process. Mandatory home-related IPs, triggered IPs from Stage 1, inspector initiated care 
areas (for IRF ROI only), and any existing past due orders are completed during Stage 
2. Stage 2 is conducted within the IQS application with the use of Inspection Protocols (IPs) 
that guide the inspection and support determination of compliance. 

• Upon completion of the inspection, inspectors' review all non-compliance for analysis and 
decision-making. All actions I orders made are reflected in the inspection report. 

_. NOTE: During a Risk Focused RQI, only t he 9 recommended care areas are included for 
inspection if they triggered through. All other t riggered care areas are to be excluded, unless 
an immediate jeopardy or significant harm/risk has been identified, in wh ich inspectors would 
initiate and document the rationale for determining the immediate jeopardy or significant 
harm/risk and for initiating the inspector initiated inspection within t he appropriate IP (or ad 
hoc notes only if the legislative reference is not found w ithin t he IP). 

Immediate Jeopardy: Immediate Jeopardy is defined as a crisis situation in which the health and 
safety of an individual resident or group of residents in a LTCH, or the operation of the physical plant 
of the LTCH, are at actual or potential immediate risk. Additionally situations which have caused or 
are likely to cause serious and significant harm, injury, impairment or death where there was a fai lure 
by the licensee to intervene or prevent the situation from unfolding, include: 

• Abuse, primarily physical or sexual 

• Neglect of a resident by a Licensee or staff member 

• Some cases of alleged retaliation, particularly involving residents; or 

• Improper or incompetent care where there has been a failure of a care provider to intervene 
immediately, resulting in actual or potential significant harm, injury, impairment or death - for 
example, situations related to the use of restraints, improper positioning, improper feeding 
techniques, lack of response to changes in health condition (such as dehydration, delirium, head 
injuries, fractures); 

Significant failure of some aspect of the operations of the L TCH physical plant where the licensee 
took ineffective or no action to ensure the immediate safety needs of residents , e.g. broken equipment 
such as a walker or lift not removed from use; or a gas leak. 

Note: Most Immediate Jeopardy situations fall within Categories 1, 2, 3 or 4 as per the 
requirement under LTCHA s. 25(1). Nothing in this definition should preclude an immediate 
inspection visit to a L TCH as identified under L TCHA s. 25(2). 
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For more details, refer to Immediate Jeopardv P&P. 

Significant Actual Harm I Risk: A situation that results in an outcome that has negatively affected 
one or more resident's 'health, and/or safety that contributes to an increased risk of significant actual 
harm/risk or has the ability to become serious. 

Examples: 

• Residenfs money being stolen but no CIS has been reported, even though the L TCH was 
notified by the complainant but nothing was done. 

• Multiple residents are noticed to be "un-groomed and unkempt" on day 1 of RQI and continues 
in same state over multiple days. Attention has been brought to the L TCH staff on day 1 of 
inspection but no action has been taken by the L TCH to correct this . 

L TCHA: The L TCHA refers to a requirement as set out in the Long-Term Care Homes Act, 2007, 
including 0 . Reg. 79110, agreements and orders made under the L TCHA, the L-SAA and includes 
conditions on the license. 

More comprehensive definitions relevant to RQI can be found in the LQIP Glossary of Terms Section 
II. Definitions of RQI Terminologv 

LEGISLATIVE REFERENCES 

L TCHA Section 28 Obstruction - information to inspectors, Director 

L TCHA PART IX COMPLIANCE AND ENFORCEMENT 

LTCHA s. 142 Purpose of inspection 

LTCHA s. 144 Inspections unannounced 

LTCHA s. 147 Powers on inspection 

LTCHA s. 153 Compliance orders 

LTCHA s. 154 Work and activity orders 

LTCHA s. 155 Order that funding be returned or withheld (Director Order) 

LTCHA s. 156 Mandatory management orders (Director Order) 

L TCHA SS. 157 (2) Revocation (Director Order) 

L TCHA ss. 157 ( 4-6) Revocation with interim management (Director Order) 
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Factors to be taken into account (Compliance History) 

Within the LQIP, there is a standardized, consistent approach, which all inspectors must follow, to 
conducting a RQI for the purpose of ensuring compliance with the requirements under the L TCHA. 
The inspection methodology includes the following elements: 

1. A prescribed approach for conducting the comprehensive, unannounced, two-staged RQI process, 
including descriptions of the steps to be taken by the team of inspectors. 

2. Identifying when a randomized RQI is to be conducted, allowing for an adjustment based on the 
risk to residents or the seriousness of the situation. · 

3. All outstanding non-compliance is included in the RQI process. 

4. Taking action on any non-compliance identified during a RQI. 

5. Taking action on any past-due orders. 

6. Completion of the inspection report(s) for distribution. 

7. Records management. 

OUTCOM S 

The following outcomes are expected to be achieved with the application of the RQI methodology as 
described in this policy and procedure: 

1. A RQI is conducted with a focus on the Quality of Care and Quality of Life for residents. 

2. Using the prescribed inspection methodology, the licensee's compliance with the L TCHA is 
determined. 

3. A consistent approach is taken by inspectors in the conduct of a RQI, in keeping with the LQIP 
standardized inspection methodology. 

4. Completion of all mandatory home tasks during the identified RQI approach. 

5. The identification of any non-compliance is brought to the attention of: (1) the licensee for relevant 
action; and (2) the public in keeping with the government's commitments to accountability and 
transparency in the province's L TCH inspection program. 

6. Enhanced documentation through the use of on-site electronic data input. 

7. Inspection resources are focused on LTCH's with greater potential risk and compliance concerns. 
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RESIDENT QUALITY INSPECTION 

Procedure 

HOW TO USE THIS DOCUMENT 

The procedure describing the ROI includes the following elements: 

• detailed direction for the inspector on how to conduct a ROI; 

• description of the role and responsibility of the team lead; and 

• guidance on the use of tools, forms and checklists. 

See following page for the Process Flow. 

Stage 1 
10-12 Hours 
Shorter for Risk Focused RQI 
(Dependent on the 
# of inspectors) 

Stage 2 
#of days determined 
by outcome or Stage 1 

Mandatory Home IP Tasks 
(Done at Anytime) 
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Section: Section 1 

Polic and Procedure: 

IN PECTION PROCESS 

Introduction 

Ins ection ROI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

This policy begins when the inspector(s) receives notice from the SAO Manager/delegate of a 
Resident Quality Inspection (RQI) assignment, including the RQI inspection approach (i.e. an IRF or 
RF RQI) . 

Activities to be completed by the Service Area Office prior to initiating a RQI are outlined and 
described in the LQIP Operations Manual including: 

• planning the RQI inspection schedule 

• assigning inspectors to the RQI team 

• notifying administrative assistance (AA) of assigned RQI and its approach 

• collecting information for preparation plan 

• submitting a request for MOS data; 

• setting up inspection on abaqisRQI and Master Mapping File (MMF) 

• ensuring RQI supply case fully stocked 

Team Lead Roles and Responsibilities 

The team lead (TL) fulfills a critical role in the progress of the RQI, with overall accountability for 
coordinating off-site and on-site activities of the RQI inspection team including serving as the liaison 
with the L TCH administrator I designate during the inspection process, and calling emergency 
meetings as required. Refer to Appendix A: Team Lead Roles and Responsibilities 

Interim RQI Team Lead Roles and Responsibilities 
The interim RQI team lead is assigned to assist and assume the team lead role I responsibilities 
where determined the TL is temporarily unavailable to be present at the L TCH during an RQI. Refer to 
Appendix A: Team Lead Roles and Responsibilities 

Inspection Notes 

• If at any time throughout the inspection the inspector identifies an Immediate Jeopardy 
situation, the inspector I team lead would follow the Immediate Jeopardy policy, including 
notifying the licensee and the SAO manager. 

• Inspectors begin the day by going online to sign into abaqisRQI and then launch abaqisMAX 
to conduct Stage 1 assessments regardless of Internet connectivity. The inspector may 
acquire an internet connection to sync abaqisMAX with the server at any opportunity 
thereafter. 
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Long-Term Care Homes Quality Inspection Program 

Polic and Procedure: ROI 

• Inspectors must sync their data from abaqisMAX to abaqisRQI upon entrance, during break 
times and end of each day. 

• Do not document the RQI approach in the catch-all box. The Inspection Report should 
only indicate that a RQI has been done. lnspector(s) may document the RQI approach 
(i.e. IRF or RF RQI) in the ad hoc notes, which will not appear in the Inspection Report. 

• Always open and document within an applicable Inspection Protocol (IP) ; if the IP does 
not contain the legislative reference(s) that the inspector requires, the inspector can 
access the specific legislative reference(s) through the ad hoc notes. 

Inspection· Process Chart 

The chart below, outlines the procedural steps for conducting a RQI, based upon the RQI Checklist, 
the responsible person(s) and details relating to inspection steps and supporting documents. 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Off-site Preparation Activities 

1. Complete the Off-site PreQaration for RQI Administrative RQI Checklist (Step #1) 
Plan & Intake Summary Form. Assistant I Team 

Lead Off-site Preparation for RQI 
• Develop the RQI Plan Plan & Intake Summary Form 

• Makes Initial Team Assignments Preparation for Inspection !On-
• Establish meeting place and time for full site Inquiry Policy 

team entrance, or determine whether Off-site Preparation for On-site 
fewer team members will enter the L TCH 

Inquiry I Inspection Plan 
with an interim RQI team lead. 

Notes: Appendix A: Team Lead Roles 

Administrative Assistant (AA) Role 
and Responsibilities 

• Administrative Assistant (AA) initiates 
and completes the L TCH information on 
the Off-Site PreQaration for RQI Plan & 
Intake Summary Form 

• AA Informs Admin Coordinator (AC) of 
the RQI approach and requests the 
Master Mapping File (MMF) 

• AC completes· copy/paste exercise of 
census sample from abaqisRQI onto 
Master Mapping File (MMF) 
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Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

~ For RF RQI, the AC will select the 
"small homes threshold" in abaqisRQI 

• AA/Inspector prepares Compliance 
History for RQI Team (36 months) 

• AA/Inspector (dependent on work 
location) ensures RQI supply case 
stocked. 

• MOS data extraction should occur as 
close to the start date of the inspection as 
possible. Old data may make it likely that: 

• many residents do not have 
MOS assessments within the 
required timeframe; and 

• several residents selected for 
the Census Sample may no 
longer be in the home. 

2. Print documents: Team Lead RQI Checklist (Step #2) 

• Entrance Conference Worksheets (home Off-site Preparation for RQI 
and team versions), specific to the RQI Plan & Intake Summary Form 
approach, and 

Entrance Conference 
• L TCH Licensee Confirmation Checklists Worksheets: Home /Team Copy 

for the Admission Process, QI & Required L TCH License Confirmation 
Programs and IPAC. Checklists i.e. Admission 

• Announcement Signage (English and Process, QI & Required 
French versions) Program and /PAC 

Announcement Signage 

3. The TL confirms the Master Mapping File Administrative RQI Checklist (Step #3) 
(MMF) is received and inspection set up Assistant I Team 

in abaqisRQI including the inspectors' Lead Off-Site Preparation for RQI 

assignment. 
Plan & Intake Summary Form 

• Further checks are made in abaqisRQI 
Encrypted MMF and password 

via the MOS data tab to confirm: abaqisRQI: SAO Manager & 

MOS data extraction is uploaded . 
Admin User Guide • 

• Sample size availability for census Tip Sheet: How to use the 

sample (specific to inspection Master Mapping Files (MMF) to 
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Polic and Procedure: Resident Quali Ins ection RQI 

Steps I Description 

approach). 

• Confirms copy I paste exercise of the 
randomized census sample from 
abaqisRQI onto MMF is completed. 
(This task is completed by the AC) 

~ Confirms that the "small homes 
threshold" is selected for RF RQls 

Notes: 

• TL may arrange an off-site preparation 
meeting with the RQI team, as necessary 

• n reviews the Compliance History 
(prepared by AA) 

• TL makes the initial assignments on the 
Off-site Preparation for RQI Plan 

• TL determines the Entrance Plan to the 
L TCH Dav 1 of RQI i.e. when, where to 
meet at the home 

• TL sends electronic copy of the 
completed Off-Site Preearation for RQI 
Plan & Intake Summary Form to each 
RQI team member. 

• Where determined that the Team Lead 
(TL) is unable to be present to enter the 
L TCH together with team members Day 
1 of the RQI, an Interim RQI Team Lead 
(TL) will assume the TL role and will 
enter the L TCH unannounced with or 
without other team members. 

Interim RQI TL role determination: 

• The team member assuming the role 
mav be pre-determined during off-site 
preparation example: discussions 
regarding inspectors arrival times to the 
LTCH Day 1 

• If not pre-determined, the first inspector 
arriving to the L TCH Day 1 will assume 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Reconcile/Data Triangulate 

Master Mapping File (MMF) 
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Steps I Description 

the Interim RQI TL role 

• If not pre-determined and more than 1 
inspector arrives to the L TCH at the 
same time, the members will determine 
amongst themselves the Interim RQI TL 

• Interim RQI TL responsibility on Dav 1 
includes being prepared with applicable 
forms and initiate the immediate on-site 
activities, i.e. follows steps 1-5 outlined 
on the Entrance Conference Worksheet 
(Team Copy) L TCH 'Information to 
Provide/Request U12_on Entrance'. 

• Interim RQI TL would further conduct 
the Entrance Conference with 
Administrator/designate, assist with the 
reconciliation exercise, and etc. until 
such time the TL arrives to the L TCH.. 

• All RQI team members must understand 
the Team Lead I Interim RQI Team 
Lead role /responsibility as outlined on 
RQI P&P A12_12_endix A: 'Team Lead I 
Interim RQI Team Lead Role and 
Res12_onsibilities' 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key · 
Responslblllty Elements 

On-site Activities 

4. Upon entrance to the L TCH the team lead Team Lead I RQI Checklist (Step #4) 
/interim team lead will follow the Interim RQI Team 

instructions on the Entrance Conference Lead Entrance Conference 

Worksheet (Team Copy) section: 
Worksheets: Home/Team Copy 

Information to Provide/Request U12_on Announcement Signage 
Entrance (French/English) 

• Have administrator/charge person notified L TCHs floor plans 
of inspection team entry/purpose of visit, L TCHs current resident census 
make introductions 

• Provide Entrance Conference Worksheet L TCHs registered staffing 

(Home Copy) to administrator/charge schedule 

person L TCH Licensee Confirmation 
• Provide copy of Announcement Signage Checklists for L TCHs 

10 
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Steps I Description 

to be copied and posted throughout the 
home visible to residents/family/visitors. 

• Provide copy of the L TCH Licensee 
Confirmation Checklists for the Admission 
Process and QI & Required Program, and 
IPAC. 

Follow Steps 1 to 5 of worksheet- for 
requested information including: 

• Ask for a resident census list including the 
residents' URI (Unique Resident 
Identifier), home area and room number, 
sorted numerically by URI number. 
Ask ttiat the staff providing this 
information to indicate; residents on the 
list who are unavailable (e.g. LOA, 
dialysis appointments, in isolation, etc.) 
for interview and observation during the 
Stage 1 inspection period. 

• Ask for a copy of the home floor plan 

• Ask for a copy of the staffing schedules 
for registered staff for the inspection time 
period. 

• Request a workspace that provides 
privacy, and as applicable: 

• access to residents' records for MOS 
coding of J5c, end-stage disease, 
(Note- this is only needed to 'create 
new residents' to census sample in 
abaqisRQI). 

Notes: 

• Inspectors will reference the homes 
registered staff schedule as necessary 
where staffing concerns identified during 
the course of the insp-ection period. 

• Inspectors must document a note in IQS 
for each day of the RQI in the L TCH 
noting date and time of arrival and 
departure. 

ROI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Admission Process & QI & 
Required Programs and /PAC 

IQS 
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Polic and Procedure: Ins ection ROI 

Steps I Description 

• Inspector must back up data on USB 
twice daily at a minimum. 

Co-ordination I 
Responsibility 

Entrance Conference 

5. Review the Entrance Conference 
Worksheet (Team I Home Copy} with the 
administrator or designate for completion 
as per the allocated timeframes.: 

• Inquire if the LTCH has a Family Council: 

• If yes, obtain contact name, email and 
phone; 

• If no, answer the applicable "Family 
Council Interview IP" questions. 

• Review list of information required from 
home within one hour and four hours 

• Inspectors document notes from the 
entrance conference as applicable, on the 
note boxes provided on the Entrance 
Conference Worksheet (T earn Copy) 
electronic form. 

• Review the L TCH Ucensee Confirmation 
Checklists for Admission Process, QI & 
Required Programs and IPAC. 

• Forward completed IPAC checklist to the 
inspector assigned (lead) for IPAC 
review. 

• Assigned inspector(s) to follow through on 
any concerns raised on L TCH 
Confirmation Checklists as outlined in the 
RQI checklist. 

Notes: 

Team Lead I 
Interim RQI Team 
Lead 

Supportive Documents I Key 
Elements 

RQI Checklist (Step #5) 

Entrance Conference 
Worksheets: Home and Team 
Copies 

/QS 

L TCH Ucensee Confirmation 
Checklists for L TCHs 
Admission Process & QI & 
Required Programs and !PAC 
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Polic and Procedure: Resident Qualit Ins ection RQI 

Steps I Description 

6. Conduct a brief tour as soon as possible 
after entry including all resident home 
areas. Note and document on 

• Characteristic about the population 

• Activities residents are engagement in 

• Posting of ministry ACTION Line & 
Inspection reports for 2 yrs. 

• Concerns about the general environment, 
including checking of locked doors, and 
common use areas 
~ In RF RQI, check only internal 
locked doors in Resident Home Areas 
(RHA) and any common use areas 

• Concerns about I PAC practices 

• Concerns about staff interactions with 
residents. 

• Concerns related to immediate risk to 
residents. 

Notes: 

• Inspectors should introduce themselves 
to residents, staff, family where 
opportunity presents during the tour 

• Document initial tour notes on ad hoc 

Co-ordination I 
Responsibility 

Tour 

Assigned 

lnspector(s) 

Supportive Documents / Key 
Elements 

RQI Checklist (Step #6) 

/QS -Ad Hoc Notes 

/PAC IP 

L TCH's floor plan 

L TCH posted information re: 
ministry ACTION Line, 
Inspection Reports (2 yrs.) 

Immediate Jeopardy Policy 
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Polle and Procedure: 

Steps I Description 

notes drop down selection in IQS. 

• Document concerns about /PAC in the 
/PAC IP 

• All common-use areas located on RHAs 
including spa/bathing rooms, dining 
areas, lounges, activity rooms, hair 
salons, etc., as applicable 

• During the initial tour of the RQI and 
periodically throughout the inspection, 
inspectors should check to ensure 
compliance with doors, specific to the 
inspection approach, required to be 
closed and locked to avoid potential 
safety risks to residents. Doors required 
to be closed and locked are: 

• All doors leading to stairwells and the 
outside of the LTCH (other than doors 
leading to secure outside areas that 
preclude exit by a resident, including 
balconies and terraces, or doors that 
residents do not have access) 

• All doors leading to non-residential 
areas, when doors are not being 
supervised by staff 

*For additional information related to doors 
and exemptions refer to 0. Reg. 79110 s.9; 
s.317 (3) (4); s.318 (1), or as outlined in 
Appendix B of this document. 

• If at any time throughout the inspection 
the inspector identified an Immediate 
Jeopardy situation, the inspector I team 
lead would follow the Immediate Jeopardy 
policy, including notifying the licensee and 
the SAO Manager. 

RQI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responslblllty Elements 

Appendix B: 

Doors - 0 . Reg. 79110 s.9(1) 

Doors - 0 . Reg. 79110 s.9(2) 

Legend - Exemptions 

Reconciliation 

7. Upon receipt of the L TCH's resident Assigned RQI Checklist (Step #7) 
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Steps I Description 

census list, reconcile that the residents 
selected to the abaqisRQI census sample 
for assignment are current residents of 
the LTCH. Replace any discharged 
residents or residents who will be out of 
the L TCH during the Stage 1 RQI 
inspection period. 

• 'Create New Residents' to the census 
sample as necessary, by following steps 
on the Create New Residents & 
abaqisMAX: 

• The inspector will create new residents' to 
the census sample up to a maximum of: 

• 40 residents, for Intensive Risk 
Focused RQI, for assignment in 
abaqisRQI when the sample 
availability is less than 40 

~ 20 residents, for Risk Focused 
RQI, for assignment in abaqisRQI 
when the sample availability is less 
than 20 

• The inspector answers 'Yes' or 'No' to the 
question prompted by abaqisRQI to 
determine end-stage disease (JSc) status 
of resident added to census sample. 
(Access the resident's records to 
determine MOS coding of JSc for end-
stage disease) 

• Inspector selects the added resident from 
the home's resident census list, selecting 
a resident identified with the most recent 
admission date - within 14 days prior to 
current date. 

Note: 

• During an outbreak situation, in the event 
any residents from the census pool are in 
isolation, remove and substitute that 

RQI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Inspector 
abaqisRQI 

L TCH Current Resident Census 

Tip Sheet: How to use the 
Master Mapping Files (MMF) to 
Reconcile/Data Triangulate, 

Create New Residents & 
abaqixMAX 
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Section: 

Polic and Procedure: 

Steps I Description 

resident with another resident from the 
census pool. 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Create Stage 1 Assignments 

8. Create Stage 1 assignments for census Team Lead I RQI Checklist (Step #8) 
sample. Assigned 

Master Mapping File (MMF) Inspector 
Notes: abaqisRQI- make assignments 
• Inspectors must be on-line in abaqisRQI 

to make the Stage 1 Assignments 

• The team lead & (lead) for reconciliation 
task may create Stage 1 assignments 
together. 

• Assign residents equally among the 
inspection team; consider resident 
location where possible. 

• Where additional inspector(s) are 
assigned to support only Stage 1, the 
inspector(s) must complete his/her Stage 
1 assignment, and remain for the full 
transition exercise from Stage 1 to Stage 
2 ensure error corrections are made as 
applicable, and notes are documented 
and communicate to the team for Stage 2 
assignment. 

Initial Team Meeting 

9. Team lead facilitates the team meeting Team Lead I RQI Checklist (Step #9) 
discussions. The team lead/delegate Assigned 

Entrance Conference 
documents notes on the RQI Checklist Inspector 

worksheet 
about 'insights' from the initial tour and 
entrance conference; and provides the IQS Ad Hoc Notes - Initial Tour 
Stage 1 assignment as outlined: Resident census list 

abaqisRQI 
Initial Tour: 

• characteristics of the population; 

• activities in which residents engaged; 
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X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Section: Section 1 
Ins ection Processes 

Polic and Procedure: Resident Quali Ins ection RQI Pa e: 17 of51 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

• concerns about general environment 
including common-use areas of each 
RHA and checking of locked doors 
(specific to the inspection approach); 

~ In RF RQI, check only internal locked 
doors in Resident Home Areas (RHA) 
and any common use areas 

• concerns about IPAC practices; 

• concerns about staff-resident 
interactions; 

• concerns related to immediate resident 
risk situations; 

• posting of ministry ACTION Line; and 
inspection reports for 2 years, 

Entrance Conference 

• meal times, snack times, and location of 
dining area(s); 

~ this is not required in RF RQI 

• medication administration times, location 
of drug storage areas for narcotic and 
controlled substances. 

• key personnel and office location; access 
codes; Residents/Family Councils 
representatives contact information; 

• residents' medical records i.e. weights, 
hospitalization, plan of care, etc. 

• relevant information to be communicated 
to the assigned inspector(s) for the 
mandatory home tasks, e.g. /PAC IP, 
Family Council activities specific to the 
RQI approach, etc. 

• copy of registered staffing schedule 
(reference if staffing issues identified) 

• any relevant discussions with 
Administrator i.e. Licensee Confirmation 
Checklists for the Admission Process, QI 
& Required Programs and 
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Section: Section 1 
Ins ection Processes 

Polic and Procedure: Resident Quali Ins ection ROI 

Steps I Description 

I PAC.Handling_ of LTCH Licensee 
Confirmation Checklists 

• Team Lead provides copy of the L TCH 
Licensee Confirmation Checklists i.e. 
'Admission Process', 'QI & Required 
Programs', and '/PAC' to the 
administrator I representative upon entry 
to home, and further reviews the 
checklists I expectations with 
administrator I representative during 
entrance conference meeting. 

• LTCH returns the completed 'checklists' 
within 4 hours following the entrance 
conference (TL may allow additional time 
to the L TCH to complete as needed) 

• TL forwards the completed L TCH 
Licensee Confirmation Checklists for 
Admission Process, QI & Required 
Programs and /PAC checklists to 
assigned inspectors determined during 
the off-site preparation. 

• Assigned inspector(s) review, and would 
further 'inspector initiate' inspection on 
the applicable /Ps (i.e. Admission and 
Discharge IP, QI & Required Programs 
IP, and/or /PAC IP, any concerns 
identified on the checklists i.e. or any 
related concerns raised during the course 
of the RQI 
~ Jna R~RQt on!}'-immediate 
je9par-dy-GF-Sig ni-fi.Gant-r-isk-siwatioo 
would be further inspector initiateq 

• Post RQI, all completed and signed 
checklists will be filed in the applicable 
SAO on the L TCH's files. 

Provide Stage 1 Assignments 

• All inspectors must be on-line in 
abaqisRQI to receive their Stage 1 
assignments and/or to make or receive a 
re-assignment made in Stage 1. 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 
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Inspection Processes 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: Uulv, 20171 

Policy and Procedure: Resident Quality Inspection (ROil Page: 19 of 51 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Note: 

• Team Lead I delegate documents all 
meeting notes on the applicable note 
boxes provided on the RQI Checklist 

10. Assign the dining location for the 'Dining Team Lead I RQI Checklist (Step #10) 
Observation' task based on the home's Inspectors 

Dining Observation IP - IQS 
dining areas, dining times. Additionally, 
the assigned inspector observes 
residents receiving meal service in their 
rooms on the assigned dining area, and 
using the Dining Observation Mandatory 
IP in IQS. 

~ In RF RQI, Dining Observation task, is 
not required. 

Notes (applicable for /RF RQI): 

• The dining observation task must be 
conducted on a full meal service Day 1 of 
the RQI. 

• Should the home have a secured area(s), 
a dining observation, may be completed 
in at least one of these dining areas. 

11. Target a date and time for completion of Team Lead I RQI Checklist (Step #11) 

Stage 1 assignments lnspector(s) 

Notes: 

• Inspectors must identify the residents 
presence in the home as soon as 
possible upon receipt of their Stage 1 
assignments 

• Timely completion of Stage 1 is 
dependant on frequent observations and 
communication, i.e. availability for 
residents interviews I 3 family interviews 
.etc. 
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Steps I Description 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Stage 1 Screening 

12. Complete the Stage 1 assignments on Team Lead I RQJ Checklist (Step #12) 
Census Sample assessments of lnspector(s) 

abaqisRQJ I abaqisMAX 
observations, interviews, and record 
reviews for: abaqisMAX Best Practices 

Census sample: 
(windows 7) 

40 residents for IRF RQI Stage 1 assessments 

-+ 20 residents for RF RQI 

• Resident Interview 

• Resident Observations 

• Family/SOM Interview (maximum of 3 
per inspection) 

• Staff Interview 

• Census Record Review 

• All inspectors must conduct their Stage 1 
assignments by launching abaqisMAX. 

• Each inspector conducts the Stage 1 
observations and interviews assessments 
for their (own) Stage 1 assignment. 
(Note: if assigned resident is unavailable/ 
refuses both the Resident Interview and 
Resident Observation, the inspector 
notifies the TL to replace the assigned 
resident.) 

• Two inspectors may pair up to conduct 
the 'census record review' for each of 
their respective resident assignments, as 
determined appropriate; e.g. one 
inspector may search data on records, 
while the other enters data in 
abaqisRQl/MAX. 

• Inspectors would communicate to the 
home about residents identified with 
communication barriers and request 
supports needed to assist in conducting 
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Inspection Processes 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Hornes Branch 
Long-Term Care Hornes Quality Inspection Program 

Effective Date: Seotemb'er 30, 2011 
Version date: Dulv, 2017l 

Policv and Procedure: Resident Qualitv lnsoection <ROI\ Paae: 21 of 51 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

the resident interview e.g. interpreters, 
accessibility tools, etc. Translation 
services may be arranged utilizing MCIS 
Language Services - contact at 416-467-
3097 or 888-990-9014 

• Screen residents to determine whether 
they are interviewable and if not, the 
potential for a family I SOM interview is 
populated in abaqisRQl/MAX. 

• While conducting interviews with French 
speaking residents, staff and 
family/designates, the French speaking 
inspector selects the 'French' version to 
verbally convey questions, probes or 
instructions. 

• The inspector documents all notes in 
English when conducting interviews in the 
French version. 

• All negative responses on. Stage 1 
assessment questions require a note 
relevant to the intent of the question. 

• Document staff first name only, 
designation and work location on the staff 
interview assessments. 

• All inspectors must exit abaqisMAX and 
'log' online to abaqisRQI prior to any 
assignment changes being made/ 
received. 

Notes: 

• Inspectors are encouraged to use the 
'Stag_e 1 Comg/etion Checklist' to 
organize their Stage 1 assignments. 

• If IT issues exist preventing the 
inspector(s) use of abaqisMAX i.e. 
syncing data, etc. inspector(s) would: 

i. proceed to complete the resident 
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Section: 

Polic and Procedure: 

Steps I Description 

assessments online in abaqisRQI, 

ii. follow steps outlined on 'abagisMAX 
Best Practices (windows n I reference 
guide, and 

iii. further send notice to IT support, as 
applicable 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 

Mandatory Home Tasks (throughout the Inspection) 

13. Complete the mandatory home tasks as Team Lead I RQI Checklist (Step #13) 
assigned, and at any time determined Assigned 

IQS- Mandatory IPs 
appropriate during the RQI process, lnspector(s) 

including: Inspection Protocol Policy 

• Dining Observations Resident Satisfaction survey 

~ In RF RQI, this is not required 
with self-addressed envelope 

• Family Council Interview 
Family Satisfaction survey with 
self-addressed envelope. 

~ In RF RQI, send electronic Family Familv Council Questionnaire, 
Council Questionnaire to FC rep. 
The FC rep can still request for the 
full in-person or phone interview if 
desired. 

• Infection Prevention and Control 

• Medications 

• Residents' Council Interview 

• Discuss and take notes related to the 
mandatory tasks during end of day 
team meetings regarding progress 
and trends, and identify the inspector 
assigned the task. 

Note: 
~Family Council Questionnaire (Risk 
Focused RQI}: 

• TL will contact the Family Council {FC} 
rep via phone as soon as possible 
during Stage 1 to explain the 
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Section: Section 1 
Ins ection Processes 

Polic and Procedure: 

Steps I Description 

inspection process and request the 
completion of the electronic FC 
Questionnaire within 48 hours 

• The TL will send the Questionnaire to 
the FC rep via the Tl's work ministry 
email. There are two formats of the 
Questionnaire (Word/PDF}. Please 
send both formats and allow the FC 
rep to select the best format to use. 

• If the FC rep prefers to conduct the FC 
Interview via phone or in-person, the 
TL will honour the request 

• If the TL has not received the finished 
Questionnaire within 48 hours, the TL 
will follow-up with the FC rep as 
appropriate 

• Once the Questionnaire has been 
returned from the FC rep, the TL will 
review all responses. If negative 
responses have been identified, the TL 
will open the Family Council IP for 
appropriate action. 

• If the Questionnaire is received after 
the RF RQI has concluded, the TL will 
review the responses to the 
Questionnaire and determine if 
significant concerns are identified. If 
significant concerns are identified, the 
TL should consult with the !TL/SAO 
manager to determine the 
appropriate action(s}, e.g. creating a 
Follow-Up Intake. 

• Following the Residents' Council & Family 
Council Interview with the chairs or 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co·ordinatlon I Supp(!rtive Documents I Key 
Responsibility Elements 
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Section: Section 1 
Inspection Processes 

Policv and Procedure: Resident Quality Inspection (RQI) 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 201 1 
Version date: IJUIY, 2017J 

Page: 24 of 51 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsiblllty Elements 

representatives, distribute the Residents' 

Council and Family Council Satisfaction 
Survey and self-addressed envelopes 

following the interview 

~ For RF RQI, if the electronic FC 
Questionnaire was used, the TL will invite the 
FC rep to complete the Family Council 
Satisfaction Survey. If the FC rep agrees to 
complete it, the TL will leave copies of the 
Family Council Satisfaction Survey & self-
addressed envelope with the Home. The TL 
can instruct the FC rep to pick up the Family 
Council Satisfaction Survey & self-addressed 
envelope the next time the FC rep is at the 
Home 

Stage 1 Daily Team Meeting 

14. TL facilitates the Stage 1 daily team Team Lead I RQI Checklist (Step #14) 
meeting discussions about the items Assigned 

abaqisRQf 
outlined below with all inspectors present lnspector(s) 

and engaged: IQS 

• Assess remaining work load Master Mapping File 

• Discuss progress, towards completion of 
Stage 1 assignment and mandatory 
tasks , including status of family I 
designate interviews 

• Make assignment adjustments as 
necessary to balance workload and 
replacement of any discharged I 
unavailable census sample residents 

• Discuss trends identified e.g . 
environmental concerns; IPAC practices; 
inappropriate staff-resident interactions; 
unsafe practices, etc. 

• Discuss findinqs related to Staoe 1 
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Polic and Procedure: 

Steps I Description 

assessments 

• Discuss findings related to mandatory 
home tasks 

Notes: 

• Document Stag_e 1 Dai/1£. Team Meeting_ 
Notes relevant to discussions on items 
listed above. Record date of meeting and 
meetings notes on the RQI Checklist note 
boxes provided, including inspector(s) ID 
for information he/she provides. 

• The completed RQI Checklist with 
meeting notes and completed Master 
Mapping File will be saved and included 
as part of the RQI package post 
inspection for filing purposes in respective 
SAO. 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Progra·m 

Co-ordination I Supportive Documents I Key 
Responslblllty Elements 

Stage 1 Analysis Team Meeting (Transition from Stage 1 to Stage 2) 

15. Stage 1 is conducted to identify the Team Lead I RQI Checklist (Step #15) 
QCLls that caused each care area to Assigned 

Printer 
trigger. The purpose of the transition lnspector(s) 

meeting is for inspectors to ensure that abaqisRQI- Reports 
the QCLls that caused a specific care Stage 1 Assessment Forms 
area to tri9ger are correct. 

QCLI Indicators Mapping • TL reviews Stage 1 workload to ensure 
that all work is completed and prints 

Document 

abaqisRQI reports as appropriate. 

• Prepares for Analysis I Transitfon meeting 
by generating two reports used during the 
transition meeting including: 

• Stage 2 by Resident 

• QCLI Notes by Residents - Stage 2 

• The QCLI Indicators Mapping Document 
should be referenced by inspectors for 
clarification of QCLI definitions and 
exclusions where necessary. 
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Ins ection Processes 

Polic and Procedure: Resident Quali Ins ection ROI 

Steps I Description 

• All inspectors must be online in 
abaqisRQI to generate transition reports. 

• All inspectors are encouraged to view 
and/or save the identified reports on their · 
desktops to follow along during the 
transition meeting discussions/clarify 
information. 

• The TL may choose to print one copy of 
the relevant reports to get started. These 
reports are used concurrently by the team 
lead to direct team discussion and 
validate Stage 1 entries and error 
corrections. (Step #16- provides step by 
step proper use of transition reports) 

Notes: 

• The Stage 2 by Resident report 
represents the inspectors' Stage 2 
triggered assignments. Once all error 
corrections are made in Stage 1, the final 
version of this report is generated, saved 
and printed for each inspector to further 
balance their Stage 2 inspection 
assignments. 

• The Q.CLI Notes by Residents - Stage 2 
provides inspectors notes related to the 
triggered care areas for flagged residents, 
selected for Stage 2 inspections. 

• Additional transition reports are available 
for reference in abaqisRQI. These reports 
are useful when reviewing notes with all 
negative responses, and during team 
discussion with evaluation of QCLI 
results. (Not required to be printed) 

• Care Area by Re.sident 

• QCLI Notes - All 

• QCLI Notes by QCLI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co·ordlnatlon I Supportive Documents I Key 
Responsibility Elements 
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Inspection Processes 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: Uulv. 20171 

Policy and Procedure: Resident Qualitv Inspection IRQI) PaQe: 27 of 51 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

• QCLI Results 

• Resident by Car': Area 

• Stage 2 by Inspection Protocol 
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Ins ection Processes 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Polic and Procedure: Resident Quali Ins ection ROI 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsiblllty Elements 

16. TL facilitates the 'transition' meeting and Team Lead I RQI Checklist (Step #16) 
takes notes on the following steps Assigned 

Printer 
outlined below. The results drive the lnspector(s) 

Stage 2 triggered assignment. abaqisRQI- Reports 

Transition Meeting Steps: QCLI Mapping Definitions 
Document 

• Using the Stage 2 bv Resident report, the Inspectors Mapping Key from 
team lead reads aloud each triggered Stage 1 to Stage 2 
care area I QCLI description and 
associated sampled residents as Resident Census List 
outlined on the report requesting team IQS 
members to identify their Stage 1 
assigned residents listed by numeric ID, Appendix C of this RQI P&P 
who flagged for triggered care areas. 

~ For RF RQI, only the following 9 triggered 
care areas are included: 

1. Accommodation Services: Housekeeping 
2. Continence Care and Bowel 

Management 
3. Dignity, Choice and Privacy 
4. Falls Prevention 
5. Minimizing of Restraining 
6. Nutrition and Hydration 
7. Pa in 
8 . Prevention of Abuse, Neglect and 

Reta liation 
9 . Skin and Wound 

*All other triggered care areas are to be 
excluded, unless an immediate jeopardy or 
significant risk has been identified 

• Team members confirm their Stage 1 
specifics /error identification referring to 
the QCL/ Notes b~ Resident - Stage 2 
report, as necessary, to facilitate brief 
discussions about notes documented. 

• Inspectors should discuss the residents 
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X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Section: Section 1 
Ins ection Processes 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

who flagged within triggered care areas to 
be sure that the data results are accurate 
in terms of data entry and the team's 
knowledge of information gathered 
throughout Stage 1. 

• The team refers to the QCLI definitions 
mapping document to confirm 
understanding of the QCLI triggered care 
area definitions as applicable. 

• lnspector(s) make error corrections on the 
applicable Stage 1 assessment questions 
and saves changes. NB- each inspector 
must close all opened windows and re-
fresh data in abaqisRQI prior to 
generating transition reports with changes 
made 

Team lead re-generates reports until all 
identified errors are corrected. 

• With final corrections made and refreshed 
data generated the team will open, save 
and print the Stage 2 by Resident report 
for each team member. This provides the 
inspectors Stage 2 triggered assignment. 

Notes: 

• Inspectors must ensure all windows in 
abaqisRQI are closed and refresh 
browser prior to generating any revised 
report. 

• Inspector's must save the electronic and I 
or paper copy of the final reports 
generated for use to determine the Stage 
2 assignment including: 

• Stage 2 by Resident 

• QCLI Notes by Resident - Stage 2 

• The saved reports will be included with 
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Polic and Procedure: 

Steps I Description 

the final RQI records for filing post-
inspection consistent with SAO process. 

Exceptional Circumstances: 

• Where unknown resident(s), outside the 
census sample, have flagged within MOS 
triggered care areas, the team determines 
who the resident is and whether the 
resident still resides in the LTCH. 

• The flagged resident(s) I numeric ID is 
compared with the MMF to determine 
residents URI#. The URI# is then 
compared with the LTCH's current 
Resident Census List sorted by URI# to 
determine resident name. 

• Open the MMF Excel SQreadsheet. Click 
the MMF DATA tab to access the 
re!?ident pool which identifies residents 
with numeric ID from abaqisRQI and 
associated URI # . 

• Refer to the Stage 2 by Resident report; 
to identify the numeric ID for 'unknown 
resident(s) who flagged within MOS 
triggered care areas. 

• Compare the resident's numeric ID, with 
the MMF to determine the resident's 
URI#. 

• Compare the resident's URI# with the 
L TCH's current resident census list to 
determine the resident's name and 
whether the resident resides in the L TCH. 

• If resident resides in the home, determine 
the QCLI trigger description on Stage 2 
by Resident report and proceed with 
Stage 2 inspection using the applicable 
care area IP(s). 

• If resident resides in the home, but is not 
available for observations or interview, 

ROI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: Se tember 30, 2011 
Version date: u 201 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 
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Polic and Procedure: 

Steps I Description 

conduct a record review for the triggered 
care area(s) using applicable IP(s) 

• If resident resides in the home and M DS 
data is older than three (3) months the 
inspection is ended. 

• If resident no longer resides in the home 
the inspection is ended. 

• The inspector documents the determined 
status in adhoc notes. 

Post transition from Stage 1 to Stage 2: 

Optional, as approved by SAO Manager: 
• Assess the risk of triggered issues, and 

any other inspector initiated concerns 
note immediate jeopardy situation here 
(e.g. from tour). 
~ In a RF RQI, only Immediate 
Jeopardy or Significant Risk situations 
are inspector initiated 

• Decide what lower risk issues, if any, can 
be deferred for inspection at a later time. 
Note: Inspectors have the right to make 
decisions about issues that they would 
consider as high risk, even if they are not 
identified as such in Appendix C. 

• RQI TL I members must contact and 
discuss the potential deferred items with 
SAO Manager, noting the decision to 
defer items will be made at the discretion 
of the SAO Manager. 

• Inspectors must document within the RQI 
Checklist (Step #16 'Note' box) any low 
risk inspection items to be deferred. 

ROI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 
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Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Polic and Procedure: Resident Quali Ins ection RQI 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

• Record date of team transition meeting . 

• Notify SAO Manager to discuss Stage 1 
results/determine resource needs for 
Stage 2 inspection, as necessary. 

• Refer to APPENDIX C in this policy for 
criteria related to high risk issues that 
must be inspected during the RQI 

• Refer to Step #28 'Post Inspection' for 
handling of deferred inspection items. 

Stage 2 Sampling and Assignment 

17. Initiate into the Stage 2 Sample for Team Lead I RQI Checklist (Step #17) 
assignment, as applicable: Assigned 

IQS lnspector(s) 
• If home has designated dialysis care unit, Inspection Protocol Policy 

select one resident receiving dialysis 
treatment for Stage 2 inspection. IP- Nutrition Hydration 

-+ In RF RQI, this is not applicable Off-site Preparation for On-site 
• Any past-due order(s) that require follow- Inquiry/Inspection Plan 

up. Complaint Policy 
• Any inspector-initiated concerns . Critical Incident System (CIS) 

-+ IA a ~i;: ~QI , GAly Immediate Inspection Policy 
Joopaffi}'--Gr:-SigRifiGaRt-Risk-GoRGeFRS Inspectors' Mapping Key -
are iAspecter iAitiated Stage 1 to Stage 2 

• Any concurrent inspection(s) assigned to 
SAO, as identified on the Off-Site 
Pree.aration for RQ.I Plan & Intake 
Summary Form. and/or new complaint 
assigned during course of RQI. 

Notes: 

• All past-due orders at the time of the RQI 
are inspected and managed as part of 
the RQI. Do not initiate a separate 
Follow-Up inspection for the 
management of these orders. 
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Polic and Procedure: 

Steps I Description 

• Complaints I CIS assigned to SAO are 
assigned for inspection concurrent with 
an RQI, exception only pending 
discussion/decision with ITUManager. 
New complaint(s) may be assigned 
during course of RQI. 

• If a complaint and/or CIS inspection is 
conducted concurrent with the RQI, the 
inspector may incorporate the 
inspection(s) within RQI report to 
produce one inspection report where 
appropriate or may conduct a 
Complaint/CIS inspection separately with 
separate report within IQS, e.g. 
contentious. (Reference to each 
complaint and/or CIS log number should 
be referenced in the Inspection 'Log 
Number' section of the inspection report. 
If there is insufficient space in this 
section for several log #s, the additional 
intake log #(s) may be included in the 
'The Catch All Box' section of the 
Inspection Report.) 

• If conducting a complaint and/or CIS 
related to a resident during the RQI, and if 
the same concern is triggered from Stage 
1, the inspector may substitute the 
triggered resident with the complaint 
and/or CIS resident, as applicable and 
document the substitution /assignment on 
RQI Checklist (Step # 16) Notes Section 
and update the Offsite Preparation for 
RQI Plan to i.dentify inspector assignment. 
For example, If 3 residents are triggered 
for falls, and there are 2 separate 
complaints related to falls, two of the 
triggered residents with fall concerns may 
be substituted with the 2 residents with 
falls concerns identified in the complaints. 

Note: Please note that all abuse-

RQI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 
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Long-Term Care Homes Quality Inspection Program 

Section: Section 1 
Ins ection Processes 

Polic and Procedure: Resident a uali Ins ection ROI 

Steps I Description 

Handling complaints received at the L TCH 

• 

• 

• 

• 

Co-ordination I 
Responsibility 

Supportive Documents I Key 
Elements 
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Section: Section 1 
Ins ection Processes 

Polic and Procedure: 

Steps I Description 

rather:- Ga!J the Asti9R bine diraGt/y-, weultJ 
the GemplaiRant be diraGte<J. te and f}iveR 
#le AGli9R URe # fg Gal! hlm.L/:/erself.) 

• Inspectors must us& the 'Stage 2 
Completion Checklist' to· organize their 
stage 2 assignments. 

18. Using the Stage 2 by Resident report, 
further assign the Stage 2 sample 
residents with triggered care areas to the 
inspectors that completed the residents' 
Stage 1 assessment, whenever possible. 
Further assign, if applicable, the 
'unknown' resident(s) with ·MDS triggered 

. care areas. 

• First priority in making the Stage 2 
triggered assignments is to assign the 
resident-related care areas triggered for 
each resident to inspector(s) who 
conducted the Stage 1 assessments, 
including any MDS triggered care areas 
for those residents 

When balancing inspector workload consider 
adjusting the assignment based on the: 

• Number of residents assigned to each 
resident 

• Number of care areas associated QCLls 
triggered. 

• Further consider inspector expertise 
amongst team and/or assign one 
inspector to inspect triggered home-
related care areas such as house-
keeping , laundry, i.e. nutritional care to 
avoid duplication of efforts. 

• Assign MDS triggered care areas for 
'unknown' residents, if applicable. 

Note: 

Inspectors' Handbook 
X-ray Safely and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsibility Elements 

lnspector(s) I RQI Checklist (Step #18) 
Team Lead 

abaqisRQI- Reports 

QCLI Mapping Definitions 
Document 

IQS 
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Section: Section 1 
Inspection Processes 

Policy and Procedure: Resident Qualitv Inspection (RQI) 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: Uulv. 20171 

PaQe: 36 of 51 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

• Skin & Wound triggered care area(s) 
may not be assigned to 
Dietary/Physiotherapists Inspectors' 
until training for wound assessment is 
provided. 

In summary, the balanced Stage 2 inspection 
assignment is inclusive of the following: 

• One resident receiving Dialysis 
Treatment, as applicable, during the 
Intensive Risk Focused RQI only 

• Past due orders, if applicable 

• Concurrent inspection(s) as assigned by 
SAO Manager/Inspector Team Lead 
(ITL) , serious risk related 

• Stage 1 triggered assignment 

• Other inspector initiated concerns 
identified during the course of the RQI as 
specific to the inspection type 

~ IA a RF RQI, ORiy Immediate 
Jeopardy or Signif icant Risk 
WAGeFAS-are-if:lspeGteHAitiateEI 

Stage 2 In-Depth Inspection 

19. Begin the in-depth inspection by lnspector(s) I RQI Checklist (Step #19) 
reviewing the following sources to Team Lead 
understand why the assigned residents 

abaqisRQI- Reports 

were sampled: QCLI Mapping Definitions 

Review the Stage 2 by Resident report to Document • 
identify QCLI sources for flagged residents IQS 
to focus the Stage 2 inspection. Inspection Protocol Policy 

• Review any notes written during Stage 1 Documentation Policy 
for assigned resident(s) using the QCLI Inspectors' Mapping Key -
Notes by Resident - Stage 2 report. Stage 1 to Stage 2 

p In IQS, when creatina the Resldenti 
'Staff /nventorv List 
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Section: Section 1 
Ins ection Processes 

Polic and Procedure: Resident Quali Ins ection RQI 

Steps I Description 

• Document the QCLI triggered I care area 
information and 'notes' from Stage 1 onto 
the applicable care area IP information 
gathering note box section I.e. observation, 
interview, or record review. 

• Use applicable care area IP(s) to gather, 
and organize information to make 
compliance decisions. Relevant 
information is gathered, including from the 
following three sources where applicable: 

• Interviews 

• Observations 

• Record Reviews 

Notes: 

• To facilitate a focused Stage 2 triggered 
assignment, inspectors should reference 
the Inspectors' Mapping Kev - Stage 1 to 
Stage 2 to confirm the QCLI triggers, 
definition /description and associated 
legislative references on the IP. 

• The 'key' maps the QCL/s to the 
associated Leg/Reg references and the 
question(s) on the /P(s). The ·QCLI 
triggers reflected on the IP Bulletin (to be 
sent out) are reflected on the key. Where 
there is more than one Leg/Reg provision 
identified for the QCLI, the inspector 
would focus the inspection be selecting 
the relevant rovision s . 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I 
Responsibility 

Supportive Documents / Key 
Elements 
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Inspection Processes 

Policy and Procedure: Resident Qualitv lnsoection CRQI) 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 201 1 
Version date: J)UIV. 2017l 

Pacie: 38 of 51 

Steps I Description Co-ordination I Supportive Documents I Key 
Responsibility Elements 

• When non-compliance is found (IP 
questions are marked "No'), the findings 
documented by the inspector should be 
relevant, specific and adequate to support 
the non-compliance decision . 

• 
Stage 2 Daily Team Meeting 

20. The inspection team will meet daily during lnspector(s) I RQI Checklist (Step #20) 
Stage 2 to assess, discuss and take Team Lead 
notes for: 

IQS 

• Progress towards completing Stage 2 
assignments 

• Progress and concerns I results of the 
mandatory and triggered home tasks 

• Identified concerns that might indicate a 
trend, including trends identified I ' 

discussed from previous daily meetings 

• Information to be shared with the 
administrator I designate to allow the 
licensee the opportunity to provide 
additional information prior to making 
compliance decisions 

• Expected completion of workload 

• Any workload adjustments as necessary 

• Document Stage 2 Dai/Y._ Meeting Notes 
relevant to discussions on items listed 
above. Record date of meeting and 
meetings notes on note boxes provided 
below. The meeting notes will be saved 
and included as part of the RQI package 
post inspection for filing purposes in 
respective SAO 

Summarize Stage 2 Findings I Analysis & Decision Making 

21. Team Lead facilitates the in-home lnspector(s) I RQI Checklist (Step #21) 
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Section: 

Polic and Procedure: 

Steps I Description 

discussions as members review and· 
summarizes their Stage 2 findings upon 
completion of the Stage 2 : 

• Team members must be present in the 
home and actively engaged to discuss 
and summarize the Stage 2 findings. 

• Prior to the team discussion, each 
inspector reviews their information 
gathered upon completion of Stage 2 to 
ensure that if any non-compliance is 
identified, there is sufficient supporting 
evidence. 

• Each inspector ensures that non-
compliance is documented in a manner 
consistent with LQIP documentation 
orincioles. 

22. All secondary inspectors transfer the IQS 
information via their encrypted USB to the 
primary inspector's tablet. 

23. The team reviews the Staging Form and 
accompanying documentation resulting 
from the collective inspections and 
prepares a high-level summarized paper 
of care area concerns identified with NC 
in preparation for the Exit debriefing with 
home. 

Note: 
Team Lead I members must conduct the 

. analysis and decision making of the RQI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Hornes Branch 
Long-Term Care Hornes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responslblllty Elements 

Team Lead IQS 

Docw:nentation Policy 

Encrypted USB, and 
"GoSecure; Encrypted USB 
Storage': as applicable 

lnspector(s) I RQI Checklist (Step #22) 
Team Lead 

IQS 

Off-site Preparation for On-site 
Inquiry I Inspection Plan 
(Compliance History) 

Encrypted USB, and 
"GoSecure; Encrypted USB 
Storage': as applicable 

LTCHA 

0 . Reg. 79110 

lnspector(s) I RQI Checklist (Step #23) 
Team Lead 

IQS 

39 

L TCI00046964 



f')h 

t?ontario 

Section: Section 1 
Ins ection Processes 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Polic and Procedure: Ins ection ROI 

Steps I Description 

findings in the most efficient way 
possible, e.g. on-site at the L TCH or off
site (e.g. at SAO, in person, by 
teleconference etc. 

Co .. ordlnatlon I 
Responsibility 

Exit Debriefing 

24. Conduct the exit debriefing with 
licensee/home personnel. The inspection 
team may provide a separate exit 
debriefing for Residents' Council I Family 
Council, if requested. 

Points of discussion 

• Extend thanks to the L TCH residents and 
staff (for assistance & participation) 

• Identify if any orders are anticipated and 
negotiate timelines if necessary. 

• Identify, at high level only, concerns 
related to specific care areas i.e. skin and 
wound program, restraints etc. "There 

a be NC in the following care areas: 
skin and wound program, restraints" 

• Advise that the written inspection report 
will provide specific details of any 
findings, and will be forthcoming. 

• Advise that a teleconference appointment 
wUI a be booked with the licensee, n 

(and other team members as 
applicable) to provide clarification. 

Notes: 

S ecific legislative reference(s .e 

lnspector(s) I 
Team Lead 

Supportive Documents I Key 
Elements 

RQI Checl<list (specific to 
inspection type) (Step #24) 

IQS 
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Section: Section 1 
Ins ection Processes 

Polle and Procedure: 

Steps I Description 

• If no NC with the legislation is found, the 
assigned inspector /team lead may 
deliver the inspection report at the time of 
the exit debriefing. 

25. Indicate when the licensee, the 
Residents' Council, and where applicable, 
Family Council should expect to receive 
the written licensee and written public 
inspection reports. 

26. Gather all home keys and access cards 
and return them to L TCH personnel. 

27. The inspection team exits the home 
together, unless exceptional 
circumstances exist and prior approval is 
granted by the SAO manager. 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Co-ordination I 
Responsibillty 

lnspector(s) I 
Team Lead 

lnspector(s) I 
Team Lead 

lnspector(s) I 
Team Lead 

Supportive Documents I Key 
Elements 

RQI Checklist (Step #25) 

IQS 

Inspection Reports Policy 

LQIP Operations Manual 

RQI Checklist (Step #26) 

RQI Checklist (Step #27) 

LQIP Operations Manual 

Post Inspection 

28. Complete the post inspection activities as lnspector(s) I 
per the 'Post Inspection Activities - Team Lead I AA 
Process Guidelines' (March 2015) as 
found in the LQI P Operations Manual. 

• Team Lead I members must conduct the 
analysis and decision making of the ROI 
findings in the most efficient way possible, 
e.g. on-site at the LTCH or off-site (e.g. at 
SAO, in person, by teleconference etc.) 

• Complete inspection reports (Licensee 
and Public) and Orders, as applicable. 

• Complete any intakes as applicable, e.g. 
an intake for a follow-up to an Order (FUI) 
and/or an intake for any deferred items, 
as documented on the Notes box of Ste 

RQI Checklist (Step #28) 

IQS 

Off-site Preparation for RQI 
Plan & Intake Summary Form 

LQIP Operations Manual 

Inspection Reports Policy 

Judgement Matrix Policy 

Post Inspection Activities -
Process Guidelines (Mar.2015) 

Master Mapping File (MMF) 
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Polic and Procedure: 

Steps I Description 

# 16 of the RQI Checklist 

Notes: 

.. The RQI team must make every effort to 
organize a maximum of one day together, 
e.g. in the SAO, or by teleconference, etc. 
immediately following the RQI for further 
analysis and decision-making of 
information for compliance decisions, and 
complete the inspection reports 

• When following through on an 'Other' 
intake for deferred low risk items, the 
'Other' inspection may be conducted on 
its own, or with a complaint or CIS 
inspection 

• Meeting notes documented on the RQI 
Checklist and on other RQI forms, 
including the completed Master Mapping 
File (MMF) with the listing of residents 
assessed in Stage 1, are saved I printed 
and included as part of the RQI post 
inspectio.n package for filing purposes in 
respective SAO. 

& Watchpoints 

ROI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Hornes Branch 
Long-Term Care Hornes Quality Inspection Program 

Co-ordination I Supportive Documents I Key 
Responsiblllty Elements 

Nothing in this policy replaces the requirement for an inspector to immediately visit the long-term care 
home to make inquiries or conduct an inspection if the Ministry receives information that falls within 
s.25(2) of the L TCHA 

Code of Professionalism, 2006 

Inspector Etiquette 

Respect for residents with disabilities (AODA) 

In situations where a language barrier may exist, obtain an interpreter from the L TCH, as applicable. 

PRIVACY RE UIREMENTS 
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X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Section: Section 1 
Ins ection Processes 

Polic and Procedure: 

Obligations under Personal Health Information Protection Act, 2004 (PHIPA) & LTCHA re: 

• protecting the personal information (Pl) and personal health information (PHI) of 
residents and staff 

• disclosing Pl/PHI in public inspection reports. 

Tip Sheet: How to Protect Pl and PHI in Public Inspection Reports 

Policy and Procedure: LQIP Privacy Policy and SecurityPolicv 

In order to protect staff privacy, in the abaqis®RQI staff interview, use the staff member's first name 
only along with their designation (e.g. RN) and location of work (e.g. Maple Unit). 

S CURITY REQUIREMENTS 

Security requirements related to: 

use of encrypted emails and/or encrypted USB flash drive when sharing Pl/PHI 

password protection (internal and external) 

• securing documents during inspections 

• use of computers/tablets & personal digital assistant (PDA) in public spaces 

• respect the L TCH's security requirements in relation to use of information technology 
systems 

• return the L TC H's access codes, keys etc. during exit debriefing 

• SAO records management (electronic and paper copies). 

Policy and Procedure: LQIP Privacy Policy and Security Policy 

Other policies, procedures or support documents to be used in completing the procedure: 

RQI Inspectors' Resource Manual 

IQS Stage I/ Inspector Manual 

APPENDIX A -

1. Completes the Off-site Preparation Plan for RQI & Intake Summary Form. Records the team 
identification information. AA prepares template & records L TCH information, including the L TCH's 
compliance history 

2. Reviews the L TC H's compliance history (36 months from most recent inspection completed) 

3. Completes the Off-site Preparation for RQI Plan & Intake Summary Form providing the completed 
electronic co of the Ian to team members. The team lead ma arran e a meeting with RQI 
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Polic and Procedure: RQI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

team members (in person or teleconference) to review the plan, the L TCH's compliance history, 
determine the team entrance plan, and if pre-determined identify the interim team lead, to the 
L TCH Day 1, and make initial assignments as outlined: 

• Concurrent Activities 

• Entrance Conference (team lead/interim RQI team lead) 

• Reconciliation exercise (one inspector assigned) 

• Initial Tour (one inspector) 

Note: The TU interim RQI TL assists with the reconciliation task and makes Stage 1 sample 
assignment after the Entrance Conference task to support completion of the concurrent activities 
in a timely manner. 

• Mandatory Home Tasks: 

• Dining Observations (one inspector assigned) 
_. In RF RQI , this is not applicable 

• Family Council Interview 
_. In RF RQI, is this done via the electronic FC Questionnaire (in Word/PDF) 

• Infection Prevention and Control (all inspectors Part A) with one lead 

• Medication (one nurse inspector assigned) 

• Residents' Council Interview 

Note: One inspector is assigned to complete the Dining Observation task during a full meal service 
Dav 1 of RQI. Assigned dining area includes residents eating meals in their rooms. Dining in secure 
area with dementia care may be observed if applicable. 

~ In RF RQI, the Dining Observation mandatory home task is not applicable 

• Follow-up past-due orders as applicable 

• pomplarnt(~ and/or CIS(~) assigned following Transition from Stage 1 to Stage ~ ooly-if--assiQMd 
by SAO Manager I Lead Inspector for serious risk related concerns and/or at discretion with team 
discussion. 

4. Save and send electronic copy of the completed Off-site Preparation for RQI Plan & Intake 
Summary Form to team members. 

5. Print copy of Entrance Conference Worksheets (Home & Team versions) and Announcement 
Signage (English and French versions) . 

6. Print one copy each of the L TCH Confirmation Checklists i.e. Admission Process & QI & Required 
Programs, and IPAC 

7. Confirm that the Master Mapping File (MMF) has been received and RQI set up in abaqisRQI by 
AC/AA, i.e. check MOS upload tab to ensure MOS data extraction for L TCH, data upload and that 
inspectors' names are included for assignment. 
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Policy and Procedure: Resident Quality Inspection (ROI) 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Hornes Branch 
Long-Term Care Hornes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: uulv, 201 7l 

Paae: 45 of 51 

Note: -+ In RF RQI , remember that the small homes threshold will be selected by the AC/AA 
when setting up the RF RQI in abaqisRQI 

8. Team lead confirms copy/paste of the randomized census sample from abaqisRQI onto the 
Master Mapping File (MMF) is completed 

9. Instruct team to create a folder for the assigned LTCH on their PC tablet desktop, then copy the 
following RQI forms, into the folder including: 

• Off-site Preparation for RQI Plan 

• Resident Quality Inspection (RQI) Checklist 

• · Entrance Conference Worksheets (Home & Team versions) 

• Stage 1 & Stage 2 Completion Checklists 

• Master Mapping File (MMF) and password (TL and inspector assigned reconciliation 
task to be given password) 

• QCLI Indicators Mapping & Definitions document (for reference) 

• Support Document: 'Create New Residents & abaqisMAX (Sept 2013) 

10. Instructs team to access the IQS application (on their tablets) to set up the RQI, including their 
individual assigned mandatory IP tasks . 

. 11. Determine the entrance plan to the L TCH, together, or separately as determined most appropriate 
pending team members travel, and further send an electronic copy of the completed Off-Site 
Preparation for RQI Plan & Intake Summary Form, to each team member - unannounced - for the 
RQI. 

Notes: 

• Where determined that the Team Lead (TL) is unable to be present to enter the L TCH together 
with team members Day 1 of the RQI, an Interim RQI Team Lead (TL) will assume the TL role 
and will enter the L TCH unannounced with or without other team members. 

Interim RQI TL role determination: 

• The team member assuming the role may be pre-determined during off-site preparation example: 
discussions regarding inspectors arrival times to the L TCH Day 1 

• If not pre-determined, the first inspector arriving to the L TCH Day 1 will assume the Interim RQI 
TL role 

• If not pre-determined and more than 1 inspector arrives to the L TCH at the same time, the 
members will determine amongst themselves the Interim RQI TL 

• Interim RQI TL responsibility on Day 1 includes being prepared with applicable forms and 
initiate the immediate on-site activities , i.e. follows steps 1-5 outlined on the Entrance 
Conference Worksheet (Team Copy) L TCH 'Information to Provide/Request Upon Entrance'. 

• Interim RQI TL would further conduct the Entrance Conference with Administrator/designate, 
assist with the reconciliation exercise, and etc. until such time the TL arrives to the L TCH. 
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Inspection Processes 

Policy and Procedure: Resident Qualitv Inspection (RQI) 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: Uulv, 20171 

PaQe: 46 of 51 

• All RQI team members must understand the Team Lead I Interim RQI Team Lead role 
/responsibility as outlined on RQI P&P Appendix A: 'Team Lead I Interim RQI Team Lead Role 
and Responsibilities' 

12. Team lead or Interim RQI Team Lead will follow the instructions to 'Provide/Request upon 
Entrance section of the Entrance Conference Worksheet (Team Copy)' immediately upon 
entrance to the LTCH. 

Notes: 

• On Day 1 of the RQI, the entrance to the L TCH is unannounced. The RQI team is encouraged 
but is not required to enter the L TCH together. 

• All RQI team members must understand the Team _Lead I Interim RQI Team Lead role, and how 
to initiate the on-site activities, as outlined on the Entrance Conference Worksheet (Team Copy) 
'Information to Provide I Request upon Entrance' section of the worksheet. 

• On Day 1 off he RQI the TL or RQI Interim TL would initiate the unannounced entrance to the 
L TCH with or without other team members. The immediate entrance includes responsibility to be 
prepared and follow steps 1-5 outlined on the Entrance Conference Worksheet(Team Copy) i.e. 
'Information to Provide I Request Upon Entrance' 

• The Interim RQJ TL prepares for the Dav 1 entrance ensuring he/she has all printed copies of 
documents needed for the immediate entrance to the L TCH, including Entrance Conference 
Worksheets, (Team and Home versions), Announcement Signage (English and French versions) 
and L TCH Confirmation Checklists for Admission Process, QI & Required Programs and /PAC. 

• The Interim LT will carry on with lead responsibilities until the Team Lead arrives to the LTCH. 
This may include conducting the Entrance Conference with the Administrator/designate; assist 
with reconciliation exercise, make stage 1 assignments, etc.) 

13. Have the administrator I designate notified of the RQI inspection team or team representative 
entry to the L TCH and make introductions, as applicable. 

14. Provide a copy of the Entrance Conference Worksheet, (Home Copy). Request to meet with the 
Administrator I charge person, as soon as workspace provided, and or the team is set up in 
workspace and home's resident census list provided. Ensure home staff knows to contact the TL 
for any concerns through the inspection. 

15. Provide a copy of announcement signage (English I French) and request that the home make 
copies and post signage, alerting residents, families and visitors that MOHLTC- is conducting RQI 
in the LTCH. 

16. Provide one copy each of the LTCH Confirmation Checklists, i.e. Admission Process & QI & 
Required Programs, and IPAC. (To be reviewed with the administrator/charge person during 
Entrance Conference. 

17. Re uest a current resident census list, includin each resident's URI Uni ue Resident Identifier , 
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home area and room number, sorted numerically by URI number. Ask that the staff providing this 
information to indicate on the list residents who are unavailable (e.g. LOA, dialysis, isolation, 
appointments, etc.) for interview and observation during the Stage 1 Assessment. 

18. Request a copy of the L TCH floor plan (helpful for tour assignments and specific home areas). 

19. Request a copy of the staffing schedules for registered nursing staff for the inspection time period. 

20. Request a workspace that provides privacy, security, electrical connections, tabletop space, and 
access to a telephone with privacy, access to residents' records for the reconciliation exercise as 
soon as possible. 

21. Request access codes and/or security passes (for resident and other areas of the L TCH including 
kitchen, laundry areas, and software access etc.), as required specific for inspection approach. 

22. Co-ordinates and takes notes during team meetings (encourages the team discussion and follows 
along with RQI Checklist). Notes are documented in the note boxes provided in RQI Checklist 
team meeting sections for: 

• Initial Day 1 Team Meeting 

• Stage 1 Daily Team Meetings 

• Transition Meeting from Stage 1 to Stage 2 
• Stage 2 Daily Team· Meetings 

• Summarize Stage 2 Findings I Analysis & Decision Making of Findings of Non
compliance 

23. Conducts Exit Debriefing with licensee I designate and if requested, a separate meeting with 
Residents' Council and/or Family Council group. Other team members may participate. Returns 
home keys, pass codes, etc. 

24. Ensures ROI team exits L TCH together, unless exceptional circumstances exist and prior approval 
is granted by the SAO Manager. 

' . ' . . .. . ;~ 
.. i I \ ' I ~ ! i ( : j '\ I I \ ~, I ) I \ . : . . . . . . ' 
' . - . ' ' . .. . .. . . 

25. Completes the post inspection activities as per the 'Post Inspection Activities -Process Guidelines' 

• Team Lead & members together initiates and/or completes the analysis and decision making of 
the ROI findings 

• Complete inspection reports (Licensee and Public) and Orders, as applicable. 

• Complete any intakes as applicable, e.g. an intake for a follow-up to an Order (FUI) and/or an 
intake for any deferred items, as documented on the Notes box of Step# 16 of the ROI Checklist. 

• Meeting notes documented on the ROI Checklist, the L TCH Licensee Confirmation Checklists and 
on other ROI forms, including the completed Master Mapping File (MMF) with the listing of 
residents assessed in Sta e 1, are saved I rinted and included as art of the ROI ost ins ection 
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Section : 

Polic and Procedure: ROI 

package for filing purposes in respective SAO. 

APPENDIX B: DOORS 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Doors - 0. Reg. 79/10 s.9(1) 

Doors required to be closed and locked Doors to be equipped with Any lock on the 
lock to restrict following doors, 
unsupervised access to must be readily 
area by residents released from 

outside in an 
emergency 

All doors leading to stairwells and the outside of the LTCH (other than doors All doors leading to secure Bedroom doors 
leading to secure outside areas that preclude exit by a resident, including outside areas that 
balconies and terraces, or doors that residents do not have access) preclude exit by a resident, 

a) Must be equipped with a door access control system that is kept on at all 
including balconies and 

times terraces 

b) Must be equipped with an audible door alarm that allows calls to be 
cancelled only at the point of activation and 

• Is connected to the resident-staff communication and response system, 
OR is connected to an audio visual enunciator that is connected to the 
nurses' station nearest to the door and has a manual reset switch at 
each door. 

Groups X and Z are exempt from these requirements (a and b above), but must 
have doors equipped with an audible door alarm system. 

All doors leading to non-residential areas, when doors are not being supervised All doors leading to non- Washroom doors 
by staff. residential areas 

Group Xis exempt Groups X and Z are 
exempt. 

Toilet room doors 

Shower room 
doors 

Notes: 
. If the home is served by a generator, all alarms for doors leading to the outside must be connected to a back-up power supply . 
. If the home is NOT served by a generator, the staff of the L TCH shall monitor the doors leading to the outside in accordance with the 
procedures set out in the L TCH's emergency plans. 
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Section: Section 1 
Ins ection Processes 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

Doors - Q_ Reg. 79/1 O s.9(2) 

A written policy is required that deals with when doors leading to secure outside areas must be unlocked or locked to permit or restrict 
unsupervised access to those areas by residents. 

Group Y is exempt only if it relies on the policy of the adjoining L TCH. 

Legend for Doors 0. Reg. 79/1 O s.9(1 )(2) 

Group X: Includes one of the following of these homes with EldCap beds [exemptions as outlined in r. 317 (3) 1. 2.) 

(a) Atikokan General Hospital (Atikokan), 

(b) Bignucolo Residence (The) (Chapleau), 

(c) Emo Health Centre (Emo), 

(e) Geraldton District Hospital (Geraldton), 

(g) Hornepayne Community Hospital (Hornepayne), 

(h) Lady Dunn Health Centre (Wawa), 

OJ Manitouwadge General Hospital (Manitouwadge), 

(k) Nipigon District Memorial Hospital (Nipigon), 

(I) Rainy River Health Centre (Rainy River), 

(m) Rosedale Centre (Matheson), 

(n) Smooth Rock Falls Hospital (Smooth Rock Falls), 

Group Y: Includes one of the following of these homes with EldCap beds [exemptions as outlined In r. 317 (4) 0.1) 

(d) Espanola Nursing Home (Espanola), 

(0 Blind River District Health Centre (Blind River), 

(i) Lakeland Long Tenn Care (Parry Sound), 

Group Z: Applies to a place that has short-stay program beds but no long-stay program beds and that also has beds for people who 
are not L TCH residents. [Alternative Setting Beds, exemptions as outlined in r. 318 (1) 9.i, ii, and 10.) 
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t?ontario 

Section: Section 1 
Ins ection Processes 

Polic and Procedure: Resident Quali Ins ection ROI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Homes Quality Inspection Program 

APPENDIX C: Risk Assessment after Transition from Stage 1 to Stage 2 

During a RQI, after transition from Stage 1 to Stage 2: 
• Assess the risk of triggered issues, and any other inspector initiated concerns (e.g. from tour) 

~--tn-R~-ememG0F-!Aat-00ly--immecii.ata-jaepaH:ly-anelOF-Si9RifiGaRl-Fisks-afe tr~0r0d tl:lrOH€Jh 
• The team will determine substitution of triggered QCLls with complaints, and Critical Incident System intakes relating to 

same care area concerns identified, (exception to abuse triggered events) 
• Decide what lower risk issues, if any, can be deferred for inspection at a later time. 

~ Note: Inspectors have the right to make decisions about issues that they would consider as high risk, even if 
they are not on the list below. If the team members are unsure whether a concern can be deferred, contact 
their Inspection Team Lead to discuss the matter. 

• Team Lead must document within the RQI Checklist (Step #16 'Note' box) decisions relating to substitution of triggered 
events with CIS intakes, and any low risk inspection items to be deferred. 

• Team Lead must further document on the 'Off-Site Preparation for RQI Plan'/ Intake tool, assignment decision relating 
to concurrent complaint I critical incident system intakes. 

• Post inspection - Any deferred inspection Items (captured in Step #1 6 'Note' box) will be entered into an Intake 
Application for a future inspection, e.g. 'Other' 

HIGH RISK ISSUES FOR INSPECTION DURING THE RQI: 
1. Key Risk Indicators (KRls) 

RAl-MDS related KR/s that pose an actual/potential moderate to high risk to residents or the operation of the 
home: 

• New or worsening pressure ulcer; daily physical restraint; weight loss; indwelling catheter; worsening bladder or bowel 
incontinence; mod/severe or worsening pain; falls; pneumonia; UTls; wound infection; new fracture; behavioural 
symptoms affecting others; worsening resident behaviour; antipsychotic drug use in absence of psychotic/related 
condition; hypnotic drug use more than 2 days in past week; fecal impaction 

o (Note: Inspection of the prevalence or incidence of the following may be deferred: bladder, bowel 
incontinence; depression without anti-depressant therapy; worsening depression or anxiety; worsening 
function in ADLs; anti-anxiety/hypnotic drug use.) 

Other High Risk Areas that pose an actual/potential moderate to high risk to residents or the operation of the 
home: · 

• Complaints or prevalence of any of the following should be inspected during the RQI: offensive odour; poor grooming 
& hygiene; poor oral health; nourishment and or supplement not consumed by residents at-nutritional risk; 
environmental hazards/system breakdown; accidental/unexpected death/suicide; missing resident; 
emergencies/disasters; equipment related injuries; alleged/actual abuse/assault to resident; injuries resulting in 
transfer/admission to hospital 

o (Note: If there are no complaints related to the following, inspection may be deferred: staff turnover; 
leadership turnover; financial health; availability of meaningful activity; use of outside agencies; medication 
misappropriation; outbreaks.) 

2. Results in moderate to high risk for residents from a quality of care and a quality of life perspective if follow-through 
is delayed for a later time. 
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Section: 

Polic and Procedure: ROI 

Inspectors' Handbook 
X-ray Safety and Long-Term Care Homes Branch 
Long-Term Care Hornes Quality Inspection Program 

3. Falls under the current top 10 provisions* and poses an actual/potential moderate to high risk to residents or the 
operation of the home (revised annually as per the Health Analytics Branch report) 
LTCHA 
• s.3 (1) - residents' rights 
• s.6 (1 ) (7) (10) - resident's plan of care [sets out planned care, goal, clear directions; comply with plan, reassess 

as necessary) 
• s.15 (2) - accommodation services, cleanliness & repairs 
• s.24 (1) - reporting immediately to Director 

0 . Reg. 79/10 
• s.8 (1) - policies 
• s.17 ( 1) - communication & response system 
• s.50 (2) - skin & wound 
• s.73 (1) - dining & snack service, minimal elements to be in place 
• s.229 (4)-IPAC, staff participation 

4. Is associated with a Required Program (s. 48- 52) and poses an actual/potential moderate to high risk to 
residents or the operation of the home 

• Falls prevention 
• Skin and wound 
• Continence care/bowel management 
• Pain management 

Note: If at any time throughout the inspection the inspector identifies an 'Immediate Jeopardy' situation, the inspector I team 
lead would follow the Immediate Jeopardy (IJ) policy, including notifying the licensee and the SAO Manager I Inspection 
Team Lead (/TL). 

*Health Analytics Branch, LTCH - RQI Analysis, Analytics of LTCH RQI based on select home characteristics, July 25, 
2014, p. 10 
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QCLI Notes by Resident - Stage 2 
For Home 0000000511 

Generated on: May 24, 2016 10:59:59 

Stage 2 Sample Notes for QCLls Exceeding Threshold 

Resident: 1000007170 

QCLI 

220075 
(Unclean/Ungroomed • 
RO) 

Resident: 1000007612 

CCLI 

107234 (Choices 
Lacking - RI) 

Resident: 1000007952 

QCU 

220075 
(Unclean/Ungroomed • 
RO) 

Resident: 1000009553 

QCLI 

220075 
(Unclean/Ungroomed • 
RO) 

Q# 

Q# 

3 

4 

5 

6 

Q# 

Q# 

Note 

Resident observed with facial hair to chin (Monika.Gray@ontario.ca@May 17, 2016 10:06:30) 

Note 

Staff direct resident to go 830pm/9prri but would like the option to stay up til past 11 pm (Monika.Gray@ontario.ca@ May 17, 2016 13:49:12) 

Not acceptable (Monika.Gray@ontario.ca@ May 17, 2016 13:49:12) 

Would like to be up at 5am, but have to wait till staff are available not until 6:30am to 7:30am (Monika.Gray@ontario.ca@ May 17, 2016 
13:50:09) 

Not acceptable (Monika.Gray@ontario.ca@May 17, 2016 13:50:09) 

Note 

observed resident on May 17, 2016at1408 hours -with white debris between his lower front teeth (Laleh.Newell@ontario.ca@ May 17, 
2016 14:07:18) 

Note 

facial hair on chin (Tammy.Szymanowski@Ontario.ca@May 17, 2016 09:19:24) 
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Resident: 1000022282 

QCLI 

410512 (Fall in Last 30 
Days - SI) 

539514 (Hospitalization 
-CR) 

Resident: 1000028040 

QCLI 

101500 (Bldg/Env 
Unclean - RI) 

125253 (Abuse - RI) 

217522 (Potential Side 
Rail Restraint - RO) 

Resident: 1000028801 

QCLI 

107234 (Choices 
Lacking - RI) 

125253 (Abuse - RI) 

217522 (Potential Side 
Rail Restraint - RO) 

Resident: 1000029101 

QCU 

410512 (Fall in Last 30 
Days - SI) 

Q# 

Q# 

2 

2 

Q# 

3 

7 

2 

Q# 

Note 

2x fal ls May 1 O. 2016 and May 05, 2016, no injuries (Monika.Gray@ontario.ca@May 17, 2016 15:25:51) 

Hospitalized: March 17-23, 2016: pneumonia and fractured fibula April 07-14, 2016: hypoxia secondary to pneumonia and possible UTI 
(Monika.Gray@ontario.ca@May 17, 2016 09:59:04) 

Note 

not sure how often they clean Statesspots on her floor arethere for weeks (Susan.Squires@ontario.ca@May 17, 2016 09:59:48) 

the newer staff do not know how to handle her and cause her a lot of pain when they touch her there are a lot of casual workers here who 
tell her "your are fine"when she is not fine (Susan.Squires@ontario.ca@ May 17, 2016 10:03:53) 

Certain people. act like she does not have a brainor can Th ink for herself Declined to name staff. randomized. d ifferent days. states it comes 
back on hen it she says anything.They accuse her of being rude they get frustrated they have (men tolerance (Susan.Squires@ontario.ca@ 
May 17, 2016 10:09:04) 

1 \2 rails raised (Susan.Squires@ontario.ca@May 17, 2016 10:21 :24) 

Note 

no get to bed late (Tammy.Szymanowski@Ontario.ca@ May 17, 2016 09:41 :45) 

only offered 1 bath a week prefer 2 (Tammy.Szymanowski@Ontario.ca@May 17, 2016 09:41 :45) 

2 staff during day shift raise voice do not know names unable to provide specific details other than they yell at him once in a while not too 
much sometimes ask them not to talk like that (Tammy.Szymanowski@Ontario.ca @ May 17, 2016 09:41 :45) 

112. rail raised position res not in bed (Tammy.Szymanowski@Ontario.ca@May 17, 2016 09:45:53) 

Note 

May 11 , 2016 last fall - occurred in her room - found sitting on the floor at the end of her bed - no injuries (Laleh.Newell@ontario.ca@ May 
17, 2016 09:56:57) 
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Resident: 1000041161 

QCLI 

107234 (Choices 
Lacking - RI) 

220075 
· (Unclean/Ungroomed -
RO) 

234261 
(Bruisesrrears/Burns -
RO) 

Resident: 1000046095 

QCLI 

201502 (Unclean 
Ambulation Equip - RO) 

Resident: 1000062876 

QCLI 

102513 (Missing 
Clothing - RI) 

107234 (Choices 
Lacking - RI) 

Resident: 1000066838 

Q# 

3 

4 

5 

6 

Q# 

3 

Q# 

2 

5 

6 

Note 

no sometimes I finish dinner around 7 and they take you to the lounge and dont come to get ready for bed until 1 Opm 
(Tammy.Szymanowski@Ontario.ca@May 16, 2016 15:4 7:59) 

sometimes would like to come back to the room earlier and get ready for bed (Tammy.Szymanowski@Ontario.ca@May 16, 2016 15:47:59) 

They have certain routines (Tammy.Szymanowski@Ontario.ca@ May 16, 2016 15:47:59) 

ifs the night time that is more of an issue (Tammy.Szymanowski@Ontario.ca@ May 16, 2016 15:4 7:59) 

1410- fingernails very dirty (Tammy.Szymanowski@Ontario.ca@May 16, 2016 15:51 :30) 

1630 hrs- fingernails dirty (Tammy.Szymanowski@Ontario.ca@May 17, 2016 16:31 :20) 

bruise around left hand (Tammy.Szymanowski@Ontario.ca@ May 16, 2016 _15:51 :30) 

Note 

resident has a 4 wheeled walker with basket and hand brakes - the seat of the walker and walker handles are heavily soiled with white 
stains, dried debris and crumbs (Lyne.Duchesne@Ontario.ca@May 16, 2016 16:03:26) 

Note 

2 blankets missing (Tammy.Szymanowski@Ontario.ca@ May 17, 2016 14:54:38) 

sometimes want something but i dont get it (Tammy.Szymanowski@Ontario.ca@May 17, 2016 14 :54:38) 

sometimes want something but dont get it (Tammy.Szymanowski@Ontario.ca@ May 17, 2016 14:54:38) 

prefer to get up later unsure what time they get me up now but would like it to be later (Tammy.Szymanowski@Ontario.ca@ May 17, 2016 
14:54:38) 

prefer to get up later (Tammy.Szymanowski@Ontario.ca@ May 17, 2016 14:54:38} 
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QCLI 

102513 (Missing 
Clothing - RI) 

107234 (Choices 
Lacking - RI) 

Resident: 1000082780 

QCLI 

102513 (Missing 
Clothing - RI) 

125253 (Abuse - RI) 

217089 (Potential 
Restraints - RO) 

405079 (Catheter Use -
SI) 

539514 (Hospitalization 
-CR) 

Resident: 1000084254 

QCLI 

320245 (Dental Care 
Lacking - Fl) 

410512 (Fall in Last 30 
Days - SI) 

Resident: 1000087014 

Q# 

3 

Note 

missing skirts 2 skirts ruined in laundry 3 skirts missing in the last 3 months (Tammy.Szymanowski@Ontario.ca@May 16, 2016 16:24:37) 

No it is based on their routine, usually 9-9:15 but sometimes come at 8:00pm and tell me it time to get ready for bed and I am still sewing, it 
depends on what kind of mood I am in and what kind of mood they are in if I push it or not, it should be my choice 
(Tammy.Szymanowski@Ontario.ca@May 16, 2016 16:24:37) 

4 No it is based on their routine, usually 9-9:15 but sometimes come at 8:00pm and tell me it time to get ready fo r bed and I am still sewing, it 
depends on what kind of mood I am in and what kind of mood they are in if I push it or not, it should be my choice 
(Tammy.Szymanowski@Ontario.ca@ May 16, 2016 16:24:37) 

Q# Note 

Red short sleeved top missing in February (Monika.Gray@ontario.ca@May 17, 2016 10:29:28) 

2 Reported to nursing staff (Monika.Gray@ontario.ca@ May 17, 2016 10:29:28) 

Staff are rough when dressing the resident in the morning. Most recently happened this morning (Monika.Gray@ontario.ca @ May 17, 2016 
10:24:51) 

Resident observed seated in a reclining wheelchair slightly reclined (Monika.Gray@ontario.ca@ May 17, 2016 10:36:1 9) 

2 Wheelchair slightly reclined (Monika.Gray@ontario.ca@May 17, 2016 10:36:19) 

2 Retention issue, less than 1 yr ago, retaining over 500mL (Monika.Gray@ontario.ca@ May 17, 2016 15:22:27) 

Hospitalized July 22-27, 2015 for UTI (Monika.Gray@ontario.ca@ May 17, 2016 10:40:22) 

Q# Note 

2 one lower denture is cracked. (Susan.Squires@ontario.ca@May 18, 2016 09:38:46) 

april 29 (Susan.Squires@ontario.ca@ May 18, 2016 08:41 :33) 
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QCLI . Q# 

201502 (Unclean 3 
Ambulation Equip· RO) 

Resident: 1000087150 

QCLI 

107234 (Choices 
Lacking - RI) 

539514 (Hospitalization 
-CR) 

Q# 

3 

4 

5 

Note 

resident has 4 wheeled walker - dried whitish stains are on the seat and on the bars of the walker. foam handle on the right hand side has a 
1 inch round chunck missing (Lyne.Duchesne@Ontario.ca@ May 17, 2016 11 :13:35) 

Note 

states that the staff tell her when to go to bed she does not choose (Susan.Squires@ontario.ca@ May 17, 2016 14:20:19) 

states she is not happy about this there was an issue last evening with the full timer PSW when resident was working on something in her 
dresser drawers when.the PSW came along and told her it was bedtime and closed up the drawers (Susan.Squires@ontario.ca@May 17, 
2016 14:20:19) 

has to get up for bf (Susan.Squires@ontario.ca@ May 17, 2016 14:21 :02) 

March 31, 2016 - possible GI bleeding (Susan.Squires@ontario.ca@May 17, 2016 12:37:06) 
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Resident 

1000006469 

1000007170 

1000007612 

1000007952 

1000009553 

1000022282 

1000028040 

1000028801 

Inspection Protocol 

Personal Support SeNices 

Personal Support SeNices 

Dignity, Choice and Privacy 

Personal Support SeNices 

Personal Support SeNices 

Continence Care and Bowel Mgt. 

Falls Prevention 

Hospitalization and Change in Condition 

Pain 

Personal Support SeNices 

Re~ponsive Behaviours 

Skin and Wound 

Stage 2 By Resident 
For Home 0000000511 

Generated on: May 21, 2016 13:14:34 

Qcli(s) 

620016 • Bedfast-MOS [MR) 
620215 - Communication Problem-MOS [MRF] 

220075 - Unclean/Ungroomed - RO 
620215 - Communication Problem-MOS [MRF] 

107234 - Choices Lacking - RI 

220075 - Unclean/Ungroomed - RO 
620215 - Communication Problem-MOS [MRF] 

220075 - Unclean/Ungroomed - RO 

605706 - Incontinence {LR)-MDS [MR] 

410512 - Fall in Last 30 Days - SI 
610711 - Fall in Last 30 Days-MOS [MR] 

539514 - Hospitalization - CR 
639712 - Pneumonia-MOS [MR] 

619710 - Increase Mod to Sev Pain-MOS [P-MR) 

620215 - Communication Problem-MOS [MRF] 

632996 - Increased Care Resist-MOS [P-MR] 
632720 - Worsening Behaviour-MOS [P-MR] 

634701 - New Pressure Ulcer-MOS [P-MRF] 
634824 - Pressure Ulc (HR)-MDS [MR] 

Accommodation SeNices: Housekeeping 101500 - Bldg/Env Unclean - RI 

Continence Care and Bowel Mgt. 

Minimizing of Restraining 

Nutrition and Hydration 

Prevention of Abuse and Neglect 

Dignity, Choice and Privacy 

605706 - Incontinence (LR)-MDS [MR] 

217522 - Potential Side Rai l Restraint - RO 

41 8082 - No Plan-Low BMI - SI 

125253 - Abuse - RI 

1 07234 - Choices Lacking - RI 

Inspector( s) 

Monika.Gray@ontario.ca 

Monika.Gray@ontario.ca 

Laleh.Newell@ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Monika.Gray@ontario.ca 

Monika.Gray@ontario.ca 

Susan.Squires@ontario.ca 

Susan.Squires@ontario.ca 

Susan.Squires@ontario.ca 

Susan.Squires@ontario.ca 

Tammy.Szymanowski@Ontario.ca 
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1000029101 

1000041161 

1000046095 

1000062876 

1000066838 

1000082780 

1000084254 

Minimizing of Restraining 

Prevention of Abuse and Neglect 

Responsive Behaviours 

Skin and Wound 

Falls Prevention 

Personal Support Services 

Dignity, Choice and Privacy 

Nutrition and Hydration 

Personal Support Services 

Responsive Behaviours 

Skin and Wound 

217522 - Potential Side Rail Restraint- RO 

125253 - Abuse - RI 

632720 - Worsening Behaviour-MOS [P-MR] 

634824 - Pressure Ulc (HR)-MDS [MR] 

410512 - Fall in Last 30 Days - SI 

620215 - Communication Problem-MOS [MRF] 

1 07234 - Choices Lacking - RI 

418082 - No Plan-Low BMI - SI 

220075 - Unclean/Ungroomed - RO 

632996 - Increased Care Resist-MOS [P-MR] 
632720 - Worsening Behaviour-MOS [P-MR) 

234261 - BruisesfTears/Burns - RO 
634824 - Pressure Ulc (HR)-MDS [MR] 

Accommodation SeNices: Housekeeping 201502 - Unclean Ambulation Equip - RO 

Accommodation Services : Laundry 102513 - Missing Clothing - RI 

Dignity, Choice and Privacy 

Accommodation Services: Laundry 

Dignity, Choice and Privacy 

Accommodation SeNices: Laundry 

Continence Care and Bowel Mgt. 

Hospitalization and Change in Condition 

Minimizing of Restraining 

Pain 

Prevention of Abuse and Neglect 

Falls Prevention 

Nutrition and Hydration 

Pain 

Personal Support Services 

1 07234 - Choices Lacking - RI 

102513 - Missing Clothing - RI 

107234 - Choices Lacking - RI 

102513 - Missing Clothing - RI 

405079 - Catheter Use - SI 

539514 - Hospitalization - CR 

217089 - Potential Restraints - RO 

619710 - Increase Mod to Sev Pain-MOS [P-MR] 

125253 - Abuse - RI 

410512 - Fall in Last 30 Days - SI 

418082 - No Plan-Low BMI - SI 

61971 O - Increase Mod to Sev Pain-MOS [P-MR] 

320245 - Dental Care Lacking - Fl 

Tammy.Szymanowski@Ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Laleh.Newell@ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Tammy .Szymanowski@Ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Lyne.Duchesne@Ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Tammy.Szymanowski@Ontario.ca 

Monika.Gray@ontario.ca 

Monika.Gray@ontario.ca 

Monika.Gray@ontario.ca 

Monika.Gray@ontario .ca 

Monika.Gray@ontario.ca 

Susan.Squires@ontario.ca 

Susan.Squires@ontario.ca 

Susan.Squires@ontario.ca 
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1000087014 

1000087150 

Accommodation Services : Housekeeping 

Dignity, Choice and Privacy 

Hospitalization and Change in Condition 

Personal Support Services 

201502 - Unclean Ambulation Equip - RO 

107234 - Choices Lacking - RI 

539514 - Hospitalization - CR 

620215 - Communication Problem-MOS [MRF] 

© 201 G Providigm LLC I Version: 2.9.2016022~ 

Lyne.Duchesne@Ontario.ca 

Susan .Squires@ontario.ca 

Susan.Squires@ontario.ca 
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This is Exhibit "D" 
to the Affidavit of RHONDA KUKOL Y, 
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[;>Ontario Inspection Protocol 
Medication 

Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

Home-related - Mandatory 

Home Name: Inspection Number: (hard copy use only) 

Date: 

Inspector ID: 

'Qeti?i:m-9n[1 ~Q~i·£rm!i~,.1~'1i:'.!1: ,.. M! , 
Adverse drug reaction: A harmful and unintended response by a resident to a drug or combination of 

drugs which occurs at doses normally used or tested for the diagnosis, 
treatment or prevention of a disease or the modification of an organic function 

Controlled substance: 

Drug: 

Medication incident: 

Natural health product: 

Pharmacist: 

Prescriber: 

Prescription: 

A controlled substance within the meaning of the Controlled Drugs and 
Substances Act (Canada) 

A substance or a preparation containing a substance referred to in clauses (a) 
through (d) of the definition of drug in subsection 1 (1) of the Drug and 
Pharmacies Regulation Act, including a substance that would be excluded 
from that definition by virtue of clauses (f) to (i) of that definition, but does not 
include a substance referred to in clause (e) of that definition. 

A preventable event associated with the prescribing, ordering, dispensing, 
storing, labelling, administering or distributing of a drug, or the transcribing of a 
prescription, and includes: 
• An act of omission or commission, whether or not it results in harm, injury 

or death to a resident, or 
• A near miss event where an incident does not reach a resident but had it 

done so, harm, injury or death could have resulted 

Natural health product, as that term is defined from time to time by the Natural 
Health Products Regulations under the Food and Drugs Act (Canada), other 
than a product that is a substance that has been identified in the regulations 
made under the Drug and Pharmacies Regulation Act as being a drug for the 
purposes of that Act despite clause (f) of the definition of 'drug' in subsection 1 
(1) of that Act. (this definition for the purposes of r. 132 only) 

A member of the Ontario College of Pharmacists who holds a certificate of 
registration as a pharmacist. · 

A person who is authorized under a health profession Act as defined in the 
Regulated Health Professions Act, 1991 to prescribe a drug within the 
meaning of that Act. 

A direction from a prescriber directing the dispensing of any drug or drugs for a 
resident. 
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Topical: A drug in the form of a liquid, cream, gel, lotion, ointment, spray or power that 
is applied to an area of the skin and is intended to affect only the local area to 
which it is applied. 

:.:. w,··_;.· .. _-.s.·· .. e.'·.·.-_'._·-.· •_-.:.:_'_•_-,}.:·_ .. , .• -. . · ··tY·· .. t1~ .~ 

The home-related mandatory IP is used to review the home's medication administration and management 
during the Resident Quality Inspection of the L TC home. 

The nursing inspector may also use this IP to inspect concerns related to medication administration and 
management during any type of inspection. · 

The inspection focuses on the licensee's obligations to meet the requirements of the Long Term Care Homes 
Act, 2007 and Ontario Regulation 79110 in the following areas: 

0 . Reg. 79/10 s. 8 Policies, etc., to be followed and records 

0 . Reg. 79/10 s. 114-118 Drugs 

0 . Reg. 79/10 s. 119 - 121 Pharmacy Service Provider 

0 . Reg. 79/10 s. 122 -137 Obtaining and Keeping Drugs 

Each section within this IP contains statements that provide guidance to the inspector in the collection of 
information during an inspection and may not be applicable in every situation. The information collected will be 
used to determine whether a home is in compliance with the L TCHA. 

This IP contains three (3) Parts: 

Part A - Medication administration, drug storage areas, and drug destruction records 

Part B - Medication administration I processes 

Part C - Medication management system 

During the Resident Quality Inspection: 

1. One ( 1) assigned nursing inspector will complete the applicable questions in Part A with the focus on 
safe medication administration and drug storage practices. 

2. The inspector is responsible for observing the following: 

One (1) drug storage area observed for narcotics and controlled substances. 

Medication administration for one resident. The selected resident may reside in any location of the 
LTCH. Select a resident identified with high risk conditions and associated medication regimes. 
Example: insulin-dependent diabetes, pain management, anticoagulant therapy. The selected 
resident is not required to be part of the census sample. The entire medication I treatment pass for 
the selected resident will be observed. 

Note: The inspector will increase the medication administration sample to up to three residents 
maximum if concerns are identified. 

3. Where non-compliance in Part A is identified, the findings will be communicated during team meetings. 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

Page 2 of 20 

LTCI00031806 



£J.:>ontario Inspection Protocol 
Medication 

Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

4. The nursing inspector will complete the applicable questions in Part B and Part C related to the non
compliance identified in Part A. 

5. The inspector must document evidence to support non-compliance in the 'Notes' section when 
answering 'No'. 

PART A: Medication Administration and Drug Storage 

:~i~(i~6J]'~H§~!llY.\~, J?.~Gl~iiH'.~Nl~~ .. ~~ri:tril~,rvj~~z'. 
Interview the resident or SOM, if any, as appropriate to determine: 

• Whether the resident I SOM was advised about the resident's medical condition, and involved in the 
development of his or her medication regime 

• Whether resident I SOM was provided information on the risks and benefits of medicatio'ns, has an 
understanding of this information, and is allowed to exercise their right to consent or refuse consent to 
treatment 

• Whether the home staff provided information about the risks and benefits, and offered alternative 
approaches where interventions were declined or refused 

• Whether staff administer medications as appropriate 

• Whether staff assess and monitor the resident for effectiveness of medications given. 

Interview registered staff located in various resident home areas on various shifts where appropriate, to 
determine their awareness of the home's medication policies and protocols. 

Where non-registered nursing staff administers a topical, determine that the staff member has been trained. 

The Medication Administration 

Observe the administration of medications to determine: 

• Compliance with principles for the safe and timely administration of medications practices and in 
accordance with the directions specified by the prescriber. 

• Where non-registered nursing staff administers a topical, determine that the staff member has been 
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trained by a member of the registered nursing staff and is supervised by ·a member of the registered 
nursing staff 

• Where a resident is permitted to administer a drug to himself or herself, that a physician or registered 
nurse in the extended class or other prescriber who attends the resident has authorized this and it is 
consistent with the home's written policies. 

• Whether drugs are in the original labelled container, or as packaged by pharmacy service provider or 
Ontario Government Supply. 

Drug Storage Observations 

Nurse inspector(s) will make observations of drugs and biologicals stored in narcotic and controlled substances 
storage areas, to determine: 

• Secured (double-locked) locations, accessible only to designated staff 

• Narcotics I controlled substances storage count consistent with drug record log 

• Clean and sanitary conditions 

• Areas protected from heat, light, and humidity as per manufacturer's instructions 

• No more than a 3-month supply is kept in the home (excluding emergency drug supply) 

• A separate key (in possession of staff) for narcotic and controlled substances stored in separate double
locked areas 

Administration of Drugs 

·. ij~o.y~'t ', X~~;; f!6; . ~(~ . 't'; 1t·~;r:Q_ua·*tio~ <1 .':'i1.fAQtlf{e~)~'itfi!'.t 
Does the licensee ensure that no drug is used by or administered to a r. 131 (1) 

1. D D D resident in the home unless the drug has been prescribed for the 

3. 

resident? 

. -~~.qq~,~tJOQ~'jf .• ( 

DD D Does the licensee ensure that drugs are administered to residents in 
accordance with the directions for use specified by the prescriber? 

D D 
Does the licensee ensure that when a resident is taking any drug or 

D combination of drugs, including psychotropic drugs, there is monitoring 
and documentation of the resident's response and the effectiveness of 
the drugs appropriate to the risk level of the drugs? 

Long-Term Care Homes Act, 2007 and Regulation 79 
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4. D D D 

Note~fw 

Does a member of the registered nursing staff permit a staff member 
who is not otherwise permitted to administer a drug to a resident to 
administer a topical only if: 

(a) The staff member has been trained by a member of the 
registered nursing staff in the administration of topicals 

{b) The member of the registered nursing staff who is permitting the 
administration is satisfied that the staff member can safely 
administer the topical, and 

(c) The staff member who administers the topical does so under the 
supervision of the member of the registered nursing staff? 

Does the licensee ensure that no resident administers a drug to himself 
5. 0 D 0 or herself unless the administration has been approved by the 

prescriber in consultation with the resident? 

6. D D D 

Drug supply 

, ~~§>E ~~~n Ne,, ~wJ\*' 

7. D D 0 

Packaging of drugs 

Does the licensee ensure that no resident who is permitted to 
administer a drug to himself or herself, keeps the drug on his or her 
person or in his or her room except, 

(a) As authorized by a physician, registered nurse in the extended 
class or other prescriber who attends the resident, and 

(b) In accordance with any conditions that are imposed by the 
physician, the registered nurse in the extended class or other 
prescriber? 

Note: "dentist" means a member of the Royal College of Dental 
Surgeons of Ontario r. 131 (8) 

Does the licensee ensure that drugs obtained for use in the home, 
except drugs obtained for any emergency drug supply, are obtained 
based on resident usage, and that no more than a three-month supply 
is kept in the home at any time? 

Long-Term Care Homes Act, 2007 and Regulation 79 
· September 2014 v2 

r. 131 
(4)(a)(b)(c) 
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Does the licensee ensure that drugs remain in the original labelled 
8. D D D container or package provided by the pharmacy service provider or the 

Government of Ontario until administered to a resident or destroyed? 

Safe storage· of drugs 

·. ~~-·~ 1.N{'!; ._ 

9. D D D 

Does the licensee ensure that drugs are stored in an area or a 
medication cart, 

i. that is used exclusively for drugs and drug-related supplies, 

ii. that is secure and locked, 

iii. that protects the drugs from heat, light, humidity or other 
environmental conditions in order to maintain efficacy, and 

iv. that complies with manufacturer's Instructions for the storage of 
the drugs (i.e. expiration dates, refrigeration, lighting)? 

Note: . This subsection does not apply with respect to drugs that a 
resident is permitted to keep on his or her person or in his or her room 
in accordance with subsection 131 (7). 

Does the licensee ensure that controlled substances are stored in a 
10. D D D separate, double-locked stationary cupboard in the locked area or 

stored in a separate locked area within the locked medication cart? 

Security of drug supply 

11 . D D D Does the licensee ensure that all areas where drugs are stored are kept 
locked at all times, when not in use? 

Does the licensee ensure all areas where drugs are stored are 
12. D D D restricted to persons who may dispense, prescribe or administer drugs 

in the home, and the Administrator? 

Drug destruction 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 126 

r.129(1)(a) 
(i) (ii) (iii) (iv) 

r. 129 (1) (b) 

r. 130. 1 

r. 130. 2 
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13. D D 

14. D D 

D 

.[.~; auestlon .;· 
Does the licensee ensure that when a drug that is to be destroyed is a 
controlled substance, it will be done by a team acting together and 
composed of: 

i. one member of the registered nursing staff appointed by the 
Director of Nursing and Personal Care, and 

ii. a physician or a pharmacist? 

Does the licensee ensure that where a drug that is to be destroyed is 
not a controlled substance, it will be done by a team acting together 

D and composed of: 
i. one member of the registered nursing staff appointed by the 

Director of Nursing and Personal Care, and 

ii. one other staff member appointed by the Director of Nursing? 

Does the licensee ensure that when a <;!rug is destroyed, the drug is 
15. D D D altered or denatured to such an extent that its consumption is rendered 

impossible or improbable? 

PART B: Medication Administration I Processes 

r. 136 
(3)(b)(i)(ii) 

r.136(6) 

Review policies and protocols for safe administration of medication processes to determine whether: 

• Procedures are in place for safe medication administration 

• Monitored dosage system for drug administration is used 

• Proper packaging of drugs is maintained 

• Drugs are stored safely - for instance, medication cart which is secured and locked, tor controlled 
substances and all other drugs 

• There are records for drug ordering and receiving 

• There are policies and procedures for medication incidents and adverse reactions 

• There are policies and procedures that address home's responsibil ity for drug destruction and disposal. 

N te 
..... 

''~ .. ~· . 5J?S& 
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Medical directives and orders - drugs 

Does the licensee ensure that all medical directives or orders for the 
D D D administration of a drug to a resident are reviewed at any time when the 16

· resident's condition is assessed or reassessed in developing or revising 
the resident's plan of care? 

Does the licensee ensure that no medical directive or order for the 
17. D D D administration of a drug to a resident is used unless it is individualized 

to the resident's condition and needs? 

Information in every resident home area or unit 

· ,'fiN9.t '.'.l 1y~.s'i .~~·~ YNi,X~; 

1a. D D D 

··Notes i 

Does the licensee ensure that the following are available in every 
resident home area or unit in the home: 

1. Recent and relevant drug reference materials 

2. The pharmacy service provider's contact information, and 

3. The contact iJ'.lformation of at least one poison control centre or 
similar body? 

Retaining of pharmacy service provider (Part B) 

19. D D D Does the licensee retain a pharmacy service provider for the home? 

Responsibilities of pharmacy service provider 

ii.ri.~#'T+] :Y;p's;~ /Npi~ wNr . ·,Y;]~9'~e:S.~q~ ;qi;F~]Jf&\j{'·rr{; 

20. D D D 

For each resident of the home, does the licensee ensure that the 
pharmacy service provider participates in the following activities: 

• the development of medication assessments 

• medication administration records 

• records for medication reassessment, and 

• maintenance of medication profiles? 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r.117(a) 

r. 117 (b) 

r. 118 paras 
1, 2, 3 

r. 119 (1) 

~£~S~~~iti1~'.'1; 
r. 120. 1 
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Does the licensee ensure that the pharmacy service provider 
21 . D 0 D participates in the evaluation of therapeutic outcomes of drugs for 

residents? 

22. D D 
Does the licensee ensure that the pharmacy service provider 

D participates in risk management and quality improvement activities, 
including review of medication incidents, adverse drug reactions and 
drug utilization? 

Does the licensee ensure that the pharmacy service provider 
23. D D D participates in developing audit protocols for the pharmacy service 

provider to evaluate the medication management system? 

Does the licensee ensure that the pharmacy service provider 
24. 0 0 D participates in educational support to the staff of the home in relation to 

drugs? 

Notes .: 

Does the licensee ensure that the pharmacy service provider 
25. 0 0 0 participates in drug destruction and disposal if required by the 

licensee's policy? 

System for notifying pharmacy service provider 

r. 120. 2 

r. 120. 3 

r. 120. 5 

r. 120. 6 

~~;J~; ~~~0~· ~~~~~~~~~~]~t7:~~:3]~~~. ~~j~~~- ~~~~~.~~~J•1~~~t~ .. ~~!~~r~~~~~~~~=~=~a~~~~~nJ~~~-~~~~~~~~~~-

Does the licensee ensure that a system is in place for notifying the r. 121 
26. D 0 D pharmacy service provider within 24 hours of the admission, medical 

absence, psychiatric absence, discharge, and death of a resident? 

Purchasing and handling of drugs 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 
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Does the licensee ensure that no drug is acquired, received or stored 
by or in the home or kept by a resident unless the drug: 

a) has been prescribed for a resident or obtained for the purposes 
of the emergency drug supply, and 

27. D D D b) has been provided by, or through an arrangement made by, the 
pharmacy service provider or the Government of Ontario? 

Note: This subsection does not apply where exceptional circumstance exist 
such that a drug prescribed for a resident cannot be provided by, or t/1rough an 
arrangement made by, the pharmacy service provider r. 122 (2) 

,Note:§f 

Monitored dosage system 

:~iN&:ra;1 :ve·s;f · ~o f \.NA'.'' 

2a. D D 

29. D D 

D Does the licensee ensure that a monitored dosage system is used in 
the home for the administration of drugs? 

Does the monitored dosage system promote the ease and accuracy of 
D the administration of drugs to residents and support monitoring and 

drug verification activities? 

Administration of drugs . 

Does the licensee ensure that no person administers a drug to a 
30. D D D resident in the home unless that person is a physician, dentist, 

registered nurse or a registered practical nurse? 

31. D D D 

Where a resident is permitted to administer a drug to himself or herself, 
does the licensee ensure that there are written policies to ensure that 
the residents who do so understand: 

(a) The use of the drug 

(b) The need for the drug 

(c) The need for monitoring and documentation of the use of the 
drug, and 

(d) The necessity for safekeeping of the drug by the resident where 
the resident is permitted to keep the drug on his or her person 
or in his or her room? 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 122 (1) (a) 
and (b) 

r. 125 (1) 

r. 125 (2) 

r. 131 (3) 

· r. 131 (6) 
(a)(b)(c)(d) 
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Drug record (ordering and receiving) 

Does the licensee ensure that a drug record is established, maintained 
and kept in the home for at least two years, in which is recorded the 
following information, in respect of every drug that is ordered and 
received in the home: 

1. The date the drug is ordered 

2. The signature of the person placing the order 

3. The name, strength and quantity of the drug 

32. 000 4. The name of the place from which the drug is ordered 

5. The name of the resident for whom the drug is prescribed, 
where applicable 

6. The prescription number, where applicable 

7. The date the drug is received in the home 

8. The signature of the person acknowledging receipt of the drug 
on behalf of the home 

9. Where a controlled substance is destroyed,· including 
documentation as per section 136 (4)? 

Resident's drug regimes 

33. 0 D 

34. D D 

Does the licensee ensure that appropriate actions are taken in 
D response to any medication incident involving a resident and any 

adverse drug reaction to a drug or combination of drugs, including 
psychotropic drugs? . 

D At least quarterly, does the licensee ensure that there is a documented 
reassessment of each resident's drug regime? 

Medication incidents and adverse drug reactions 

35. D D D 

Does the licensee ensure that every medication incident involving a 
resident and every adverse drug reaction is: 

(a) documented, together with a record of the immediate actions 
taken to assess and maintain the resident's health, and 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 133 (1 -9) 

r. 134 (b) 

r.134(c) 

r. 135 (1) (a) 
(b) 
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'·No&'$';j 

36. D D D 

Not~s} 

(b) reported to the resident, the resident's SOM, if any, the Director 
of Nursing and Personal Care, the Medical Director, the 
prescriber of the drug, the resident's attending physician or the 
registered nurse in the extended class attending the resident 
and the pharmacy service provider? 

Does the licensee ensure that: 

(a) all medication incidents and adverse drug reactions are 
documented, reviewed and analyzed 

(b) corrective action is taken as necessary, and 

(c) a written record is kept of everything required under clauses (a) 
and (b)? 

Restraining by administration of drug, etc., under common law duty 

37. D D D 

Does the licensee ensure that every administration of a drug to restrain 
a resident when immediate action is necessary to prevent serious 
bodily harm to the resident or to others pursuant to the common law 
duty, is documented, and does the licensee ensure that the following 
are documented: · 

1. Circumstances precipitating the administration of the drug 
2. Who made the order, what drug was administered, the dosage 

given, by what means the drug was administered, the time or 
times when the drug was administered and who administered the 
drug 

3. The resident's response to the drug 

4. All assessments, reassessments and monitoring of the resident 

5. Discussions with the resident or where the resident is incapable, 
the resident's substitute decision-maker, following the 
administration of the drug to explain the reasons for the use of 
the drug? 

PART C: Medication Management System 

(Complete applicable questions if non-compliance is identified in Part A) 

<~~{"'., ' Y~st'. ,t~? ~ : ~;A_;r ~, , ~ .. <'''' ;,;,;~)0''Que,Sti9!1 , 
Has the licensee developed an interdisciplinary medication 

38. D D D management system that provides safe medication management and 
optimizes effective drug therapy outcomes for residents? 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 
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I ""'oles>! i!.:"\ ., ...... J 

39. D D D 
Has the licensee ensured 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? 

Are the written policies and protocols developed, implemented, 
40. 0 D D evaluated and updated in accordance with evidence-based practices 

and, if there are none, in accordance with prevailing practices? 

Are the written policies and protocols reviewed and approved by the 
41 . D D 0 Director of Nursing and Personal Care and the pharmacy service 

provider and, where ~ppropriate, the Medical Director? 

42. D D 

43. D D 
,. Not~s r) 

Does the licensee ensure that any plan, policy, protocol, procedure, 
D strategy or system instituted or otherwise put in place is in compliance 

with and is implemented in accordance with all applicable requirements 
under the Act? · 

D Does the licensee ensure that any plan, policy, protocol , procedure, 
strategy or system instituted or otherwise put in place is complied with? 

Quarterly evaluation 

r. 114 (2) 

r. 114 (3) (a) 

r. 114 (3) (b) 

r. 8 (1)(a) 

r. 8 (1) (b) 

:(:)~et :~ ~x~s;~ r~~ .: !iN.ll{ ;i '.:li±±U;ill:iL:.>·s:''~~z)l.ili/;\:::_::q:Jj.9<2f~i~lli::;P.::.:::"~tL'·'".'z:" !L2~L.:12.:fill:i:Jlli1:.Jl!.:.:i&E~d&U..£'.±ill.:.'j1: Si'-'@""::;_;}5ii.\~':2~Ri:i'<·'·e..J~rd,J;s':.1:;J.i~: 
Does the licensee ensure that an interdisciplinary team, which must r . 115 (1) 

44. D D D include the Medical Director, the Administrator, the Director of Nursing 
and Personal Care and the pharmacy service provider, meets at least 
quarterly to evaluate the effectiveness of the medication mana ement 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 
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l I 
I system in the home and to recommend any changes necessary to 

improve the system? 

.Notes/ 
I 

. <jN~i>11. Y:~s:, ; . N,9 · i"NiA ·' .itl' 9~~~-~'?rft',W'.i. lR' 
~~'-"=-.=;.;:c.:.="'-=-""-L.~"2."-'0J.....!l..C-~.W....:....-..C:..~"'-"'"-+""-'-'-""'-'--"-'~-l 

Does the quarterly evaluation of the medication management system 
include at least: 

(a) reviewing drug utilization trends and drug utilization patterns in 
the home, including the use of any drug or combJnation of 
drugs, including psychotropic drugs, that could potentially place 
residents at risk 

45. 000 
(b) reviewing reports of any medication incidents and adverse drug 

reactions referred to in subsections 135 (2) and (3) and all 
instances of the restraining of residents by the administration of 
a drug when immediate action is necessary to prevent serious 
bodily harm to a resident or to others pursuant to the common 
law duty referred to in section 36 of the Act, and 

46. 0 0 

47. D D 

(c) identifying changes to improve the system in accordance with 
evidence-based practices and, if there are none, in accordance 
with prevailing practices? 

D Does the licensee ensure that the changes identified in the quarterly 
evaluation are implemented? 

D Does the licensee ensure that a written record is kept of the results of 
the quarterly evaluation and of any changes that were implemented? 

Annual evaluation 

Does the licensee ensure that an interdisciplinary team, which must 
include the Medical Directqr, the Administrator, the Director of Nursing 
and Personal Care, the pharmacy service provider and a registered 

48. D D D dietitian who is a member of the staff of the home, meets annually to 
evaluate the effectiveness of the medication management system in the 
home and to recommend any changes necessary to improve the 
system? 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 
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Does the annual evaluation of the medication management system: 

(a) include a review o(the quarterly evaluations in the previous year 
as referred to in section 115, 

49. 000 (b) use an assessment instrument designed specifically for this 
purpose, and 

50. 0 0 

st 0 0 

(c) identify changes to improve the system in accordance with 
evidence-based practices and, if there are none, in accordance 
with prevailing practices? 

O Does the licensee ensure that the changes identified in the annual 
evaluation are implemented? 

O Does the licensee ensure that a written record is kept of the results of 
the annual evaluation and of any changes that were implemented? 

Retaining of pharmacy service provider 

Is the pharmacy service provider a holder of a certificate of 
52. 0 0 0 accreditation for the operation of the pharmacy under section 139 of the 

Drug and Pharmacies Regulation Act? 

Transition 

Is there a written contract between the licensee and the pharmacy 
53. 0 0 0 service provider setting out the responsibilities of the pharmacy service 

provider? 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 116 (3) 
(a)(b)(c) 

r.116(4) 

r.116(5) 

. 
r. 119(2) 

r.119(3) 

Page 15of 20 

LTCI00031806 



~ 

t?ontario Inspection Protocol 
Medication 

Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

Does the written contract provide that the pharmacy service provider 
shall: 

(a) provide drugs to the home on a 24-hour basis, seven days a 

54. D 0 0 week, or arrange for their provision by another holder of a 
certificate of accreditation for the operation of a pharmacy under 
section 139 of the Drug and Pharmacies Regulation Act, and 

(b) perform all the other responsibilities of the pharmacy service 
provider under the Regulation? 

Notes ~ 

Emergency drug supply 

55. D D 
Does the licensee who maintains an emergency drug supply for the 

O home ensure that only drugs approved for this purpose by the Medical 
Director in collaboration with the pharmacy service provider, the 
Director of Nursing and the Administrator, are kept? 

Does the licensee who maintains an emergency drug supply for the 
home ensure that a written policy is in place to address: 

• the location of the supply, 

56.000 • procedures and timing for reordering drugs, 

• access to the supply, 

• use of drugs in the supply, and 

• tracking and documentation with respect to the drugs maintained 
in the supply? 

Does the licensee who maintains an emergency drug supply for the 
home ensure that, at least annually, there is an evaluation done by the 

57. 0 0 0 Medical Director, pharmacy service provider, DONPC and 
Administrator, of the utilization _of drugs kept in the emergency drug 
supply in order to determine the need for the drugs? 

Does the licensee who maintains an emergency drug supply for the 
58. 0 0 0 home ensure that any recommended changes resulting from the 

evaluation are implemented? 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 119(4)(a) 
(b) 

r.123(a) 

r. 123 (b) 

r.123(c) 

r.123(d) 
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Changes in directions for administration 

59. D D 

Does the licensee ensure that a policy is developed and approved by 
the Director of Nursing and Personal Care and the pharmacy service 

D provider and, where appropriate, the Medical Director, to govern 
changes in the administration of a drug due to modifications of 
directions for use made by a prescriber, including temporary 
discontinuation? 

Sending of drugs with a resident 

60. D D 

61. D D 

Does the licensee ensure that a policy is developed and approved by 
the Director of Nursing and Personal Care and the pharmacy service 

D provider and, where appropriate, the Medical Director, to govern the 
sending of a drug that has been prescribed for a resident with him or 
her when he or she leaves the home on a temporary basis or is 
discharged? 

Does the licensee ensure that where a resident wishes to use a drug 
that is a natural health product and that has not been prescribed, there 

D are written policies and procedures to govern the use, administration 
and storage of the natural health product? 

Monitored dosage system 

,~~&'~}! ~Y~s_;i ,: ~?' : ¥~/A '' 

62. D D 
Does the licensee ensure that a monthly audit is undertaken of the daily 

D count sheets of controlled substances to determine if there are any 
discrepancies, and that immediate action is taken if any discrepancies 
are discovered? 

Medication incidents and adverse drug reactions 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 127 

r. 128 

r. 132 (1) 

r. 130. 3 

Page 17 of 20 

LTCI00031806 



t>ontario Inspection Protocol 
Medication 

Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

Does the licensee ensure that: 
(a) a quarterly ~eview is undertaken of all medication incidents and 

adverse drug reactions that have occurred in the home since 
the time of the last review in order to -reduce and prevent 

63. D D D medication incidents and adverse drug reactions, 

(b) any changes and improvements identified in the review are 
implemented, and 

(c) a written record is kept of everything provided for in clause (a) 
and (b)? 

Not~$~) 

Drug destruction and disposal 

(Complete applicable questions if non-compliance is identified in Part A) 

64. DDD 

Does the licensee ensure that, as part of the medication management 
system, a written policy is developed in the home that provides for the 
ongoing identification, destruction and disposal of: 

(a) all expired drugs 
(b) all drugs with illegible labels 

(c) all drugs that are in containers that do not meet the 
requirements for marking containers specified under section 
156 (3) of the Drug and Pharmacies Regulation Act, and 

(d) a resident's drug where, 

i. The prescriber attending the resident orders that the use of 
the drug be discontinued 

ii. The resident dies, subject to obtaining the written approval 
of the person who has signed the medical certificate of death 
under the Vital Statistics Act or the resident's attending 
physician, or 

iii. The resident is discharged and the drugs prescribed for the 
resident are not sent with the resident? 

Does the home's drug destruction and disposal policy include that 
drugs that are to be destroyed and disposed of shall be stored safely 

65. D D D and securely within the home, separate from drugs that are available 
for administration to a resident, until the destruction and disposal 
occurs? 

-Notes;; 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 135(3) 
(a)(b)(c) 

r. 136 (1) 
(a)(b)(c)(d) 

r. 136 (2) 1 
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Does the home's drug destruction and disposal policy include that any 
controlled ·substance that is to be destroyed and disposed of shall be 

66. D D D stored in a double-locked storage area within the home, separate from 
any controlled substance that is available for administration to a 
resident, until the destruction and disposal occurs? 

67. D D 
Does the home's drug destruction and disposal policy include that 
drugs are destroyed and disposed of in a safe and environmentally 

D appropriate manner in accordance with evidence-based practices and, 
if there are none, in accordance with prevailing practices? 

r. 136 (2) 2 

r. 136 (2) 3 

·-·~~a:'' f; · .~Y~s11 , ~<> ; ,·N[~ · ······ ·'.·~: '"R':qy~,~~~n:1tr/t_i;i .. ,. .:JL~\1ti~x9~~~;;_\;~i·.; .i 
~"'--"--"'---""'--'="""-"-='--"'-""--"-'-~~~~-""--""'-'-"'-+'~~"'-"'-"-'---"'"-1 

Has the licensee ensured that where a drug that is to be destroyed is a r. 136 (4) 
controlled substance, the drug destruction and disposal policy provides (1 ·S) 
that the applicable team document the following in the drug record: 

68. DDD 

69. D D D 

1. The date of removal of the drug from the drug storage area 

2. The name of the resident for whom the drug was prescribed, 
where applicable 

3. The prescription number of the drug, where applicable 

4. The drug's name, strength and quantity 

5. The reason for destruction 
6. The date when the drug was destroyed 

7. The names of the persons who destroyed the drug 

8. The manner of destruction of the drug? . 

Does the licensee ensure: 

(a) that the drug destruction and disposal system is audited at least 
annually to verify that the licensee's procedures are being 
followed and are effective? 

(b) that any changes identified in the audit are implemented; and 

( c that a written record is kept of eve rovided for in clauses 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 

r. 136 (5) 
(a)(b)(c) 
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(a) and (b)? 

Inspection Protocol 
Medication 

Based on information collected during the inspection process, the inspector may determine the need to select 
and further inspect other related care I services areas. When this occurs, the inspector will document 
reason(s) for further inspection in ad hoc notes, select and complete other relevant IPs related to medication, 
for example: 

• Admission and Discharge 

• Critical Incident Response 

• Dignity, Choice and Privacy 

• Falls Prevention 

• Pain 

• Personal Support Services 

• Prevention of Abuse, Neglect and Retaliation 

• Quality Improvement 

• Reporting and Complaints 

• Responsive Behaviours 

• Safe and Secure Home 

• Skin aild Wound Care 

• Sufficient Staffing 

• Training and Orientation 

Long-Term Care Homes Act, 2007 and Regulation 79 
September 2014 v2 
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Home-related - Mandatory 

Home Name: Inspection Number: (hard copy use only) 

Date: 

Inspector ID: 

Adverse drug reaction: A harmful and unintended response by a resident to a drug or combination of 
drugs which occurs at doses normally used or tested for the diagnosis, 
treatment or prevention of a disease or the modification of an organic function 

Controlled substance: 

Drug: 

Medication incident: 

Natural health product: 

Pharmacist: 

Prescriber: 

Prescription: 

A controlled substance within the meaning of the Controlled Drugs and 
Substances Act (Canada) 

A substance or a preparation containing a substance referred to in clauses (a) 
through (d) of the definition of drug in subsection 1 (1 ) of the Drug and 
Pharmacies Regulation Act, including a substance that would be excluded 
from that definition by virtue of clauses (f) to (i) of that definition, but does not 
include a substance referred to in clause (e) of that definition. 

A preventable event associated with the prescribing, ordering, dispensing, 
storing, labelling, administering or distributing of a drug, or the transcribing of a 
prescription, and includes: 
• An act of omission or commission, whether or not it results in harm, injury 

or death to a resident, or 
• A near miss event where an incident does not reach a resident but had it 

done so, harm, injury or death could have resulted 

Natural health product, as that term is defined from time to time by the Natural 
Health Products Regulations under the Food and Drugs Act (Canada), other 
than a product that is a substance that has been identified in the regulations 
made under the Drug and Pharmacies Regulation Act as being a drug for the 
purposes of that Act despite clause (f) of the definition of 'drug' in subsection 1 
(1) of that Act. (this definition for the purposes of r. 132 only) 

A member of the Ontario College of Pharmacists who holds a certificate of 
registration as a pharmacist. 

A person who is a1:1thorized under a health profession Act as defined in the 
Regulated Health Professions Act, 1991 to prescribe a drug within the 
meaning of that Act. 

A direction from a prescriber directing the dispensing of any drug or drugs for a 
resident. 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 201 7 
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Inspection Protocol 
Medication 

Topical: A drug in the form of a liquid, cream, gel, lotion, ointment, spray or power that 
is applied to an area of the skin and is intended to affect only the local area to 
which it is applied. · 

Use 

The home-related mandatory IP is used to review the home's medication administration and management 
during the Resident Quality Inspection of the L TC home. 

The nursing inspector may also use this IP to inspect concerns related to medication administration and 
management during any type of inspection. 

The inspection focuses on the licensee's obligations to meet the requ irements of the Long Term Care Homes 
Act, 2007 and Ontario Regulation 79110 in the following areas: 

0. Reg. 79/10 s. 8 Policies, etc., to be followed and records 
0 . Reg. 79/10 s. 114-118 Drugs 
0 . Reg. 79/10 s. 119 - 121 Pharmacy Service Provider 
0 . Reg. 79/10 s. 122 -137 Obtaining and Keeping Drugs 

Procedure 

Each section within this IP contains statements that provide guidance to the inspector in the collection of 
information during an inspection and may not be applicable in every situation. The information collected will be 
used to determine whether a home is in compliance with the L TCHA. 

This IP contains three (3) Parts: 

Part A - Medication administration, drug storage areas, and drug destruction records 

Part B - Medication administration I processes 

Part C - Medication management system 

During the Resident Quality Inspection: 

1. One (1) assigned nursing inspector will complete the applicable questions in Part A with the focus on 
safe medication administration and drug storage practices. And, in Part B and C complete the questions 
relating to the L TCH processes for handling of Medication Incidents and Adverse Drug Reactions. 

2. The inspector is responsible for observing the following: 

One (1) drug storage area observed for narcotics and controlled substances. 

Medication administration for ~ resident. The selected resident may reside in any location of the 
LTCH. Select a resident identified with high risk conditions and associated medication regimes. 
Example: insulin-dependent diabetes, pain management, anticoagulant therapy. The selected 
resident is not required to be part of the census sample. The entire medication I treatment pass for 
the selected resident will be observed. 

Note: The inspector will increase the medication administration sample to up to three residents 
maximum if concerns are identified. 

3. Review the L TCH processes for handling of medication incidents and adverse drug reactions, and 
Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 
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review the records kept of any medication incidents and adverse drug reactions. 

Inspection Protocol 
Medication 

4. Where non-compliance is identified, the findings will be communicated during team meetings. 

5. The nursing inspector will complete the applicable questions in Part B and/or C related to the non
compliance identified in Part A and/or B. 

6. The inspector must document evidence to support non-compliance in the 'Notes' section when 
answering 'No'. 

PART A: Medication Administration and Drug Storage 

Resident I Substitute Decision-Maker Interview 

Interview the resident or SOM, if any, as appropriate to determine: 

• Whether the resident I SOM was advised about the resident's medical condition, and involved in the 
development of his or her medication regime 

• Whether resident I SOM was provided information on the risks and benefits of medications, has an 
understanding of this information, and is allowed to exercise their right to consent or refuse consent to 
treatment 

• Whether the home staff provided information about the risks and benefits, and offered alternative 
approaches where interventions were declined or refused 

• Whether staff administer medications as appropriate 

• Whether staff assess and monitor the resident for effectiveness of medications given. 

I 

~m1.11 . .1111.1,g111.1.__....., 

Staff Interviews 

Interview registered staff located in various resident home areas on various shifts where appropriate, to 
determine their awareness of the home's medication policies and protocols. 

Where non-registered nursing staff administers a topical, determine that the staff member has been trained. 

Observations 

The Medication Administration 

Observe the administration of medications to determine: 

. • Compliance with principles for the safe and timely administration of medications practices and in 
Long-Term Care Homes Act, 2007 and Regulation 79 Page 3 of 23 
July, 2017 
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accordance with the directions specified by the prescriber. 

• Where non-registered nursing staff administers a topical, determine that the staff member has been 
trained by a member of the registered nursing staff and is supervised by a member of the registered 
nursing staff 

• Where a resident is permitted to administer a drug to himself or herself, that a physician 'or registered 
nurse in the extended class or other prescriber who attends the resident has authorized this and it is 
consistent with the home's written policies. 

• Whether drugs are in the original labelled container, or as packaged by pharmacy service provider or 
Ontario Government Supply. 

Drug Storage Observations 

Nurse inspector(s) will make observations of drugs and biologicals stored in narcotic and controlled substances 
storage areas, to determine: 

• Secured (double-locked) locations, accessible only to designated staff 

• Narcotics I controlled substances storage count consistent with drug record log 

~ Clean and sanitary conditions 

• Areas protected from heat, light, and humidity as per manufacturer's instructions 

• No more than a 3-month supply is kept in the home (excluding emergency drug supply) 

• A separate key (in possession of staff) for narcotic and controlled substances stored in separate double
locked areas 

Administration of Drugs 

1. 

2. 

3. 

Does the licensee ensure that no drug is used by or administered to a 
D D D resident in the home unless the drug has been prescribed for the 

resident? 

D D 

D D 

D Does the licensee ensure that drugs are administered to residents in 
accordance with the directions for use specified by the prescriber? 

Does the licensee ensure that when a resident is taking any drug or 
D combination of drugs, including psychotropic drugs, there is monitoring 

and documentation of the resident's response and the effectiveness of 
the drugs appropriate to the risk level of the drugs? 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 131 (1) 

r. 131 (2) 

r.134(a) 
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4. D D D 

Does a member of the registered nursing staff permit a staff member 
who is not otherwise permitted to administer a drug to a resident to 
administer a topical only if: 

(a) The staff member has been trained by a member of the 
registered nursing staff in the administration of topicals 

(b) The member of the registered nursing staff who is permitting the 
administration is satisfied that the staff member can safely 
administer the topical, and 

(c) The staff member who administers the topical does so under the 
supervision of the member of the registered nursing staff? 

Does the licensee ensure that no resident administers a drug to himself 
5. D D D or herself unless the administration has been approved by the 

prescriber in consultation with the resident? 

6. D D 

Drug supply 

7. D D 

D 

Does the licensee ensure that no resident who is permitted to 
administer a drug to himself or herself, keeps the drug on his or her 
person or in his or her room except, 

(a) As authorized by a physician, registered nurse in the extended 
class or other prescriber who attends the resident, and 

(b) In accordance with any conditions that are imposed by the 
physician, the registered nurse in the extended class or other 
prescriber? 

Note: "dentist" means a member of the Royal College of Dental 
Surgeons of Ontario r. 131 (8) 

Does the licensee ensure that drugs obtained for use in the home, 
D except drugs obtained for any emergency drug supply, are obtained 

based on resident usage, an"d that no more than a three-month supply 
is kept in the home at any time? 

Long-Tenn Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 131 (5) 

r. 124 
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Packaging of drugs 

Does the licensee ensure that drugs remain in the original labelled 
8. 0 0 0 container or package provided by the pharmacy service provider or the 

Government of Ontario until administered to a resident or destroyed? 

Safe storage of drugs 

.. ,1iNb?i~{ ~~$~;., ~()';''."~A''! ., 

9. D D D 

Does the licensee ensure that drugs are stored in an area or a 
medication cart, 

i. that is used exclusively for drugs and drug-related supplies, 

ii. that is secure and locked, 

iii. that protects the drugs from heat, light, humidity or other 
environmental conditions in order to maintain efficacy, and 

iv. that complies with manufacturer's instructions for the storage of 
the drugs (i.e. expiration dates, refrigeration , lighting)? 

Note: This subsection does not apply with respect to drugs that a 
resident is permitted to keep on his or her person or in his or her room 
in accordance with subsection 131 (7). 

Does the licensee ensure that controlled substances are stored in a 
10. 0 0 D separate, double-locked stationary cupboard in the locked area or 

stored in a separate locked area within the locked medication cart? 

Security of drug supply 

11. D D D Does the licensee ensure that all areas where drugs are stored are kept 
locked at all times, when not in use? 

Does the licensee ensure all areas where drugs are stored are 
12. 0 0 0 restricted to persons who may dispense, prescribe or administer drugs 

in the home, and the Administrator? 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 126 

r. 129 (1)(a) 
(i) (ii) (iii) (iv) 

r. 129 (1) (b) 

r. 130. 1 

r. 130. 2 
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Drug destruction 

No. Yes No NIA Question 

Does the licensee ensure that when a drug that is to be destroyed is a 
controlled substance, it will be done by a team acting together and 

13. D D D 
composed of: 

i. one member of the registered nursing staff appointed by the 
Director of Nursing and Personal Care, and 

ii. a physician or a pharmacist? 

Notes 

No. Yes No NIA Question 

Does the licensee ensure that where a drug that is to be destroyed is 
not a controlled substance, it will be done by a team acting together 

14. D D D 
and composed of: 

i. one member of the registered nursing staff appointed by the 
Director of Nursing and Personal Care, and 

ii. one other staff member appointed by the Director of Nursing? 

Notes 

No. Yes No NIA Question 

Does the licensee ensure that when a drug is destroyed, the drug is 
15. D D D altered or denatured to such an extent that its consumption is rendered 

impossible or improbable? 

Notes 

PART 8 : Medication Administration I Processes 

Act/Reg. 

r. 136 (3) {a) 
(i) (ii) 

Act/Reg. 

r. 136 
(3)(b)(i){ii) 

Act/Reg. 

r. 136 (6) 

(Complete applicable questions for Mandatory Tasks in Part B & C, and if non-compliance is identified in Part A) 

Record Review / Interview 

Review policies and protocols for safe administration of medication processes to determine whether: 

• Procedures are in p lace for safe medication administration 

• Monitored dosage system for drug administration is used 

• Proper packaging of drugs is maintained 

• Drugs are stored safely - for instance, medication cart which is secured and locked, for controlled 
substances and all other drugs 

• There are records for drug ordering and receiving 

• There are policies and procedures for medication incidents and adverse reactions 

• There are policies and procedures that address home's responsibility for drug destruction and disposal. 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 · 
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Handling of Medication Incidents and Adverse Drug Reactions 

The Inspector will review the LTCH's written processes for handling of medication incidents and adverse drug 
reactions to determine: 

• Processes are developed and implemented to ensure that every medication incident involving a resident 
and that every adverse drug reaction is: 

-Documented, together with a record of the immediate and corrective actions taken to assess and 
maintain the resident's health, and prevent recurrence. 

- Every medication incident and adverse drug reaction is reported to the 

o Resident, 

o Resident's SOM, if any, 

o Director of Nursing and Personal Care, 

o Medical Director, 
o Prescriber of the drug, 

o Resident's attending physician or the registered nurse in the extended class attending the 
resident, and 

o Pharmacy service provider. 

• Records are kept: 

-All medication incidents and adverse drug reactions are documented, reviewed and analyzed quarterly 
in order to reduce and prevent medication incidents and adverse drug reactions; 

-Corrective action is taken as necessary, related to the results of the review and analysis of medication 
incidents and adverse drug reactions in order to reduce or prevent recurrence; and 

-A written record is kept of everything, including the review. 

Review the LTCHs records, 
• All medication incidents and adverse drug reactions for the last quarterly review and inspect on 

only three (3) medication incidents (highest risk). This will provide a look at the home's 
processes and quarterly review statistics and medication incident analysis. 

Interview the resident or SOM, if any, as appropriate to determine: 

• Whether staff inform the resident/SOM of any medication incidents and adverse drug reactions. 

Interview registered staff to determine: 

• Whether written processes are in place related to medication incidents and adverse drug reactions, 
including documentation and records. 

. Mt.i; .,@t.1,Citi!ii!,t. 

Medical directives and orders - drugs 

No. Yes No NIA Question 

16. D D D Does the licensee ensure that all medical directives or orders for the 
administration of a drug to a resident are reviewed at any time when the 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

Act/Reg. 

r.117(a) 
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I I 
I resident's condition is assessed or reassessed in developing or revising I 

the resident's plan of care? 

.·.No~sf. 

Does the licensee ensure that no medical directive or order for the 
17. 0 0 0 administration of a drug to a resident is used unless it is individualized 

to the resident's condition and needs? 

Information in every resident home area or unit 

1a. D D D 

Does the licensee ensure that the following are available in every 
resident home area or unit in the home: 

1. Recent and relevant drug reference materials 

2. The pharmacy service provider's contact information, and 

3. The contact information of at least one poison control centre or 
similar body? 

Retaining of pharmacy service provider (Part B) 

19. D D D Does the licensee retain a pharmacy service provider for the home? 

Responsibilities of pharmacy service provider 

·~'.Ne;, 11 {Ye~,; .·.NO·(/ i;N!A.: 

20. D D D 

·Note:s 

For each resident of the home, does the licensee ensure that the 
pharmacy service provider participates in the following activities: 

• the development of medication assessments 

• medication administration records 

• records for medication reassessment, and 

• maintenance of medication profiles? 

Does the licensee ensure that the pharmacy service provider 
21 . D D D participates in the evaluation of therapeutic outcomes of drugs for 

residents? 

Long-Tenn Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 118 paras 
1, 2, 3 

r. 119 (1) 

r. 120. 1 

r. 120. 2 
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22.DDD 

Does the licensee ensure that the pharmacy service provider 
participates in risk management and quality improvement activities, 
including review of medication incidents, adverse drug reactions and 
drug utilization? 

Does the licensee ensure that the pharmacy service provider 
23. D D D participates in developing audit protocols for the pharmacy service 

provider to evaluate the medication management system? 

Does the licensee ensure that the pharmacy service provider 
24. D D 0 participates in educational support to the staff of the home in relation to 

drugs? 

'·Not~s l 

Does the licensee ensure that the pharmacy service provider 
25. 0 0 0 participates in drug destruction and disposal if required by the 

licensee's policy? 

System for notifying pharmacy service provider 

Does the licensee ensure that a system is in place for notifying the 
26. D D 0 pharmacy service provider within 24 hours of the admission, medical 

absence, psychiatric absence, discharge, and death of a resident? 

Purchasing and handling of drugs 

21. D D D 

Does the licensee ensure that no drug is acquired, received or stored 
by or in the home or kept by a resident unless the drug: 

a) has been prescribed for a resident or obtained for the purposes 
of the emergency drug supply, and 

b) has been provided by, or through an arrangement made by, the 
pharmacy service provider or the Government of Ontario? 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 120. 3 

r. 120. 4 

r. 120. 5 

r. 120. 6 

r. 121 

r. 122 (1) (a) 
and (b) 
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Note: This subsection does not apply where exceptional circumstance exist 
such that a drug prescribed for a resident cannot be provided by, or through an 
arrangement made by, t/1e pharmacy service provider r. 122 (2) 

J~o~'s;1 

Monitored dosage system 

2a. D D D Does the licensee ensure that a monitored dosage system is used in 
the home for the administration of drugs? 

'. '_No,.t·,_~ '·Y __ ._,~s~i ·No ,,'; NIA 0 
~ < • ~t · . . :: --· . ' 

Does the monitored dosage system promote the ease and accuracy of 
29. 0 D 0 the administration of drugs to residents and support monitoring and 

drug verification activities? 

Administration of drugs 

Does the licensee ensure that no person administers a drug to a 
30. 0 0 0 resident in the home unless that person is a physician, dentist, 

registered nurse or a registered practical nurse? 

31. D D D 

Where a resident is permitted to administer a drug to himself or herself, 
does the licensee ensure that there are written policies to ensure that 
the residents who do so understand: 

(a) The use of the drug 

(b) The need for the drug 

(c) The need for monitoring and documentation of the use of the 
drug, and 

( d) The necessity for safekeeping of the drug by the resident where 
the resident is permitted to keep the drug on his or her person 
or in his or her room? 

Drug record (ordering and receiving) 

y~~9;r,~ ~~~~4 , . ~;~ .. , ;i. ~tAk hY~-J~~: §~ 1~r ;;~ :::Y '.':t~1 ,''''·.·!~i''~1r·';!'i9~~'sti~n ~· "·lr~i'i\r·<Ji: 

32. D D D Does the licensee ensure that a drug record is established, maintained 
and ke t in the home for at least two years, in which is recorded the 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 125 (1) 

r. 131 (3) 

r. 133 (1-9) 
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t?ontario Inspection Protocol 
Medication 

Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

following information, in respect of every drug that is ordered and 
received in the home: 

1. The date the drug is ordered 

2. The signature of the person placing the order 

3. The name, strength and quantity of the drug 

4. The name of the place from which the drug is ordered 

5. The name of the resident for whom the drug is prescribed, 
where applicable 

6. The prescription number, where applicable 

7. The date the drug is received in the home 

8. The signature of the person acknowledging receipt of the drug 
on behalf of the home 

9. Where a controlled substance is destroyed, including 
documentation as per section 136 (4)? 

Notes 

Resident's drug regimes 

No. Yes No Nf A Question 

Does the licensee ensure that appropriate actions are taken in 

33. D D D response to any medication incident involving a resident and any 
adverse drug reaction to a drug or combination of drugs, including 
psychotropic drugs? 

Notes 

No. Yes No N/A Question 

34. D D D At least quarterly, does the licensee ensure that there is a documented 
reassessment of each resident's drug regime? 

Notes 

Medication incidents and adverse drug reactions 

No. Yes No N/A Question 

Does the licensee ensure that every medication incident involving a 
resident and every adverse drug reaction is: 

(a) documented, together with a record of the immediate actions 
taken to assess and maintain the resident's health, and 

35. D D D (b) reported to the resident, the resident's SOM, if any, the Director 
of Nursing and Personal Care, the Medical Director, the 
prescriber of the drug, the resident's attending physician or the 
registered nurse in the extended class attending the resident 
and the pharmacy service provider? 

Notes 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

Act/Reg. 

r. 134 (b) 

Act/Reg. 

r. 134 (c) 

Act/Reg. 

r. 135(1)(a) 
(b) 
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t?ontario Inspection Protocol 
Medication 

Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

No .. Yes No N/A Question 

Does the licensee ensure that: 
(a) all medication incidents and adverse drug reactions are 

36. D D D 
documented, reviewed and analyzed 

(b) corrective action is taken as necessary, and 

(c) a written record is kept of everything required under clauses (a) 
and (b)? 

Notes 

Restraining by administration of drug, etc., under common law duty 

No. Yes No N/A Question 

Does the licensee ensure that every administration of a drug to restrain 
a resident when immediate action is necessary to prevent serious 
bodily harm to the resident or to others pursuant to the common law 
duty, is documented, and does the licensee ensure that the following 
are documented: 

1. Circumstances precipitating the administration of the drug 

2. Who made the order, what drug was administered, the dosage 

37. D D D 
given, by what means the drug was administered, the time or 
times when the drug was administered and who administered the 
drug 

3. The resident's response to the drug 
4. All assessments, reassessments and monitoring of the resident 

5. Discussions with the resident or where the resident is incapable, 
the resident's substitute decision-maker, following the 
administration of the drug to explain the reasons for the use of 
the drug? 

Notes 

PART C: Medication Management System 

(Complete applicable questions if non-compliance is identified in Part A) 

No. Yes No N/A Question 

Has the licensee developed an interdisciplinary medication 
38. D D D management system that provides safe medication management and 

optimizes effective drug therapy O':Jtcomes for residents? 

Notes 

No. Yes No N/A Question 

39. D D D Has the licensee ensured that written policies and protocols are 
developed for the medication management system to ensure the 

Long-Term Care Hornes Act, 2007 and Regulation 79 
July, 2017 

Act/Reg. 

r. 135 (2)( a) 
(b) (c) 

Act/Reg. 

r.137(2) 

(1-5) . 

Act/Reg. 

r.114(1) 

Act/Reg. 

r.114(2) 
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Performance Improvement and Compliance Branch 

Inspection Protocol 
Medication 

I I 
I accurate acquisition, dispensing, receipt, storage, administration, and 

destruction and disposal of all drugs used in the home? I 
·. ~otifs·!i 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 
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Medication 
Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

Are the written policies and protocols developed, implemented, 
40. 0 0 0 evaluated and updated in accordance with evidence-based practices 

and, if there are none, in accordance with prevailing practices? 

41 . 0 0 
Are the written policies and protocols reviewed and approved by the 

0 Director of Nursing and Personal Care and the pharmacy service 
provider and, where appropriate, the Medical Director? 

Policies to be followed 

Does the licensee ensure that any plan, policy, protocol , procedure, 

42. 0 0 O strategy or system instituted or otherwise put in place is in compliance 
with and is implemented in accordance with all applicable requirements 
under the Act? 

43. 000 Does the licensee ensure that any plan, policy, protocol, procedure, 
strategy or system instituted or otherwise put in place is complied with? 

NoUis}1 sa aratad a and b into two questions 

Quarterly evaluation 

44. 000 

45. 000 

Does the licensee ensure that an interdisciplinary team, which must 
i.nclude the Medical Director, the Administrator, the Director of Nursing 
and Personal Care and the pharmacy service provider, meets at least 
quarterly to evaluate the effectiveness of the medication management 
system in the home and to recommend any changes necessary to 
improve the system? 

Does the quarterly evaluation of the medication management system 
include at least: 

(a) reviewing drug utilization trends and drug utilization patterns in 
the home, including the use of any drug or combination of 
drugs, including ps chotropic drugs, that could otentiall place 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 114 (3) (a) 

r. 114 (3) (b) 

r. 8 (1) (a) 

r. 8 (1) (b) 

r.115(1) 

r. 115 (3) 
(a)(b)(c) 
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Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

.Notes?! 

46. D D 

47. D D 
.. Notes~: 

residents at risk 

(b) reviewing reports of any medication incidents and adverse drug 
reactions referred to in subsections 135 (2) and (3) and all 
instances of the restraining of residents by the administration of 
a drug when immediate action is necessary to prevent serious 
bodily harm to a resident or to others pursuant to the common 
law duty referred to in section 36 of the Act, and 

( c) identifying changes to improve the system in accordance with 
evidence-based practices and, if there are none, in accordance 
with prevailing practices? 

D Does the licensee ensure that the changes identified in the quarterly 
evaluation are implemented? 

D Does the licensee ensure that a written record is kept of the results of 
the quarterly evaluation and of any changes that were implemented? 

Annual evaluation 

Does the licensee ensure that an interdisciplinary team, which must 
include the Medical Director, the Administrator, the Director of Nursing 
and Personal Care, the pharmacy service provider and a registered 

48. D D D dietitian who is a member of the staff of the home, meets annually to 
evaluate the effectiveness of the medication management system in the 
home and to recommend any changes necessary to improve the 
system? 

49. D D D 

Does the annual evaluation of the medication management system: 

(a) include a review of the quarterly evaluations in the previous year 
as referred to in section 115, 

(b) use an assessment instrument designed specifically for this 
purpose, and 

(c) identify changes to improve the system in accordance with 
evidence-based practices and, if there are none, in accordance 
with prevailing practices? 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r.116(1) 

r.116(3) 
(a)(b)(c) 
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Medication 

Ministry of Health and Long-Term Care 
Performance Improvement and Compliance Branch 

so. D 
·Notes) 

51. D 

D 

D 

D Does the licensee ensure that the changes identified in the annual 
evaluation are implemented? 

D Does the licensee ensure that a written record is kept of the results of 
the annual evaluation and of any changes that were implemented? 

Retaining of pharmacy service provider 

ls the pharmacy service provider a holder of a certificate of 
52. D D D accreditation for the operation of the pharmacy under section 139 of the 

Drug and Pharmacies Regulation Act? 

Transition 

Is .there a written contract between the licensee and the pharmacy 
53. 0 0 0 service provider setting out the responsibilities of the pharmacy service 

provider? 

54. 000 

Does the written contract provide that the pharmacy service provider 
shall: 

(a) provide drugs to the home on a 24-hour basis, seven days a 
week, or arrange for their provision by another holder of a 
certificate of accreditation for the operation of a pharmacy under 
section 139 of the Drug and Pharmacies Regulation Act, and 

(b) perform all the other responsibilities of the pharmacy service 
provider under the Regulation? 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 116 (5) 

r. 119 (3) 

r. 119(4)(a) 
(b) 
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Emergency drug supply 

SS. ODD 

56. D D D 

.·Note.st 

Does the licensee who maintains an emergency drug supply for the 
home ensure that only drugs approved for this purpose by the Medical 
Director in collaboration with the pharmacy service provider, the 
Director of Nursing and the Administrator, are kept? 

• procedures and timing for reordering drugs, 

• access to the supply, 

• use of drugs in the supply, and 

• tracking and documentation with respect to the drugs maintained 
in the supply? 

Does the licensee who maintains an emergency drug supply for the 
home ensure that, at least annually, there is an evaluation done by the 

S?. D D D Medical Director, pharmacy service provider, DONPC and 
Administrator, of the utilization of drugs kept in the emergency drug 
supply in order to determine the need for the drugs? 

Does the licensee who maintains an emergency drug supply for the 
S8. D D D home ensure that any recommended changes resulting from the 

evaluation are implemented? 

Changes in directions for administration 

s9. D D D 

Does the licensee ensure that a policy is developed and approved by 
the Director of Nursing and Personal Care and the pharmacy service 
provider and, where appropriate, the Medical Director, to govern 
changes in the administration of a drug due to modifications of 
directions for use made by a prescriber, including temporary 
discontinuation? 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 · 

r. 123 (a) 

r.123(b) 

r. 123 (c) 

r. 123 (d) 

r. 127 
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Performance Improvement and Compliance Branch 

Notes 

Sending of drugs with a resident 

No. Yes No NIA Question 

Does the licensee ensure that a policy is developed and approved by 
the Director of Nursing and Personal Care and the pharmacy service 

60. D D D provider and, where appropriate, the Medical Director, to govern the 
sending of a drug that has been prescribed for a resident with him or 
her when he or she leaves the home on a temporary basis or is 
discharged? 

Notes 

No. Yes No N/A Question 

Does the licensee ensure that where a resident wishes to use a drug 

61 . D D D that is a natural health product and that has not beeri prescribed, there 
are written policies and procedures to govern the use, administration 
and storage of the natural health product? 

Notes 

Monitored dosage system 

No. Yes No NIA Question 

Does the licensee ensure that a monthly audit is undertaken of the daily 

62. D D D count sheets of controlled substances to determine if there are any 
discrepancies, and that immediate action is taken if any discrepancies 
are discovered? 

Notes 

Medication incidents and adverse drug reactions 

No. Yes No NIA Question 

Does the licensee ensure that: 

(a) a quarterly review is undertaken of all medication incidents and 
adverse drug reactions that have occurred in the home since 
the time of the last review in order to reduce and prevent 

63. D D D medication incidents and adverse drug reactions, 

(b) any changes and improvements identified in the review are 
implemented, and 

(c) a written record is kept of everything provided for in clause (a) 
and (b)? 

Notes 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

Act/Reg. 

r. 128 

ActJReg. 

r. 132 (1) 

Act/Reg. 

r. 130. 3 

Act/Reg. 

r. 135 (3) 
(a)(b)(c) 
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Drug destruction and disposal 

(Complete applicable questions if non-compliance is identified in Part A) 

64.000 

Does the licensee ensure that, as part of the medication management 
system, a written policy is developed in the home that provides for the 
ongoing identification, destruction and disposal of: 

(a) all expired drugs 

(b) all drugs with illegible labels 

(c) all drugs that are in containers that do not meet the 
requirements for marking containers specified under section 
156 (3) of the Drug and Pharmacies Regulation Act, and 

(d) a resident's drug where, 

i. The prescriber attending the resident orders that the use of 
the drug be discontinued 

ii. The resident dies, subject to obtaining the written approval 
of the person who has signed the medical certificate of death 
under the Vital Statistics Act or the resident's attending 
physician, or 

iii. The resident is discharged and the drugs prescribed for the 
resident are not sent with the resident? 

Does the home's drug destruction and disposal policy include that 
drugs that are to be destroyed and disposed of shall be stored safely 

65. 0 0 0 and securely within the home, separate from drugs that are available 
for administration to a resident, until the destruction and disposal 
occurs? 

Does the home's drug destruction and disposal policy include that any 
controlled substance that is to be destroyed and disposed of shall be 

66. 0 0 0 stored in a double-locked storage area within the home, separate from 
any controlled substance that is available for administration to a 
resident, until the destruction and disposal occurs? 

67. 0 0 0 Does the home's drug destruction and disposal policy include that 
drugs are destro ed and dis osed of in a safe and environmental! 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 

r. 136 (2) 2 

r. 136 (2) 3 
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I I 
:Nof~s ! 

68. 0DD 

69. D D D 

I appropriate manner in accordance with evidence-based practices and, 
if there are none, in accordance with prevailing practices? 

Has the licensee ensured that where a drug that is to be destroyed is a 
controlled substance, the drug destruction and disposal policy provides 
that the applicable team document the following in the drug record: 

1. The date of removal of the drug from the drug storage area 

2. The name of the resident for whom the drug was prescribed, 
where applicable 

3. The prescription number of the drug, where applicable 

4. The drug's name, strength and quantity 

5. The reason for destruction 

6. The date when the drug was destroyed 

7. The names of the persons who destroyed the drug 

8. The manner of destruction of the drug? 

Does the licensee ensure: 

(a) thc;1t the drug destruction and disposal system is audited at least 
annually to verify that the licensee's procedures are being 
followed and are effective? 

(b) that any changes identified in the audit are implemented; and 

(c) that a written record is kept of everything provided for in clauses 
(a) and {b)? 

I 

r.136(4) 

(1-8) 

r. 136 (5) 
(a)(b)(c) 

Based on information collected during the inspection process, the inspector may determine the need to select 
and further inspect other related care I services areas. When this occurs, the inspector will document 
reason(s) for further inspection in ad hoc notes, select and complete other relevant IPs related to medication, 
for example: 

• Admission and Discharge 

• Critical Incident Response 

• Dignity, Choice and Privacy 

• Falls Prevention 

• Pain 

• Personal Support Services 

Long-Term Care Homes Act, 2007 and Regulation 79 
July, 2017 
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Performance Improvement and Compliance Branch 

• Prevention of Abuse, Neglect and Re~aliation 

• Quality Improvement 

• Reporting and Complaints 

• Responsive Behaviours 

• Safe and Secure Home 

• Skin and Wound Care 

• Sufficient Staffing 

• Training and Orientation 

Long-Term Care Hornes Act, 2007 and Regulation 79 
July, 2017 

Inspection Protocol 
Medication 
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This is Exhibit "E" 
to the Affidavit of RHONDA KUKOLY, 
Sworn before me this 24th 
Day of July, 2018 



KEY RISK INDICATORS: 
RAl-MDS related: 
new or worsening pressure ulcers; daily physical restraint; weight loss; fans; new fractlXe; indwening catheter: prevalence or worsening bladder 
or bowel incontinence; fecal impaction; mod/severe or worsening pain; pneumonia; wound infection; UTls; worsening function in ADLs; 
depression without anti-depressant therapy; worsening depression or anxiety; behavioural symptoms affecting others; worsening behaviour; anti
anxiety/hypnotic drug use; antipsychotic drug use in absence of psychotic/related condition; 
Non-RAJ-MOS related: 
verified complaints; offensive odour; poor grooming & hygiene; staff or leadership turnover; financial concerns: alleged/actual financial abuse to 
resident: availability of meaningful activity; use of agencies; poor oral health; nourishmert/supplement not cons1n1ed by resident at nutritional risk: 
environmental hazards/system breakdown; accidental/unexpected death; missing resident; emergencies; equipment related i~llies; allegedlactual 
abuse/assault; medication misappropriation; injuries resultinll in transfer/admission to hospital; outbreaks 

Judgement Matrix and Compliance Due Date Decision Tool 

Home Name: ~~= 

SCOPE: 
1-lsolated 
2-Pattem 
3 - Widespread 

SEVERITY: 
1 -Minimum Risk 
2 - Minimal harm or 
Potential for Actval Harm 
3 -Actual Harm/Risk 
4 - Immediate Jeopardy 

COMPLIANCE HISTORY: 
l)No previous NC withiu last 3 yrs. 
2) I or more mrrelg(ed NC in last 3 yrs. 
3)/ (Jr mo" ~NC m last.' yrs. 
4)Desp110J!OH acnon 11'1'C. order)NC 

continu.ts wr1h ongrnal tm!u of.VC 
S)l/11//lp lr! NC H'tth at loost one re/OJcd to the 
cur~lll ar(1(J of concern 

6)0bsrructron 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

*Refer to the Judgement Matrix and Orders P&Ps for complete definitions to assist in decision making. 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

Act (s) or 
Reg(r) 

Section related To NC (brief) 

Revised November 29. 2016 

Initial 
Sev. 
level 

KRI 
(YIN) 

Anal 
Sev. 
Level 

Scope JM 
Quadrant 

JM 
Median 
Action 

Compliance 
Hx 

Action/ 
Order 

Dec is lo 
n 

Reason for Variance 
L:,c,1, ..i' "~C9n1plljlnce,,0U:e ~~ 1c;:oo111or,co °": "''', · ' 
i~·. 1:1,gh 1,1 ,:,;c;~,: \11;; ;i:teas~:fo.r,c;po ,Vart;in~e :,: '·j 

','..'.~'~ . :; 2~1:-. ;i~ ·1,:;~l?t f ,~, ::,:;;!~:,;;~ ;;;r~~~i 
i:iffi,;;f ,;'f' ,j·~ 1~ µ1: '::.' 'i;ii,. ;;, A) .j 
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13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

Act(s) 
or Reg 

(r) 

Section related to NC (briel) 

ReviSed November 29. 2016 

Initial KRI Final Scope 
sev. (YIN) Sev. 
Level Level 

- JM -

Quadrant 
JM I Compliance 

Median Hx 
Action 

Action/ 
Order 

Declslo 
n 

Reason for Variance 
1! ·.';f '.~ · : c_omp11~ceDu!! Date (9DDJ1orico ':' ' 1: '.:· ,.j 

i~~,ni~li:ffGf ~if f Ji::1 
l'';t; '~W i:bir.,~':~T ~jt 

·iJ 

.;t, ·:1;r '·' ;::,. 
.'!rP'. . ·<l.~r]:: · ;;:~t:V ·1 ~'~•'ii,,~i :~:Gi'f. ;;\ ·:~ ·:·~·fo1 

1
.,.,,, ,:,., 'l""·f. 1 · t .,, 1··•h 1. 
;i·: . -ti i_J_:~ . · ~ ~;]!' ~~ '.:; f; ;:;: :f 

., . 'F '~ ,: 'T' .,•. ~ ,;. .:;: .v -;- ;·;.· 
·: • :r : ~-1 • : , .·~ • . 

"J 

,;:,,r:1;; JI , . 2j~.:::, 1 t:; i 

11;,;~{,;!·}, ::' ] \': 
'1 · }: _~I~ , ~I .1 !J. ·"· ·~fr. ~~1. ~~j ~· 

):;,'' 

::'.'(}.-.- '. I 

:~ ;1 
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Resoonsive Behaviours 
Restraints 
Safe and Secure (bed rails, communication and response 
system doors. elevators. emergency plan, generators. 
hazardous substances. windows 

Accommodation Services (Maintenance, Laundry Md 
Housekeepinq) 
Admission authorization (Ucensee's admission 
consideration & a, 
Complaints 
Continuous Quality Improvement I Qualitv Mana<iement 
Dietary Services & Hydration (wt ch;nges; menu 
1/anninq; food f)(Oduction; dinina & snack seNice: 

General Programs {other than those already identified) 
Restorative Care; Recreafon!Social; Medical; lnfonnation & 
referral assistance: Re/iaious & spiritual; Voluntee1 
Infection Prevention and Control Program (staff 
palficipation; implementation of program; immuniZalion & 
screenina) 
Mandatorv Reoortio 
NursiM & PSS (ADLs including bathing) 
Policy (developed; communicated; implemented; complied 
with. 

TraininQ staff (includes orientafon. traininq and re-trainin! 
Transferrin<1 and Positionin· 

Revised November 29, 2016 

COO for High Risk CO 
up to 21 days 

21 days 

21 days 

21 davs 
21 
21 days 

21 days 

21 days 

21= . 
21 days 
21 days 

21 days 

21 days 

21 days 

21d:.VS 
21 days 

COO for Not High Risk CO up to 
120 days 

120 days 

120 days 

120 da 
120 
120days 

120 days 

120 days 

120= 
120 davs 
120days 

120 days 

120 days 

120 days 

120 da\ 
120da· 

Judgement Matrix 
Level4 J K L 

Cl) Immediate WN. VPC. WN. VPC. CO WN VPC. CO. WAC u 
~sk WAC. OR. WAO. QB. FS DR FS. MMC RUIM c MMC .!!! 

'iS. Level 3 G H I 
E Actual Hann I Risk WN. VPC. CO. WN. VPC. 00 WN. VPC. CO. WAO. 
0 WAC. OR. WAC. OR. DR. FS. MMO 

(..) 
I Level2 D E F c 

0 Minbnal hann or WN. VPC. CO. DR. WN. VPC. CO. WN. VPC. CO. WAC. z potential for actual WAC. DR. DR. - hann 
0 
>. Level1 A B c - Minimum risk WN. VPC. DR. WN. VPC. CO. DR. WN. VPC. CO. WAC. -.:::: 
Cl) OR. 

~ Level 1 Level2 Level3 en 
Isolated Pattern Widesr>read 

Scope of Non-Compliance 

Additional Aspects to Consider 
The inspector must also consider the Yes /True No I False 
following when determining the (Consider a (Consider a 
appropriate COO shorter CDDj lonQerCDD) 

The Order is a r""l.rrina order. 

There is reason to believe that there are sufficient 
internaVcorporate (financial or human) resources to 
support the home in returning the Order to 
compliance. 

The size of the home is less than 192 beds 
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t?ontario 

Section: 

Policy and Procedure: 

Section 2 
Inspection Suooort 

Judgement Matrix 

Inspectors' Handbook 
Performance Improvement and Compliance Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: May 22, 2015 

Page: 1of32 

JUDGEMENT MATRIX 

Policy 

The purpose of the Judgement Matrix (JM) policy is to provide inspectors in the Long-Term Care 
Homes Quality Inspection Program (LQIP) of the Performance Improvement and Compliance Branch, 
Ministry of Health and Long-Term Care (MOHLTC), with the following: 

• the use of a standardized, consistent, evidence-based tool to determine the most appropriate 
action to take and /or order to make, based on the factors to be taken into account, when non
compliance with a requirement under the Long-Term Care Homes Act, 2007, (L TCHA) is in issue 

• procedures and relevant resources 

• the definition of Judgement Matrix and additional definitions relevant specifically to JM from the 
LQJP Glossary of Terms; and 

• applicable legislative references which provide the authority, mandate and requirements relative to 
factors to be taken into account when non-compliance with a requirement in the L TCHA is 
identified 

Judgement Matrix (JM): The JM is a grid-like tool that plots the scope of non-compliance of harm or 
risk of harm arising from the non-compliance on one axis and the severity of the non-compliance of 
harm or risk of harm arising from the non-compliance on the other axis, and with consideration of the 
non-compliance as a key risk indicator. 

Each grid (quadrant) will identify potential action(s) to take and I or order(s) to make based on the 
non-compliance. The inspector uses the licensee's compliance history to assist in choosing the best 
option(s). 

Compliance History (CH): This refers to the licensee's history of compliance, in the applicable L TCH, 
with the legislative requirements, as accumulated within the last 36 months (e.g. If the current 
inspection is May 31 , 2014, the CH would be from June 1, 2011 to May 31 , 2014). An exception for 
extending the scope of the licensee's compliance history (to more than one home owned by the 
licensee and for a greater time period) may be considered at the discretion of the inspector in 
consultation with the SAO manager, where it is warranted. 

Ministry of Health and Long-Term Care 
©Queen's Printer for Ontario, 2013 
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Section: Section 2 
Inspection Suooort 

Policy and Procedure: Judoement Matrix 

Inspectors' Handbook 
Performance Improvement and Compliance Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: May 22. 2015 

Page: 2 of 32 

Compliance Order (CO): This is an order that can be made by an inspector or Director on the 
licensee of a L TCH if the licensee has failed to comply with a requirement under the L TCHA. The 
inspector may order the licensee of a L TCH to: 

• do anything, or refrain from doing anything, to achieve compliance with a requirement under 
the L TCHA; or 

• prepare, submit and implement a plan for achieving compliance with a requirement under the 
LTCHA. 

Director Referral (DR): Action taken along with a Written Notification, when the best course of action 
to take, as determined by the Judgement Matrix and compliance history, is beyond the scope or. 
authority of the inspector and requires the Director under the Act to review the findings and take the 
appropriate action/order. 

Financial Sanction (FS): A Director order made on the Licensee of a L TCH requesting that funding 
be returned or withheld as per section 155 of the L TCHA. · 

Interim Manager (IM): If the Director makes an order revoking the LTCH licence, the Director may 
also make an order providing for the L TCH to be occupied and operated by an IM until the revocation 
of the licence becomes effective and the residents of the home are relocated as per the requirements 
in section 157( 4) of the L TCHA. 

Key Risk Indicator (KRI): A key risk indicator is a measurement used by Ministry to assess the 
licensee's performance, based on the nature and extent of potential harm that may affect the well
being of residents (clinical), or the associated risk of the situation (non-clinical). 

Mandatory Management Order (MMO): This is a Director order made on the licensee of a L TCH to 
retain, at the licensee's expense, one or more persons acceptable to the Director to manage or assist 
in managing the L TCH, as per the requirements outlined in section 156 of the L TCHA, if the following 
grounds are met: 

a) the licensee has not complied with a requirement under the L TCHA, and 

b) there are reasonable grounds to believe that the licensee cannot or will not properly manage 
the LTCH, or cannot do so without assistance. 

Revocation of Licence (RL): This is a Director order made on the licensee of a LTCH, to revoke their 
licence, as per the grounds outlined in section 157 of the L TCHA. This may also include an order 
providing that the home be occupied and operated by an interim manager until the revocation is 
effective and the residents are relocated. 

Scope: This means pervasiveness throughout the home (O.Reg. 79110 ss. 299(3)). Scope refers to 
the extent of the effect on residents' health and I or safety, or area covered by a given activity, 
concern, or problem, and can be described at three levels: isolated, pattern, or widespread. 
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Severity: This refers to the degree of negative impact on residents' health and I or safety of a given 
activity, concern, or problem, and can be described at four levels: minimal harm, minimal harm or 
potential for actual harm, actual harm, or immediate jeopardy. The severity level may be affected by 
whether the provision in non-compliance is or is not a Key Risk Indicator (KRI) . 

Voluntary Plan of Correction (VPC): If an inspector finds that a licensee has not complied with a 
requirement under the LTCHA, a VPC is an action taken by an inspector on the licensee, whereby the 
licensee is requested to prepare a written plan of correction for achieving compliance, to be 
implemented voluntarily. There is no requirement for the licensee to submit the plan to the inspector 
or to produce the VPC on subsequent inspection. · 

Work and Activity Order (WAO): This is an order made by an inspector or Director on the licensee 
of a LTCH, directing the licensee to: 

• allow employees of the Ministry, or agents or contractors acting under the authority of the Ministry, 
to perform any work or activity at the L TCH that is necessary, in the opinion of the person making 
the order, to achieve compliance with a requirement under the L TCHA; and 

• pay the reasonable costs of the work or activity. 

Grounds: (as outlined in section 154 of the L TCHA) 

The WAO may be made and served if: 

o the licensee has not complied with a requirement under the L TCHA; and 

o there are reasonable grounds to believe that the licensee will not or cannot perform the work 
or activity necessary to achieve compliance. · 

Written Notification (WN): This is the minimum action taken by an inspector for every provision 
where the licensee has not complied with a requirement under the L TCHA. The WN identifies the 
legislative reference and finding(s) (the facts that support the finding of non-compliance with the 
legislative provision) . 

Additional definitions relevant to the Judgement Matrix can be found in the LQIP Glossary of Terms. 
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LEGISLATIVE REFERENCES 

L TCHA PART IX COMPLIANCE AND ENFORCEMENT 

LTCHA s. 142 Purpose of inspection 

LTCHA s. 149 Inspection report 

LTCHA s.152 Actions by inspector if non-compliance found 

LTCHA s. 153 Compliance orders 

LTCHA s. 154 Work and activity orders 

LTCHA s. 155 Order that funding be returned or withheld 

LTCHA s. 156 Mandatory management orders 

LTCHA ss. 157(1) Revocation 

LTCHA ss. 157(4) Interim management 

LTCHA s. 159 No due diligence or mistake of fact 

LTCHA s. 160 More than one order 

0 . Reg. 79/10 PART IX COMPLIANCE AND ENFORCEMENT 

0 . Reg. 79/1 O s. 299 Factors to be taken into account 

POLICY 

Within the LQIP, there is a standardized, consistent approach, which all inspectors must follow when 
deciding the action to take if a L TCH has not complied with a requirement under the L TCHA. This 
policy will direct inspector(s) on using the Judgement Matrix (severity and scope) and compliance 
history for the decision-making process. 

The Judgement Matrix (JM) process includes the following elements: 

1. The mandatory use of the Judgement Matrix tool by an inspector when non-compliance with a 
requirement under the L TCHA has been found during an inspection, to assist in determining, as 
per section152 of the LTCHA, what action to take or order(s) to make. 

2. A prescribed approach for using the factors to be taken into account if non-compliance is found, 
e.g. the Judgement Matrix tool (severity and scope of the non-compliance) and the licensee's 
compliance history of non-compliance. 
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3. A means to support the decision-making process on the most appropriate action to take I order to 
make. 

4. Documentation to support the decision-making process. 

OUTCOMES 

The following outcomes are expected to be achieved with the application of the Judgement Matrix as 
described in this policy and procedure: 

1. The inspector applies a written notification for each provision under the L TCHA found to be in non
compliance. 

2. The inspector and the Director consistently apply all the factors to be taken into account, and only 
those factors, as per 0 . Reg. 79/10 subsection 299 (1) for each non-compliance under the 
LTCHA. 

3. The findings and grounds support the decision(s) for action taken I order made for each provision 
under the L TCHA found in non-compliance. 

4. Documentation supports the decision-making process. 
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JUDGEMENT MATRIX 

Procedure 

HOW TO USE THIS DOCUMENT 

The procedure describing the JM includes the following elements: 

• detailed direction for the inspector on how to use the JM, 

• guidance on the use of tools and applicable reference documents; and 

• description of the role and responsibility of the team lead for the use of the JM when more than 
one inspector conducts the same inspection. 

PROCESS FLOW 

See following page for the Process Flow. 
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Identify 
Non-compliance 

Determine Severity Level 
(Level 1-4) 

If not a KRI consider a lower 
severity level; 

If a KRI consider a higher 
severity level 

Determine Scope 
(Level 1-3) 

Plot th l? severity and scope of 
NC on Judgement Matrix (A·L) 

Choose the median action/ 
order within the quadrant 

Determine 
Compliance History 

(level 1- 6) 

Judgement Matrix 

Select Actlon(s) I 
Ordcr(s) 

---)>! WN - mandatory 

Select Voluntary 
Plan of Correction 

(VPC) - option 

L-----'1~ Select Compliance 1-------; 

Order (CO) - option 

Select Work and 
Activity Order 
(WAO) - option 

The action to take/order to ,__ _______ __. 

make within the quadrant 
may vary depending on the 

CH Level 

---ll>i Select Director Referral 
(OR) - optlon 
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The following activities precede the use of the Judgement Matrix: 

• The inspector(s) conducted the inspection and determined that there is non-compliance (NC) with 
one or more requirements under the L TCHA. 

• The inspector I team lead gathered the licensee's compliance history for the applicable LTCH, for 
the last 36 months, including non-compliance with the current or previous legislation and any 
LTCH Service Accountability Agreement (L-SAA) requirements provided for by that legislation and 
the associated action taken I order. 

• The inspector(s) who id.entified the NC has sufficient relevant information to explain why the 
specific requirement under the legislation is found to be non-compliant, including the scope and 
severity of the provision found in NC. 

Team Lead Roles and Responsibilities 

When multiple inspectors conduct the same inspection, all secondary inspectors merge his/her data 
with the primary inspector's data to produce a comprehensive summary of all the facts prior to 
applying the Judgement Matrix process to any provision found in non-compliance. 

Where non-compliance is found with one or more legislative provisions, the Judgement Matrix is 
applied to each provision found in non-compliance. Wher~ more than one inspector provided 
information to support the finding of non-compliance with the exact same requirement under the 
L TCHA, the primary inspector facilitates discussion (for determining action to take I order to make) 
utilizing the JM process. 

Judgement Matrix Procedure 

The chart below outlines the procedural steps for conducting the JM process. 

Analysis & Decision-Making 

Inspectors Current IQS Inspector Manual 

Ministry of Health and Long-Term Care 
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1. In preparation for the group discussion, each Inspectors 
inspector pre-determines the compliance 
action to take I order to make for each of 
his/her specific provisions found in NC with 
consideration of the 3 factors (scope, severity, 
including key risk indicator, and the licensee's 
compliance history). 

2. All secondary inspectors transfer the IQS Inspectors 
information via their encrypted USB to the 
primary inspector's tablet. 

3. As applicable, the primary inspector reviews Inspectors 
with the secondary inspector(s) the identified 
provisions found in NC (one at a time) and the 
supportive findings. 

4. For each provision found in non-compliance 
(NC) analyze the summarized information to 
ensure it is sufficient and supports the 
identified L TCHA provision. The findings are 
documented in a manner consistent with LQIP 
documentation principles. 

5. For each requirement under the LTCHA found lnspector(s) 
in NC, the inspector(s) must consider the three 
factors to be taken into account and only these 
factors when determining action to take or 
order to make. 

The 3 factors to be taken into account are: 

i. Severity of the NC and when there is harm 
I risk of harm arising from the NC, the 
severity of the harm or risk of harm, 
including consideration of whether the NC 
is a key risk indicator (KRI) . 

ii. Scope of the NC (isolated, pattern, 
wides read , and where there is harm or 

Ministry of Health and Long-Term Care 
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RQI Policy, as applicable 

L TCHA & 0 Reg 79110 

Current IQS Inspector Manual 

RQI Policy, as applicable 

Current IQS Inspector Manual 

RQI Policy, as applicable 

L TCHA & 0 Reg 79110 

Documentation Policy 

Resident Quality Inspection 
(RQO Policy, as applicable 

Current IQS Inspector Manual 

RQI Policy, as applicable 

L TCHA & 0 Reg 79110 

JMP&P 

Appendix A: Legend 

Appendix B: JM 

Appendix C: Levels of 
Severity of NC 

. Appendix D: Key Risk 
Indicators 
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risk of harm arising from the NC, the scope 
of the harm or risk of harm. 

The licensee's Compliance History (CH) 
for the past 36 months. 

Notes: 

• Exception: - In determining whether to make 
an order under s. 157 (Revocation) of the 
L TCHA, the Director may take into account the 
scope, severity and CH as above, and any 
other factors considered relevant. 

• Based on the risk of the NC, the Director may 
consider the licensee's compliance history for a 
greater period of time and scope. 
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. Appendix E: Levels of 
Scope of NC 

. Appendix F: Levels of CH 

. Appendix G: Judgement 
Matrix Decision Tool 

6. *Determine the severity level of the NC (Level lnspector(s) 
1-4). The Level chosen should be 

Appendix C: Levels of 
Severity of NC 

proportionate to the level of risk. The inspector 
may need to subs(itute the reference to 
'resident' with 'the situation'. 

• Where the resident is unable to express the 
risk or harm (e.g. a resident with cognitive 
impairment may not be able to express how 
emotional abuse from a staff member affected 
him/her), the inspector may contact the 
resident's SOM for assistance in determining 
the severity level. 

• Consider whether the provision concern found 
in NC is a Key Risk Indicator (KRI) , 

• If the provision found in NC is not a KRI, the 
inspector may consider a lower severity level. 
For example, if the NC is related to a resident 
who did not receive the oral hypogylcemic 
·medication as ordered and the NC with the 
provision did not result in the resident being 
transferred to the hospital , the severity level 
ma be Level 2 " otential for action harm". 

Ministry of Health and Long-Term Care 
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This NC is not a KRI and thus the inspector 
has the choice to lower the severity level to 
Level 1 (Minimum Risk), as appropriate. 

• If the provision found in NC is a KRI, the 
inspector may consider a higher severity level. 
For example, if the provision in NC is related to 
the registered nursing staff not reassessing an 
infected sacral wound for 3 weeks ("prevalence 
of a wound infection' is an 'MOS' KRI) , the 
inspector has the choice to raise the severity 
Level from e.g. Level 2 (Minimal harm or 
potential for actual harm); to Level 3 (Actual 
harm), as appropriate. 

• Determine the final severity level. 
• If the severity level was altered, based on 

whether the requirement found in NC was a 
KRI or not, record the variance on the 
Judgement Matrix Decision Tool. 

Note: Based on the KR/, the severity level may 
on/ be raised or lowered one level. 
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7. Determine (and record as appropriate) the lnspector(s) 
level of the scope I pervasiveness of the 

Appendix E - Levels of 
Scope of NC 

provision found in NC, i.e. Level 1-3; isolated, 
pattern or widespread. 

8. Plot the final severity level and the scope level lnspector(s) 
of the provision found in NC on the JM to 
identify the quadrant to be used, i.e. quadrant 
A to L. 

• Identify the median (or default) action I order 
within the quadrant. 

• Each quadrant identifies the available options 
to take /orders to make. The JM tool was 
designed such that the median action/orders 
increase within the uadrant from the lower left 

Ministry of Health and Long-Term Care 
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quadrant to the upper right quadrant. You will 
note that the Work and Activity Order (WAO) is 
not a median in any quadrant, although the 
option to make a WAO continues to exist. 

Based on only the scope and severity of the NC 
the median action to take I order to make is the 
following: 

• A - Written Notification (WN) 

• B, D - Voluntary Plan of Correction (VPC) 

• C, E, F, G, H, J -Compliance Order (CO) 

• I, K - Director Referral (DR) 

• L - Revocation of Licence with or without an 
Interim Manager (RUIM). 
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9. Determine the Licensee's Compliance History lnspector(s) 
level of the NC (Level 1-6). 

Appendix F - Compliance 
History 

• Depending on the level of CH, the identified 
median action may be altered. If the CH was 
level 1 or 2 the action to take may be reduced 
e.g. CO to a VPC. If the CH was level 5 or 6 
the action to take may be increased e.g. VPC 
to a CO. This adjustment is made within the 
quadrant. 

• If the median default action was altered based 
on the CH, record the variance on the 
Judgement Matrix Decision Tool. 

Note: 

The Compliance History refers specifically to the 
Licensee's CH. 

• If the L TCH is sold there would be a new 
licensee. As such the new licensee would 
have a new CH. The Business Analyst, once 
informed will make the adjustment to the new 
licensee 's CH. 

Business 
Analyst 
(currently the 
Administrative 
Co-ordinator) 

Ministry of Health and Long-Term Care 
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• Under the following situations, the Business 
Analyst, once informed, will ensure the 
licensee 's CH is linked: 

o Licensee name change 

o Amalgamation 

o Transfer of Licence 

o Change in officers; Change in 
controlling interest 

o Exercising a security interest (e.g. 
receivership or bankruptcy) 
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Business 
Analyst 

10. The inspector selects the most appropriate lnspector(s) 
action(s) I orders(s) from the available options 

Inspection Reports Policy 

Orders Policy 
within the quadrant in the IQS Staging Form. 

• The inspector must choose a Written 
Notification (WN) for every requirement under 
the L TCHA found in NC. This may be the only 
action taken, or may be in addition to other 
action(s) taken I order(s) made. 

• If any action/order is made in addition to the 
WN, the inspector must ensure that the action 
/order to be taken meets the legislative 
grounds: 

• Voluntary Plan of Correction (Grounds
NC) 

• Compliance Order (Grounds - NC) 

• Work and Activity Order (Grounds - NC 
and inspector has reasonable grounds to 
believe that the licensee will not or cannot 
perform the work or activity to achieve 
compliance.) Note: This action would 
require discussion with the SAO manager · 
and consultation with LSB. 

Ministry of Health and Long-Term Care 
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• Director Referral (DR) (Legislation - Must 
issue a WN for NC when making a DR; 
Policy - A DR is typically made if inspector 
is making a recommendation for the 
Director to take action beyond the authority 
of the inspector, e.g. cease admissions, 
withhold funding etc.) 

Notes: 

• Where multiple subsections of the same 
provision are found in NC, the action taken 
may relate to one or all of the subsections. For 
example, if subsections 1, 7, 8 and 10 under 
section 6 of the L TCHA were found to be in 
NC, the inspector would issue a WN under the 
section. If a CO was also identified as the 
appropriate action to take, the inspector may 
make the order under the subsection with the 
most significant findings of NC, e .g. s.6(8) of 
the L TCHA. Depending on the circumstances, 
exceptions to this may occur. O(her additional 
action may be taken for any of the identified 
subsections under s. 6 of the L TCHA, e.g. VPC, 
as appropriate. 

• More than one order may be made for the 
same legislative requirement, as applicable. 

• If the action chosen within the quadrant for the 
NC is a WAO the inspector must have 
reasonable grounds to believe that the licensee 
will not or cannot perform the work or activity to 
achieve compliance. If these legislative 
grounds are not met the inspector must 
consider an alternate action, e.g. a compliance 
order. 

• Any WAO requires discussion with the SAO 
manager. 
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In multiple inspector inspections: 

• The inspector(s) who provided the findings 
supporting NC with the requirement under the 
L TCHA, should describe the JM process taken 
and final decision to the tea·m. 

• If more than one inspector found the same 
requirement under the L TCHA in NC, the 
collective findings should be described to the 
team, and the JM process is used on the 
collective findings. The final decision re the 
action/order should be made by the inspectors 
who provided the supportive findings. 

• Although the team members provide guidance 
through discussion, the inspector(s) who 
provided the findings to support the NC have 
the final decision on the appropriate action to 
take I order to make based on the factors to be 
taken into account. 

• Where consensus cannot be found with the 
NC, involving more than one inspector, the 
SAO manager will be consulted for facilitation 
purposes. 

• Team discussions related to using the JM 
process and deciding the final action/order for 
each requirement under the L TCHA found in 
NC can be conducted ·off the site of the L TCH, 
either in person or by teleconference. 

11. * Repeat Steps_ 6-10 for every requirement 
under the LTCHA found to be in NC. 

Note any variance in the Judgement Matrix 
decision tool. 
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Appendix G: Judgement 
Matrix Decision Tool 
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• Depending on whether the requirement found in NC is a KRI the severity level may only be raised 
or lowered one level after consideration by the inspector. 

• After the quadrant is chosen and the median identified, the Compliance History (CH) is the factor 
used to determine if the median action I order is appropriate. Based on the CH, the most 
appropriate action(s) to take/order(s) to make may be one or more alternate actions/orders within 
that quadrant. 

• Where the resident is unable to express the risk or harm (e."g. a resident with cognitive impairment 
may not be able to express how emotional abuse from a staff member affected him/her), the 
inspector may contact the resident's SOM for assistance in determining the severity level. 

• Any WAO made must meet the legislative grounds i.e. in addition to finding non-compliance with 
the legislative requirement, the inspector must believe that the licensee will not or cannot perform 
the work or activity to achieve compliance. Any WAO requires discussion with the SAO manager. 

COMMUNICATION STANDARDS 

• The inspector documents and is able to articulate the findings to support the NC and the action 
taken I order made based on the 3 factors (severity, scope and compliance history). 

PRIVACY RE UIREMENTS 

• Obligations under Personal Health Information Protection Act, 2004 (PHIPA) & LTCHA re: 

• protecting the personal information _(Pl) and personal health information (PHI) of residents and 
staff 

• disclosing Pl/PHI in public inspection reports and orders 

• Tip Sheet: How to Protect Pl and PHI in Public Inspection reports 

• Policy and Procedure: LQIP Privacy and Security 

Ministry of Health and Long-Term Care 
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SECURITY RE UIREMENTS 

Security requirements related to: 
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• use of encrypted email messages and/or encrypted USB flash drive when sharing Pl/PHI 

• password protection (internal and external) 

• securing documents during inspections 

• use of computers/tablets & personal digital assistant (POA) in public spaces 

• respect the L TCH's security requirements in relation to use of information technology systems 

• SAO records management (electronic and paper copies) 

• Policy and Procedure: LQIP Privacy and Security 

SUPPORT and REFERENCE DOCUMENTS 
---~~~~~~~~~~~~~~~~~~--

• LHIN - Service Accountability Agreement (L-SAA) - Article 10 s.10.1 (vi) General. 

• Legislation as outlined above 

• Judgement Matrix Appendices 

APPENDICES 

Appendix A: Legend 

Appendix 8 : Judgement Matrix 

Appendix C: Levels of Severity of Non-Compliance 

Appendix 0 : Key Risk Indicators 

Appendix E: Levels of Scope of Non-Compliance 

Appendix F: Levels of Compliance History; Compliance History Clarification 

Appendix G: Judgement Matrix Decision Tool 
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Appendix A: Legend 

WN 

VPC 

DR 

co 
WAO 

FS 

MMO 

RL 

IM 

Legend 

Written Notification 

Voluntary plan of correction (licensee to prepare a written plan of 
correction for achieving compliance, to be implemented voluntarily). 

Director Referral - Inspector to issue a WN and make a referral to the 
Director 

Compliance Order 

Work & Activity Order 

Financial Sanction (Order that funding be returned or withheld) 

Mandatory Management Order 

Revocation of License 

Interim Manager 

Ministry of Health and Long-Term Care 
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Appendix B: Judgement Matrix 

Level 4 

Immediate 

Jeopardy/Risk 

Level 3 

Actual Harm I Risk 

Severity of Level 2 
Non- Minimal harm or 

Sompliance potential for actual 
harm 

Level 1 

Minimum risk 

J K 

WN. VPC. CO. WN. VPC. CO. 
WAO. DR. WAO. DR. FS. 

MMO 

G H 
WN. VPC. CO. WN. VPC. CO. 

WAO. DR. WAO. DR. 

D E 

WN. VPC. CO. DR. WN. VPC. CO. 
WAO. DR. 

A B 

WN. VPC. DR. WN. VPC CO. 
DR. 

Level 1 Level 2 
Isolated Pattern 

Scope of Non-Compliance 

Ministry of Health and Long-Term Care 
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WN. VPC. CO. 
WAO. DR. FS. 
MMO. RL/IM 

I 

WN. VPC. CO. 
WAO. DR FS. 

MMO 

F 

WN. VPC. CO. 
WAO. DR. 

c 
WN. VPC. CO. 

WAO. DR. 

Levell 
Widespread 
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Severity is one of three factors that an inspector or the Director takes into account in determining the 
most appropriate action(s) to take I orders to make where there has been a finding of non-compliance 
with a requirement under the Act. 'The severity of the non-compliance and, in cases where there has 
been harm or risk of harm to one or more residents arising from the non-compliance, the severity of 
the harm or risk of harm." (0.Reg. 79110 s. 299(1) 1) 

The severity can be described at four levels on the Judgement Matrix: 

Level1 

Level2 

Minimum Risk: is non-compliance that has the potential for causing no more than 
minor negative impact on the resident(s). 

Minimal harm or Potential for Actual Harm: is non-compliance that results in 
minimal discomfort to the resident and/or has the potential (not yet realized) to 
negatively affect the resident's ability to achieve his i her highest functional status. 

Level3 Actual Harm/Risk: is non-compliance that results in an outcome that has negatively 
affected the resident's ability to achieve his I her highest practical functional status. 

Level4 Immediate Jeopardy I Risk is non-compliance that places the resident in immediate 
jeopardy as it caused (or is likely to cause) serious injury, harm, impairment, or death 
to a resident receiving care in the LTCH. 

Notes: 

1. Determine severity level of the NC (Level 1-4). The Level chosen should be proportionate to the 
level of risk. The inspector may need to substitute the reference to 'resident' with 'the situation'. 

2. Where the resident is unable to express the risk or harm (e.g. a resident with cognitive impairment 
may not be able to express how emotional abuse from a staff member affected him/her), the 
inspector should contact the resident's SOM for assistance in determining the severity level. 

3. Consider whether the NC is a Key Risk Indicator (KR/) . 

• If the NC is not a KRI, the inspector may consider a lower severity level. For example, if the NC is 
related to a resident who did not receive the oral hypogylcemic medication as ordered and the NC 
did not result in the resident being transferred to the hospital, the severity level may be Level 2 
"potential for action harm". This NC is not a KRI and thus the inspector has the choice to lower 
the severity level to Level 1 (Minimum Risk), as appropriate. 

• If the NC is a KRI, the inspector may consider a higher severity level. For example, if the NC 
related to the registered nursing staff not reassessing an infected sacral wound for 3 weeks 
("prevalence of a wound infection' is an MOS KRI), the inspector has the choice to raise the 
severity Level ·from e.g. Level 2 (Minimal harm or potential for actual harm); to Level 3 (Actual 
harm), as appropriate. 

Ministry of Health and Long-Term Care 
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Key Risk Indicators - RAl-MDS 2.0 Related (26) 

• Prevalence of new pressure ulcers 

• Prevalence of worsening pressure ulcers 

• Prevalence of daily physical restraint 

• Prevalence of weight loss 

• Prevalence of indwelling catheters · 

• Prevalence of bladder or bowel incontinence - low 
risk 

• Incidence of worsening bowel and bladder 
continence - high and low 

• Prevalence of moderate to severe pain 

• Incidence of worsening pain 

• Prevalence of falls 

• Prevalence of pneumonia 

• Prevalence of urinary tract infections 

• Prevalence of wound infection 

• Incidence of new fractures 

• Prevalence of depression without anti-depressant 
therapy 

• Incidence of worsening depression or anxiety 

• Prevalence of behavioural symptoms affecting 
others - high & low 

• Incidence of worsening resident behaviour. 

• Incidence of worsening function in daily activities 

• Prevalence of antipsychotic drug use in the 
absence of psychotic and related conditions - high 
&low 

• Prevalence of anti-anxiety/hypnotic drug use 

• Prevalence of hypnotic drug use more than two 
days in past week 

• Prevalence of fecal impaction 

Key Risk Indicators -Non RAl-MDS 2.0 Related 

Trigger Events Sentinel Events 

• Verified complaints leading to non-compliance • Environmental hazards including System 

• Presence of offensive odour breakdown/failure 

• Poor grooming and hygiene • Accidental/Unexpected Death/Suicide (including 
choking death and disease outbreak) 

• Staff turnover 
• Missing resident 

• Leadership turnover 
• Emergencies/disasters 

• Financial health (consult LHINS) 
• Equipment related injuries 

• Alleged or actual fraud/theft or financial abuse to 
resident • Alleged and or actual abuse/assault 

• Av~ilability of meaningful activity • Medication Misappropriation 

• Use of outside agencies • Injuries resulting in transfer or admission to 

• Poor oral health 
hospital 

• Outbreaks 
• Nourishment and or supplement not consumed by 

residents at nutritional risk 

Ministry of Health and Long-Term Care 
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Appendix E: Levels of Scope of Non-Compliance 

'Scope' means pervasiveness throughout the home. (O.Reg. 79110 ss. 299(3)) 

Scope is one of three factors that an inspector takes into account in determining the most appropriate 
action to take and /or orders to make where there has been a finding of non-compliance with a 
requirement under the Act. 

The scope can be described at three levels on the Judgement Matrix: isolated, pattern, or widespread. 

Level 1 - Isolated 

Level 2 - Pattern 

Isolated is when: 

• one or the fewest number of the affected population that were 
inspected, and/or 

• o.ne or the fewest number of staff involved, and/or 

• the situation has occurred only occasionally or in a very limited 
number of locations (or units) in the LTCH. 

*NC found in thirty-three percent (33%) or less of the affected population 
that were inspected; for example: 

• 1 out of 3 = 33% 

• 1 out of 4 = 25% 

• 1 out of 5 = 20% 

• 1, or 2 out of 6 = 17% (1 out of 6) or 33% (2 out of 6) 

Example: (0.Reg. 79/10 s. 78(1)) After the day the LTCHA came into force, 
one food service worker (FSW) was hired who had not successfully 
completed nor was enrolled in a FSW training program at an established 
college. 

Pattern is when: 

• more than the fewest number of residents are affected, and/or 

• more than the fewest number of staff involved, and/or 

• the situation has occurred in several locations, and/or the same 
resident(s) have been affected by repeated occurrences of the 
same deficient practice. 

NC found in 34% to 67% of the affected population that were inspected; for 
example: 

• 
• 
• 

2 out of 3 = 67% of the affected residents who were inspected 
2 out of 4 = 50% 
2, or 3 out of 5 = 40% (2 out of 5) or 60% (3 out of 5) 

Ministry of Health and Long-Term Care 
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• 3, or 4 out of 6 = 50% (3 out of 6) or 67% (4 out of 6) 

Example: (0. Reg. 79110 s.21) Three (3) of the five (5) bedrooms surveyed 
in the Main Wing had air temperatures ranging from 18 - 21 degrees, and 
the three corresponding residents complained of the air temperature being 
too cold. 

Level 3 - Widespread Widespread is when the problems causing the deficiency are pervasive in 
the L TCH and/or represent systemic failure that affected or has the potential 
to affect a large number of the L TCH's residents. Widespread scope refers 
to the entire population at the home that were surveyed, not a subset of 
residents or one unit or location that was surveyed 

NC found in more than 67% of the affected surveyed population, for 
example: 

• 3 out of 3 or 100% of the residents were affected. 
• 3 or 4 residents out of 4 residents; 3 out of 4=75%, or 4 out of 4 = 100% of 

the affected residents who were inspected. 
• 4 or 5 residents out of 5 residents; 4 out of 5 residents = 80%, or 5 out of 5 

residents = 100% 

• 5 or 6 residents out of 6 residents; 5 out of 6 residents = 83%, 6 out of 6 
residents = 1 00% 

Example: (0.Reg. 79110 s.50(2)(a)(i)) Four of the last five(5) residents who 
were admitted with altered skin integrity did not receive a skin assessment 
by a member of the registered nursing staff within 24 hours of their 
admission. 

Ministry of Health and Long-Term Care 
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Appendix F: Compliance History Levels 

Level 1 

No previous non-
compliance 

Level2 

Previous unrelated 
non-compliance 

Level3 

Previous related non-
compliance 

Level4 

Ongoing non-
compliance despite 
previous action taken 
by Ministry 

Level5 

Multiple non-
compliances related 
and unrelated 

Level6 

Obstruction 

No previous non-compliance within the last 36 montt:is from the date of the 
current inspection. 

One or more unrelated non-compliance in the last 36 months 

One or more related non-compliance in the last 36 months. 

Despite Ministry action, e.g. VPC (written plan of correction to be 
implemented voluntarily) or issuance of an order, the licensee continues to 
be in non-compliance with the original area of non-compliance on the third 
or more inspection. 

Multiple non-compliances, with at least one related to the current area of 
concern. 

• Person(s) who provided false or misleading information, (including, 
false or misleading information in any requ ired document); or 

• Refusing to provide required information; or 

• Hindering or obstructing a Ministry employee from conducting an 
inspection; 

• This also includes situations in the last 36 months where a responsible 
person prevented an inspector from conducting inspections for the 
administration of Ministry legislation, requiring an inspector to obtain a 
judicial order to carry out the inspection. 

Ministry of Health and Long-Term Care 
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Compliance History Clarification 

Related non-compliance: A previous legislative requirement found to be in issue (non-compliance) 
that is exactly the same, or associated with the same legislative requirement also found to be in non
compliance, to which it is being compared. 

For example, non-compliance (NC) was found with LTCHA s. 31 (2). "The restraining of a res.ident by 
a physical device may be included in a resident's plan of care only if all of the following are satisfied. 

1. There is a significant risk that the resident or another person would suffer serious bodily harm 
if the resident were not restrained ." · 

A related non-compliance would be either NC with L TCHA s. 31(2)1 (exactly the same) or NC with a 
legislative requirement that relates to restraining a resident. 

Unrelated non-compliance: A previous legislative requirement found to be in issue (non-compliance) 
that is neither exactly the same, nor is associated with the same legislative requirement to which it is 
being compared. 

For example, non-compliance was found with the LTCHA s. 31(2)1 related to restraining a resident. 
Unrelated non-compliance would be any non-compliance with legislative requirements that do not 
relate to restraining a resident. 

Background Scenario: 

The following scenario was developed to give some context to the legislative requirement found in 
non-compliance (NC) and to ensure that the other 2 factors - severity and scope, were included when 
factoring in the licensee's compliance history - to determine the action to take/order to make in 
response to the NC. (O.Reg. 79/10 s.299) 

Each of the 6 levels of Compliance History (CH) is applied to the same legislative requirement found 
in non-compliance and the same scope and severity level , to demonstrate the effect of the licensee's 
history of compliance when determining what actions to take/orders to make. 

January 151
h, 2012 

NC with L TCHA s. 31 (2)1. "The restraining of a resident by a physical device may be included in a 
resident's plan of care only if all of the following are satisfied. 

Ministry of Health and Long-Term Care 
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1. There is a significant risk that the resident or another person would suffer serious bodily harm 
if the resident were not restrained." 

A resident was found restrained with a lap belt. The resident had been using the lap belt daily for 2 
weeks. There was no indication in the resident's plan of care indicating the risk of harm that the 
resident would suffer without the restraint. 

Severity - key risk indicator "prevalence of daily physical restraint." 

Level 2 - "Minimal harm or potential for Actual Harm: is NC that results in minimal discomfort 
to the resident and /or has the potential (not yet realized) to negatively affect the resident's 
ability to achieve his/ her highest functional status." 

Scope: 

Based on professional judgement the severity level was not increased to actual harm/risk. 

Level 1 - Isolated; 

NC to this legislative requirement affected only 1 of the 3 residents using restraints in the 
L TCH, who were audited. 

Severity Level 2 and Scope Level 1 = Quadrant D 
Quadrant D: 

potential action includes WN, VPC, CO, DR; median default is VPC 

Understanding the Levels of Compliance History (CH) 

Example #1: Background Scenario with Level 1 CH 

Scenario: NC with LTCHA s. 31(2)1; Quadrant D, median default VPC 

CH - Level 1 No previous non-compliance within the last 36 months. 

Decision: WN The identifieq median action was lowered to a WN because there was no history of 
any NC in the past 36 months. · 

Note: Since the decision is affected by the 3 factors (severity, scope and CH), one may argue that a 
VPC should also be issued because of the severity (including the key risk indicator) of the NC. That is 
acceptable. 

Ministry of Health and Long-Term Care 
©Queen's Printer for Ontario, 2013 

L TCI00047248 



f'~ 

t?ontario 

Section: Section 2 
Inspection Suooort 

Policy and Procedure: Judoement Matrix 

Example# 2: Background Scenario with Level 2 CH 

Inspectors' Handbook 
Performance Improvement and Compliance Branch 
Long-Term Care Homes Quality Inspection Program 

Effective Date: September 30, 2011 
Version date: May 22, 2015 

Page: 27 of 32 

Scenario: NC with LTCHA s. 31(2)1; Quadrant D, median default VPC 

CH - Level 2: One or more unrelated NC in the last 36 months 

Compliance History: 

September 12, 2011 

NC with L TCHA s.8.(1)(a) Every licensee of a L TCH shall ensure that there is, (a) an 
organized program of nursing services for the home to meet the assessed needs of the 
residents (e.g. The nursing staff on nights was not able to manage a resident with a 
tracheotomy who required care.) - (WN, VPC) 

NC with 0 . Reg. 79/10 s.26(3)13. A plan of care must be based on, at a minimum, 
interdisciplinary assessment of the following with respect to the resident: 13. Nutritional status, 
including height, weight and any risks related to nutrition care (e.g. The resident's plan of care 
did not include the dietary assessment related to weight-Joss risk to the resident.) - (WN) 

NC with 0 . Reg. 79/1 O s.13. Every licensee of a long-term care home shall ensure that every 
resident bedroom occupied by more than one resident has sufficient privacy curtains to 
provide privacy. (e.g. A semi-private room for a couple did not include a privacy curtain 
between the beds.) - (WN) 

Decision: 

WN and VPC. The identified median action is appropriate given the CH of multiple NCs. It was not 
increased because the compliance history of NC was unrelated. The action was not decreased to a 
WN to ensure the licensee gives the issue of restraints attention in lieu of other, albeit unrelated NC 
issues, in the home. 

Note: The inspector may choose to only issue a WN, based on enhanced supportive evidence 
concerning the three factors. 

Ministry of Health and Long-Term Care 
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Scenario: NC with LTCHA s. 31(2)1; Quadrant D, median default VPC 

CH - Level 3 - One or more related non-compliance in the last 36 months. 

Compliance History: 
July 6, 2011 
NC with L TCHA s.30(1)1 . Every licensee of a LTCH shall ensure that no resident of the home 
is: 1. Restrained, in any way, for the convenience of the licensee or staff. - (WN & VPC) 

NC with 0. Reg. 79/10 s.26(3)19. A plan of care must be based on, at a minimum, 
interdisciplinary assessment of the following with respect to the resident: 19. Safety risks (Plan 
of care did not include the assessment of any discipline except nursing related to the use of 
restraint for the resident) - (WN) 

Decision: WN and CO - The median action is increased to a CO because there was related NC 
(restraints) identified within the last year, including an issuance of a VPC as action to be taken. 
Previous action taken to correct the related NCs was not effective in ensuring compliance with this 
related legislative requirement. 

Note: In a different scenario, if the current NC and the previously issued related NC was not 
risk-related, the inspector may choose to leave a WN and VPC. The decision is affected by 
the 3 factors (severity, scope and CH). 

Example #4: Background Scenario with Level 4 CH 

Scenario: NC with LTCHA s. 31(2)1; Quadrant D, median default VPC 

CH - Level 4 - Despite Ministry action (written plan of correction to be implemented voluntarily) or 
issuance of an order, the licensee continues to be in non-compliance with the original area of non
compliance on the third (or more) inspection. 

Compliance History: 
August 3, 2011 
NC with LTCHA s. 31(2)1 - (WN & VPC) 
Sept. 12, 2011 

Ministry of Health and Long-Term Care 
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Decision: WN and CO. The identified median action (VPC) had already been issued and later 
increased to a CO. The Licensee had not corrected the VPC or CO related to the same NC 
(restraints). The inspector would link the previous order to a new Order with the additional evidence. 

In addition, depending on the scope and severity, the inspector should speak with their SAO Manager 
about the consideration for a Director Referral , since this represents the third time the same NC was 
found including a previous order not corrected. 

Example #5: Background Scenario with Level 5 CH 
Scenario: NC with LTCHA s. 31(2)1; Quadrant D, median default VPC 

CH - Level 5 - Multiple non-compliances, with at least one related to the current area of concern. 

Compliance History: 
July 6, 2011 
NC with LTCHA s.30(1)1 . Every licensee of a LTCH shall ensure that no resident of the home 
is: 1. Restrained, in any way, for the convenience of the licensee or staff. (WN, VPC) 

NC with 0 . Reg. 79/10 s.26(3)19. · A plan of care must be based on, at a minimum, 
interdisciplinary assessment of the following with respect to the resident: 19. Safety risks (Plan 
of care did not include the assessment of any discipline except nursing related to the use of 
restraint for the resident) - (WN) 

September 12, 2011 

NC with L TCHA s.8.(1)(a) Every licensee of a LTCH shall ensure that there is, (a) an 
organized program of nursing services for the home to meet the assessed needs of the 
residents (e.g. The nursing staff on nights was not able to manage a resident with a 
tracheotomy who required care.) - (WN, VPC) 

NC with 0 . Reg. 79/10 s.26(3)13. A plan of care must be based on, at a minimum, 
interdisciplinary assessment of the following with respect to the resident: 13. Nutritional status, 
including height, weight and any risks related to nutrition care. (e.g. The resident's plan of care 
did not include the dietary assessment related to weight-loss risl< to the resident.) - (WN) 

NC with 0 . Reg. 79/1 O s.13. Every licensee of a long-term care home shall ensure that every 
resident bedroom occupied by more than one resident has sufficient privacy curtains to 

Ministry of Hea lth and Long-Term Care 
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provide privacy. (e.g. A semi-private room for a couple did not include a privacy curtain 
between the beds.) - (WN) 

Decision: WN and CO The median action is increased because there were multiple non
compliances, two of which were related: 

• LTCHA s.30(1)1 . 
• NC with 0 . Reg. 79/ 10 s.26(3)19. 

Example #6: Background Scenario with Level 6 CH 

Scenario: NC with LTCHA s. 31(2)1; Quadrant D, median default VPC 

CH - Obstruction 

Person(s) who provided false or misleading information, (including, false or misleading information in 
any required document); or 

Refusing to provide required information; or 

Hindering or obstructing a Ministry employee from conducting an inspection; 

This also includes situations in the last three years where a responsible person prevented an 
inspector from conducting inspections for the administration of Ministry legislation, requiring an 
inspector to obtain a judicial order to carry out the inspection. 

Note: For CH Level 6 the obstruction would need to have occurred prior to the inspection 
(within the past 3 years) whereby the Licensee, (as an individual) was convicted of a related 
obstruction or has a finding of NC with a related obstruction provision in the L TCHA (e.g. 
LTCHA s.151). 

Compliance History: 
July 1, 2011 
The licensee (as a person) was convicted of a related (restraint) obstruction offence. 

Note - This scenario has never happened yet. 

Decision: WN and call the SAO Manager for direction re additional action, e.g. DR. 

Obstruction During the Inspection: 
If the inspector believes that obstruction is occurring during the inspection, the inspector would deal 
with the obstruction separately after consultation with their SAO Manager. During an inspection the 
goal is to overcome any obstruction at the time to obtain the required information. 

Ministry of Health and Long-Term Care 
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An example of potential obstruction occurring during the inspection, e.g. The inspector made a written 
demand (L TCHA s.151 (b)) for the plan of care concerning this particular legislative requirement, and 
once received noted that there was falsification of the document. 
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Appendix G: Judgement Matrix Decision Tool (sample) 
• Refer to the Inspectors' Handbook for the JM Decision Tool template 
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This is Exhibit "F" 
to the Affidavit of RHONDA KUKOL Y, 
Sworn before me this 24th 
Day of July, 2018 



('~ t :> vr Ontario 

Ministry of Health and 
Long-Term Care 

Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

Health System Accountability and 
Performance Division 
Performance Improvement and 
Compliance Branch 

London Service Area Office 
130 Dufferin Avenue, 4th floor 
LONDON, ON, N6A-5R2 
Telephone: (519) 873-1200 
Facsimile: (519) 873-1300 

Bureau regional .de services de 
London 
130, avenue Dufferin, 4eme etage 
LONDON, ON, N6A-5R2 
Telephone: (519) 873-1200 
Telecopieur: (519) 873-1300 Division de la responsabilisation et de la 

performance du systeme de sante 
Direction de !'amelioration de la 
performance et de la conformite 

Licensee Copy/Copie du titulaire de permis 

Report Date( s) I 
Date(s) du Rapport 

Inspection No I 
No de !'inspection 

Log#/ 
Registre no 

Type of 
Inspection/ Genre 
d'inspection 

Nov 5, 2014 2014_229213_0072 

Licensee/Titulaire de permis 

MEADOW PARK (LONDON) INC 
689 YONGE STREET MIDLAND, ON L4R-2E1 
Long-Term Care Home/Foyer de soins de longue dun~e 

MEADOW PARK (LONDON) INC. 
1210 SOUTH DALE ROAD EAST, LONDON, ON, N6E-184 

006596-14 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 
RHONDA KUKOLY (213) 

Inspection Summary/Resume de l'inspection 

Critical Incident 
System 

The purpose of this inspection was to conduct a Critical Incident System inspection. 

This inspection was conducted on the following date(s): November 4 & 5, 2014 

During the course of the inspection, the inspector(s) spoke with the Administrator, the 
Director of Care, the Co-Director of Care and a Registered Practical Nurse. 

During the course of the inspection, the inspector(s) made observations and reviewed health 
records, relevant policies, the home's internal investigation records and other relevant 
documentation. 

The following Inspection Protocols were used during this inspection: 
Medication 

There are no findings of Non-Compliance as a result of this inspection. 

Page 1 or/de 2 
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l")h 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et des 
Soins de longue duree 

t?ontario Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

NON-COMPLIANCE I NON - RESPECT DES EXIGENCES 
Legend 

WN - Written Notification 
VPC - Voluntary Plan of Correction 
DR - Director Referral 
CO - Compliance Order 
WAO - Work and Activity Order 

Non-compliance with requirements under 
'the Long-Term Care Homes Act, 2007 
(L TCHA) was found. (A requirement 
under the 'L TCHA includes the 
requirements contained in the items listed 
in the definition of "requirement under this 
Act" in subsection 2(1) of the LTCHA.) 

Legende 

WN - Avis ecrit 
VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 
CO - Ordre de conformite 
WAO - Ordres : travaux et activites 

Le non-respect des exigences de la Loi de 
2007 sur les foyers de soins de longue 
duree (LFSLD) a ete constate. (Une 
exigence de la loi comprend les exigences 
qui font partie des elements enumeres 
dans la definition de« exigence prevue 
par la presente loi », au paragraphe 2(1) 
de la LFSLD. 

The following constitutes written Ce qui suit constitue un avis ecrit de non-
notification of non-compliance under respect aux termes du paragraphe 1 de 
paragraph 1 of section 152 of the L TCHA. !'article 152 de la LFSLD. 

Issued on this 5th day of November, 2014 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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This is Exhibit "G" 
to the Affidavit of RHONDA KUKOL Y, 
Sworn before me this 24th 
Day of July, 2018 



f')h t :> Inspection Plan r. Ontario Ministry of He0Jt11 
~nd Long.Tenn C~re 

Log# (s): 029609-16 Home#: 2636 

Licensee Official Name: 
Caressant Care Nursing and Retirement Homes 
Limited 

l TCH Name & Address Caressant Care Woodstock, 81 Fyfe Ave 
(if different from above): Woodstock, Ontario N4S 8Y2 

Administrator Name: 
Gay Goetz 

Off-Site Preparation Date: October 20, 2016 
-

lnspector(s) Name & ID# (Identify Team Lead if 
Rhonda Kukoly #213 

more than one Inspector: 

Inspection Start Date:? Most Recent Inspection Date: August 30, 2016 
--.. .. . . . .. . . . . · . . . 

lns~ectiOn Type: .. : 
.. .. . .... ._ . .. . 

: : , . . . .. . ' .. . . . .. '. . . 
. . · . .. . . . . .. . .· 

0 Complaint [gl Critical Incident System (CIS) 0 Follow-up 0 Other (e.g. Sii) 

0 Concurrent lnspection(s): 

.. .. . . .. . . . . . ... . . 
lnspection) >lan Gu_ida_nce 

.. . . .. . . . ··. · .. . . . . . ' ·, :·· . · : . ... . . .. . . ... ; . . . . ... . .. . . r • •• • • • . . . . 

Complete an inspection plan below, in as much detail as possible, using the questions how, who, what , 
where, and when as a guide. 

··-

lnseection Plan ··-----

Objective: 
- To determine if abuse occurred, if harm to residents occurred, if residents were appropriately 

assessed and if the home took appropriate actions related to critical incident #2636-000027-16. 

Entrance Conference: 
- Explain the purpose of the inspection to the administrator, secure a workplace, access to electronic 

and paper documentation, access codes to building, staff schedules for all staff for the current and 
next 4 weeks. W ill need the names and phone numbers of all staff including .A.dministrators, Directors 
of Care, Assistant Directors of Care, Educators, Registered Nurses, Registered Practical Nurses and 
Personal Support Workers , Physician's, Pharmacists who worked in the home during the time of RN 
Elizabeth Wettlaufer's employment in the home 

Record Review: 
Review the following for all residents, including but not limited to James Silcox, Maurice Granat, Helen 
Matheson, Gladys Millard, Helen Young, Maureen Pickering, Mary Zurawinski, Clotilda Adriano, Albina 
Demedeiros, Wayne Hedges, Mike Priddle, who were transferred to hospital, deceased, or any residents 
involved in a medication error in and around a 24 hour ~eriod of RN Elizabeth Wettlaufer working. 

Off-site Preparation/ Inspection Plan - DRAFT July, 2013 

L TCI00043371 



Progress notes related to change in condition, hospitalizations 
Medication incidents 
Medication administration records 
Physician's orders 
Communication with physicians 
Care conference meeting minutes 
Plan of care 
Lab results, including but not limited to A 1 C, blood sugars 
Date of birth, date of admission, date of death. date of hospitalizations, CPS 
Cause of death, diagnoses 
Death certificate 
All assessments, including but not limited to, vital signs, blood sugar levels, pain 
Notification and commµnication with next of kin/substitute decision makers 

Medication errors or missing medications involving RN Elizabeth Wettlaufer or occurring in and around a 24 
hour period of RN EW working or residents deceased or transferred to hospital in and around a 24 hour 
period of RN working; as well as follow up. 

Employee file for RN EW including shifts worked in the home from start date to end of employment date, 
medication incidents, employee orientation, complaints, performance issues, education completed, criminal 
record check, CNO registration, disciplinary action, reason for ending employment, il lnesses and 
absences/physician's notes. 

Record of deaths in the home during RN EW's employment in the home including cause of death and if 
coroner was involved. Coroner notification records and Coroner reports when applicable. 

Hospital records inc.luding diagnoses and cause of death for residents transferred to hospital. 

All critical incidents reported to the MOHL TC, lnfolines, complaints, and/or inspections completed regarding 
medication errors, missing medications, unexpected deaths, alleged abuse, incompetent or inappropriate 
treatment of a resident, or involving RN EW during the time period of her employment in the home. 

Controlled substances shift count records. 

Pharmacy and DOC/ADOC medication audits. 

PAC meeting minutes, medication management meeting minutes. 

Home/physician/pharmacy communication, shift reports, staff communication books during the period of RN 
EW's employment in the home. 

Complaint log and follow up documentation during the period of RN EW's employment in the home. 

Policies: Prevention of abuse, mandatory reporting, whistle blowing protection, medication administration 
including insulin administration/diabetes management, medication ordering, medication incidents, incident 
reports, complaints, controlled substances. 

Education/orientation provided in the home during RN EW's employment: Prevention of abuse, mandatory 
reporting, medications, incident reports, complaints, controlled substances. 

Interviews: 

Off-site Preparation/ Inspection Plan - DRAFT July, 2013 2 
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Obtain the names and phone numbers of all staff including Administrators, Directors of Care, Assistant 
Directors of Care, Educators, Registered Nurses, Registered Practical Nurses and Personal Support 
Workers , Physician's, Pharmacists who worked in the home during the time of RN Elizabeth Wettlaufer's 
employment in the home. 

Interviews to be completed in a private room with 2 inspectors, one to conduct interview and one to 
document questions and answers. 

All Administrator(s) currently working in the home and at the time of RN Elizabeth Wettlaufer's employment 
in the home: 

Did you work with or following RN Elizabeth Wettlaufer? 
Did you have any concerns related to her performance as a Registered Nurse? 
Did any residents or families ever express concerns to you about the RN EW? 

Did you report any concerns related to her performance as a registered nurse, if so for what and to 
·whom? 
What was done related to reported concerns? 
Do you recall the residents James Silcox, Maurice Granat, Helen Matheson, Gladys Millard, Helen 
Young, Maureen Pickering, Mary Zurawinski, Clotilda Adriano, Albina Demedeiros, Wayne Hedges, 
.Mike Priddle? 
Were you on shift or involved with this residents' care when they had a change in condition and/or 
were transferred to hospital? 
What was the status of th.ese residents in the days prior to a change in condition and/or transfer to 
hospital? 
What was the status of these residents at the time of a change in condition or transfer to hospital? 
What was done at the time of these residents at the time of a change in condit ion and/or transfer to 
hospital? 
What was the reason for the change in condition and/or transfer to hospital? 
Did you ever have any concerns or did anyone voice concerns related to any of these residents' care, 
if so, what was done? 
Was there an increase in deaths in the home (during the period of employment of RN EW)? 
What was the expectation and your role related to insulin (medication) administration? 
What was the expectation and your role related to assessment? 
What was the expectation and your role related to documentation? 
What was the expectation and your role related to a resident's change in condition and/or 
hospitalization? 
What is the home's policy and your role related to medication incidents? 
Did you ever have any concerns related to insulin administration or diabetes management in the 
home? 
Were you aware of any medication incidents that occurred? 
What was the expectation and your role related to complaints? 
What was the expectation and your role related to reporting and prevention of abuse? 
Was education provided in the home related to prevention of abuse, mandatory reporting, whistle 
blowing protection, medication administration, medication ordering, me~ication incidents, incident 
reports, complaints, controlled substances? 

All Director(s) of Care, Assistant Directors of Care and Educators currently working in the home and at the 
time of RN Elizabeth Wettlaufer's employment in the home: 

Did you work with or following RN Elizabeth Wettlaufer? 
Did you have any concerns related to her performance as a Registered Nurse? 
Did any residents or families ever express concerns to you about the RN EW? 

Off-site Preparation I Inspection Plan - DRAFT July, 2013 3 
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Did you report any concerns related to her performance as a registered nurse, if so for what and to 
whom? 
What was done related to reported concerns? 
Do you recall the residents James Silcox, Maurice Granat, Helen Matheson, Gladys Millard, Helen 
Young, Maureen Pickering, Mary Zurawinski, Clotilda Adriano, Albina Demedeiros, Wayne Hedges, 
Mike Priddle? 

. Were you on shift or involved with this residents' care when they had a change in condition and/or 
were transferred to hospital? 
What was the status of these residents in the days prior to a change in condition and/or transfer to 
hospital? 
What was the status of these residents at the time of a change in condition or transfer to hospital? 
What was done at the time of these residents at the time of a change in condition and/or transfer to 
hospital? 
What was the reason for the change in condition and/or transfer to hospital? 
Did you ever have any concerns or did anyone voice concerns related to any of these residents' care, 
if so, what was done? 

7 Was there an increase in deaths in the home (during the period of employment of RN EW)? 
What was the expectation and your role related to insulin (medication) administration? 
What was the expectation and your role related to assessment? 
What was the expectation and your role related to documentation? 
What was the expectation and your role related to a resident's change in condition and/or 
hospitalization? 
Did you ever have any concerns related to insulin administration or diabetes management in the 
home? 
What is the home's policy and your role related to medication incidents? 
Were you aware of any medication incidents that occurred? 
What was the expectation and your role related to complaints? 
What was the expectation and your role related to reporting and prevention of abuse? 
Did you attend education in the home related to prevention of abuse, mandatory reporting, whistle 
blowing protection, medication administration, medication ordering, medication incidents, incident 
reports, complaints, controlled substances? 

All Registered Nurses and Registered Practical Nurses working in the home at the time of RN Elizabeth 
Wettlaufer's employment in the home: 

Did you work with or following RN Elizabeth Wettlaufer? 
Did you have any concerns related to her performance as a Registered Nurse? 
Did any residents or families ever express concerns to you about the RN EW? 

Did you report any concerns related to her performance as a registered nurse, if so for what and to 
whom? ' 
Do you know what was done related to reported concerns? 
Do you recall the residents James Silcox, Maurice Granat, Helen Matheson, Gladys Millard, Helen 
Young, Maureen Pickering, Mary Zurawinski, Clotilda Adriano, Albina Demedeiros, Wayne Hedges, 
Mike Priddle? 
Were you on shift or involved with this residents' care when they had a change in condition and/or 
were transferred to hospital? 
What was the status of these residents in the days prior to a change in condition and/or transfer to 
hospital? 
What was the status of these residents at the time of a change in condition or transfer to hospital? 
What was done at the time of these residents at the time of a change in condition and/or transfer to 
hospital? . 
What was the reason for the chanqe in condition and/or transfer to hospital?. 
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Did you ever have any concerns or did anyone voice concerns related to any of these residents' care, 
if so," what was done? 
Was there an increase in deaths in the home (during the period of employment of RN EW)? 
What was the expectation and your role related to insulin (medication) administration? 
What was the expectation and your role related to assessment? 
What was the expectation and your role related to documentation? 
What was the expectation and your role related to a resident's change in condition and/or 
hospitalization? 
Did you ever have any concerns related to insulin administration or diabetes management in the 
home? 
What is the home's policy and your role related to medication incidents? 
Were you aware of any medication incidents that occurred? 
What was the expectation and your role related to complaints? 
What was the expectation and your role related to reporting and prevention of abuse? 
Did you attend education in the home related to prevention of abuse, mandatory reporting, whistle 
blowing protection, medication administration, medication ordering, medication incidents, incident 
reports, complaints. controlled substances? 

All Personal Support Workers working in the home at the time of RN Elizabeth Wettlaufer's employment in 
the home: 

Did you work with or following RN Elizabeth Wettlaufer? 
Did you have any concerns related to her performance as a Registered Nurse? 
Did any residents or families ever express concerns to you about the RN EW? 

Did you report any concerns related to her performance as a registered nurse, if so for what and to 
whom? 
Do you know what was done related to reported concerns? 
Do you recall the residents James Silcox, Maurice Granat, Helen Matheson, Gladys Millard, Helen 
Young, Maureen Pickering, Mary Zurawinski, Clotilda Adriano, Albina Demedeiros, Wayne Hedges, 
Mike Priddle? 
Were you on shift or involved with this residents' care when they had a change in condition and/or 
were transferred to hospital? 
What was the status of these residents in the days prior to a change in condition and/or transfer to 
hospital? 
What was the status of these residents at the time of a change in condition or transfer to hospital? 
What was done at the time of these residents at the time of a change in condition and/or transfer to 
hospital? 
What was the reason for the change in condition and/or transfer to hospital? 
Did you ever have any concerns or did anyone voice concerns related to any of these residents' care, · 
if so, what was done? 
Was there an increase in deaths in the home (during the period of employment of RN EW)? 
What was the expectation and your role related to insulin (medication) administration? 
What was the expectation and your role related to assessment? 
What was the expectation and your role related to documentation? 
What was the expectation and your role related to a resident's change in condition and/or 
hospitalization? 
What is the home's policy and your role related to medication incidents? 
Were you aware of any medication incidents that occurred? 
What was the expectation and your role related to complaints? 
What was the expectation and your role related to reporting and prevention of abuse? 
Did you attend education in the home related to prevention of abuse, mandatory reporting, whistle 
blowing protection, medication administration, medication ordering, medication incidents, incident 
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reports , complaints, controlled substances? 

All Physician's working in the home at the time of RN Elizabeth Wettlaufer's employment in the home: 
Did you work with or following RN Elizabeth Wettlaufer? 
Did you have any concerns related to her performance as a Registered Nurse? 
Did any residents or families ever express concerns to you about the RN EW? 

Did you report any concern·s related to her performance as a registered nurse, if so for what and to 
whom? 
What was done· related to reported concerns? 
Do you recall the residents James Silcox, Maurice Granat, Helen Matheson, Gladys Millard, Helen 
Young, Maureen Pickering, Mary Zurawinski, Clotilda Adriano, Albina Demedeiros, Wayne Hedges, 
Mike Priddle? 
Were you on shift or involved with this residents•· care when they had a change in condition and/or 
were transferred to hospital? 
What was the status of these residents in the days prior to a change in condition and/or transfer to 
hospital? 
What was the status of these residents at the time of a change in condition or transfer to hospital? 
What was done at the time of these residents at the time of a change in condition and/or transfer to 
hospital? 
What was the reason for the change in condition and/or transfer to hospital? 
Did you ever have any concerns or did anyone voice concerns related to any of these residents' care, 
if so, what was done? 
Was there an increase in deaths in the home (during the period of employment of RN EW)? 
What was the expectation and your role related to insulin (medication) administration? 
What was the expectation and your role related to assessment? 
What was the expectation and your role related to documentation? 
What was the expectation and your role related to a resident's change in condition and/or 
hospitalization? 
What is the home's policy and your role related to medication incidents? 
Did you ever have any concerns related to insulin administration or diabetes management in the 
home? 
Were you aware of any medication incidents that occurred? 
What was the expectation and your role related to complaints? 
What was the expectation and your role related to reporting and prevention of abuse? 
Did you attend education in the home related to prevention of abuse, mandatory reporti ng, whistle 
blowing protection, medication administration, medication ordering, medication incidents, incident 
reports, complaints, controlled substances? 

All Pharmacists working in the home at the time of RN Elizabeth Wettlaufer's employment in the home: 
Did you work with or following RN Elizabeth Wettlaufer? 
Did you have any concerns related to her performance as a Registered Nurse? 
Did any residents or families ever express concerns to you about the RN EW? 

Did you report any concerns related to her performance as a registered nurse, if so for what and to 
whom? 
What was done related to reported concerns? 
Do you recall the residents James Silcox, Maurice Granat; Helen Matheson, Gladys Millard, Helen 
Young, Maureen Pickering, Mary Zurawinski, Clotilda Adriano, Albina Demedeiros, Wayne Hedges, 
Mike Priddle? 
Were you on shift or involved with this residents' care when they had a change in condition and/or 
were transferred to hospital? 
What was the status of these residents in the days prior to a change in condition and/or transfer to 
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hospital? 
- What was the status of these residents at the time of a change in condition or transfer to hospital? 
- What was done at the time of these residents at the time of a change in condition and/or transfer to 

hospital? 
- What was the reason for the change in condition and/or transfer to hospital? 
- Did you ever have any concerns or did anyone voice concerns related to any of these residents' care, 

if so, what was done? 
- Did you discuss any of these residents' care, change in condition, transfer to hospital or death with 

the family? If so, what was said, what. was done and what was their response? 
- Was there an increase in deaths in the l:lome (during the period of employment of RN EW)? 
- What was the expectation and your role related to insulin (medication) administration? 
- What was the expectation and your role related to assessment? 
- What was the expectation and your role related to documentation? 
- What was the expectation and your role related to a resident's change in condition and/or 

hospitalizatlon? 
- Did you ever have any concerns related to insulin administration or diabetes management in the 

home? 
- What is the home's policy and your role related to medication incidents? 
- Were you aware of any medication incidents that occurred? 
- What was the expectation and your role related to complaints? 
- What was the expectation and your role related to reporting and prevention of abuse? 
- Did you attend education in the home related to prevention of abuse, mandatory reporting, whistle 

blowing protection, medication administration, medication ordering, medication incidents, incident 
reports, complaints, controlled substances? 

All alleged victim(s) family/NOK/SDM including but not limited to Do you recall the residents James Silcox, 
Maurice Granat, Helen Matheson, Gladys Millard, Helen Young, Maureen Pickering, Mary Zurawinski, 
Clotilda Adriano, Albina Demedeiros, Wayne Hedges, Mike Priddle: 

- Did you ever have any concerns with your family member's care? Did you report it? 
- Did you ever have any concerns regarding RN EW? If so, did you report it and what was done? 
- Has anyone from the home talked with you regarding your family member's death? If so, what was 

said and done? 

Observation: 
- Observe administration of insulin 

Safety: 
- O.utbreaks, fire drills, emergency procedures 

Schedule for this inspection: 
- Unknown at this time 

Key Risk Indicators (taken from DRAFT) 
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• Injury that results in transfer or admission to hospital (s. 19, s. 3(1 )2 and 3, s. 6(7)) ~ 

~ 

D 
D 
D 
~ 

D 
D 
D 
D 
D 
D 

• Medication Incidents (s. 135, s. 131) 

• Missing resident (s. 19, s. 3(1)3, s. 6(7)) 

• Environmental hazards ( s. 5, s. 3(1 )5, s. 15(2)) 

• Infection Control (T.229, s. 86) 

e Alleged/actual abuse/assault (s. 19(1), s. 3(1)2 and 3, T 97(1) and (2), T 98, T99) 

• Pressure ulcers (T. 48(1 ), T 50, T 30) 

• Presence of daily physical restraints (s. 29, s. 30(1 )(2)(3), T 11 O, T 112, s 3(1) 13) 

• Weight loss management {T. 68, T 69, T 71 (2)(3)(7), s. 11) 

• Continence care and bowel management (T 30, T 48, T 51) 

• Falls (T 30, T 48(1)1, T 49) 

• Behavioural symptoms affecting others (T 54, T 55) 

Inspection Protocols 

Resident Related 

Continence Care and Bowel Management D 

Dignity, Choice and Privacy D 

Falls Prevention D 

Hospitalization and Change In Condition ~ 

Minimizing of Restraining D 

Nutrition and Hydration D 

Pain D 

Personal Support Services D 

Prevention of Abuse, Neglect and Retaliation ~ 

Recreational and Social Activities D 

Responsive Behaviours D 

Skin and Wound D 

Home Related 

Accommodation Services: Housekeeping D 
Accommodation Services: Laundry 0 
Accommodation Services: Maintenance D 
Admission Process 0 
Critical Incident Response 0 
Dining Observation D 
Family Council Interview 0 
Food Quality D 
Infection Prevention and Control D 
Medication ~ 
Quality Improvement D 
Resident Charges D 
Residents' Council Interview D 
Safe and Secure Home D 
Snack Observation D 
Sufficient Staffing D 
Trust Accounts D 

Inspector Initiated 

Training and Orientation 0 

Reporting and Complaints D 

Review ·th~· Lic~nsee's· Coinpiiance History io the LTCH . 
. : . •, :: -.~.. : . 

: . : .. ·.·: . : 
. - • !1. - . • •' 
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181 Complete the following table to identify the licensee's compliance history for the home for the previous 3 
years. The Compliance History includes all non-compliance identified including existing non-compliance and 
areas that have come into compliance. Following the inspection, update the table to identify actions taken. If 
this information is available in a similar format elsewhere, attach the documentation to the plan. 

1~t~~~t~~f~lili1~i1~~~S'li~~~~~if JJ~W~t~~t~lt;~~i~f~~~~:;:,iJti~~ 
L TCHA,2007,S.0.2007, c.8 
s.24(1) Reporting to the Director 

Aug 30, 2016 - suspicion of abuse and the 
IR-RQI information upon which it was 

based was not immediately 
reported to the Director 
L TCHA,2007,S.0.2007, c.8 , 
s.6(1) Restraints - PASO not 

Aug 30, 2016 included in plan of care; 
s.6(7) Plan of Care 

IR-RQI - care not provided as planned 
related to toileting and 
nutritional suonlement 
L TCHA,2007,S.0.2007, c.8 
s.23(1)(a) Reporting & 
Complaints - very alleged, 
suspected or witnessed incident 

Aug 30, 2016 of abuse was not immediately 
IR-RQI investigated 

s.23(2) - outcome of the 
investigation was not reported to 
the Director and amendment 
was not completed 
0. Reg. 79/10, r.8(1 )(b) 
Policy- did not comply with 

Aug 3o. 2016 process related to notification of 
IR-RQI family/POA of medication 

co 2016_326569_0021 

VPC 2016_326569_0021 

VPC 2016_326569_0021 

WN 2016_326569_0021 

>---·~·~1_c_h __ a_ng_e_s _______ __ r-·~-----+---------i-------; 
Aug 

301 2016 
O.Reg. 79/10, r.50(2)(b)(iii) 

IR-RQI Skin & Wound - RD referral not 
completed 
O.Reg. 79/10, r.73(2)(b) · 

WN 2016_326569_0021 

Aug 3o, 2016 Dining - resident given a meal WN 2016_326569_0021 
IR-RQI before assistance was provided - - ·----1--------------·-

0. Reg. 79/10, r.231(a) 
Aug 30, 2016 Records - written record was not 
IR-RQI maintained for each resident of . 

the home related to consent 
J I 13 2016 LTCHA,2007,S.0.2007, c.8 s. 
u Y ' 20(1) Abuse policy not complied 

with 

WN 

WN 

June 201 2016 O.Reg. 79/1.0, s.26(3)19 plan of WN, CO# 001 
care not based on safety risks 

2016_326569_0021 

2016_303563_0021 

2016_258519_0007 

November 2, O.Reg. 79/10, s.101(2) related WN (issued ~._s__,__2_0_15~4_1_6_51_5~0_0_32 _ _,__C_o_m_,_1P_lie_d_~ 
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;1~~1'1t~~1~ ~~J~!1i~~~tti~~;,;~;~t~{~~j!:~ ~1f ~~;~f~~;!,r~t;il~i~I'! ~!*~i~~~ 
2015 to records not kept of complaints CO in RQI) Aug 30/1 6 

November 21 L TCHA,2007,S.0 .2007,c.8 s.3 

2015 
resident not being cared for in a 
manner consistent with needs 

October 27, 
2015 

O.Reg 79/10 s. 101 . (2) 
reporting and complaints 

Oct 19, 2015 LTCHA,2007,S.0.2007,c.8 s.79 
RQI related to no minutes of RC 

posted 
Oct 

191 2015 LTCHA,2007,S.0.2007,c.8 s.60 
RQI related to no response to FC 

concerns 
Oct 19, 2015 0 .Reg. 79/10, s.49 related to 
RQI post falls assessment not done 

L TCHA,2007,S.0 .2007,c8 s.33 
Oct 19, 2015 related to PASO not in plan of 
RQI care and alternatives/consent 

not documented 
Oct 19. 2015 O.Reg. 79/10, s.8 - policies on 

complaints, clothing and 
RQI housekeeoina not complied with 
Oct 

191 2015 LTCHA,2007,S.0.2007,c.8 s.5 
RQI unmanned door during 

emen:iencv 
Oct 19, 2015 O.Reg. 79/10, s.90 organized 
RQI program of maintenance 

O.Reg. 79/10, s.101 (1 )and(2) 
Oct 19• 2015 complaints not responded to and 
RQI 

records kept 
O.Reg. 79/10, s.30-failure to 

Oct 19• 2015 have written description of falls 
RQI proi:iram 

O t 
19 2015 

LTCHA,2007,S.0.2007,c.8, 
c ' s.24(1) - failure to report abuse 

RQI to Director 
O.Reg: 79/10, s.91 Hazardous 

July 30, 2015 Substance were kept accessible 
for residents 

July 7, 2015 

Dec 8, 2014 

Dec 8, 2014 

0 . Reg. 79/10, s.8(1)(b) 
mandatory reporting policy -
suspected/actual abuse not 
complied with 
0 . Reg. 79/10, s.129(1) 
Medication storage - med cart 
unlocked and unattended 
0 . Reg. 79/10, s .. 90(1) (b) 
Maintenance - no preventative 
and remedial maintenance 

VPC 

WN 

VPC 

VPC 

VPC 

VPC 

VPC 

VPC 

co 

co 

co 

co 

WN, VPC 

WN 

WN 

WN, VPC 

Off-site Preparation/ Inspection Plan - DRAFT July, 201 3 

2015_416515_0032 

2015_277538_0031 

2015_416515_0030 

2015_416515_0030 

2015_416515_0030 

2015_416515_0030 

2015_416515_0030 

2015_41651 5_0030 

2015_416515_0030 

2015_416515_0030 

2015_416515_0030 

2015_416515_0030 

2015_262523_0020 

2015_2171 37_0027 

2014_229213_0078 

2014_229213_0078 

Complied 
Aug 30/16 

Complied 
Aug 30/16 

Rescinded 
Jan 18/1 6 

Closed & 
reissued 
AUQ 30/16 

10 
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~~~i~i~~~~~::~J 111ir (t~~1l\lt~ii
1

;i;~g~r~:~~~~~i~t~t~~t~"~~lllf 11 
Dec 8, 2014 

Dec 8, 2014 

Dec 8, 2014 

Dec 8, 2014 

Dec 8, 2014 

Dec 8, 2014 

Dec 8 1 2014 

Dec 8, 2014 

procedures 
0. Reg. 79/10, s. 50.(2)(b)(iv) 

Skin & Wound - weekly 
assessments not completed 
0 . Reg. 79/10, s 41 Bed time & 
Rest Routines - not identified 
L TCHA,2007,S.0 .2007,c.8, 
s.33.(4) Restraints - no consent 
forPASD 
LTCHA,2007,S.0.2007,c.8, 
s.17(1) Communication & 
Response system - no call bell 
in B dining room 
L TCHA,2007,S.0.2007,c.8, 
s.15.(2)(c) Maintenance -
bathrooms, rooms, hallways, 
lounge in disrepair 
0 . Reg. 79/10, s.15(1) (a) Bed 
rails - bed assessment not 
completed 
L TCHA,2007,S.0.2007,c.8, 
s.6(1)(b) Care plan - no 
achievable goal in nutrition care 
plan 
L TCHA,2007,S.0.2007,c.8, 
s.3(1)(8) - Privacy (insulin given 
in dining room) 
L TCHA,2007,$.0.2007,c.8, 
s.3(1 )(11) - PHI (medication 
strip packages thrown in regular 
garbage) 

Dec 8, 2014 No non-compliance 

WN, VPC 2014_229213_0078 

WN 2014_229213_0078 

WN 2014_229213_0078 

WN 2014_229213_0078 

WN, VPC 2014_229213_0078 

WN, VPC 2014_229213_0078 

WN 2014_229213_0078 

WN, VPC 2014_229213_0078 

2014 229213_0079 
2014 303563 0046 Oct. 17, 2014 No non-compliance 

·-~-----+-------1---~--~--t-------1 

O.Reg.79/10,s. 218 (2) ensure 
that no person performs their 

Oct. 16, 2014 responsibilities before receiving 
training with mechanical lifts 
O.Reg.79/10,s. 8 (1)(b) r/tthe 
procedure to check residents 

Oct. 16, 2014 clothing for personal items prior 

WN, VPC 

WN 

2014_303563_0045 

2014_303563_0044 

Cleared 
Dec 8/14 

Cleared 
Dec 8/14 

to sending to laundry 
t-------+-----'"'-----'-----+--------1---------+-------¥-••0o-·•--~ 

Aug. 8, 2014 No findings 2014 229213 0051 
July 

081 2014 O.Reg. 79/10 s. 33 (1) related to WN 2014_232112_0037 Cleared 
resident bathing . Dec 8/14 

July 
081 2014 O.Reg. 79/10 s. 90 (2) related to WN CO 2014_232112_0037 August 21, 

,__ _ ____ ,_hot water tem~a __ t_u_re_s _ _ _ -+--- ----+---------+--20_1_4 __ ---1 

May 14, 2014 LTCHA,2007,S.0.2007,c.8, s. 3. WN VPC 2014_260521_0024 Cleared 
(1) 16. Dec 8/14 
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May 141 2014 O.Reg. 79/10 s48.(1) 1 No fall 
manaqement proQram 

May 14, 2014 O.Reg. 79/10 s.30.(1) 1 No pain 
management program 
O.Reg.79/10 s.8.(1) (a), r 8.(1) 

May 14, 2014 (b) Failure to follow protocol 
following a fall 

May 14• 2014 O.Reg 79/10 s. 52 Pain 
Manaqement 

March 21, 
2013 

O.Reg 79/10, s107(1)5. -
reporting Cl for outbreak 
immediately 

November 14• O.Reg.79/10,s.8(1)(b) related to 

2012 not following policy and 
protocols post fall 

November 14• LTCHA,2007,S.0.2007,cB,s.3(1) 

2012 4. Related to being cared for in a 
manner consistent with needs 

March 14, 
2012 

L TCHA, 2007, S.O. 2007, c.8, 
s.8(3). No RN on dutv. 
O.Reg. 79/10, s.8(1)(b). Home 

Feb 10• 2012 not following their own policy. 
0.Reg. 79/10, s.73(1)5. Staff did 
not realize ham, bacon, 

December 16, sausage, hot dogs, and ribs 
2011 include pork (which a resident is 

allergic to). Also did this with 
tom(;ltoes. 

WNVPC 

WNVPC 

WNVPC 

WN, VPC 

WN 

WN,VPC 

WN,VPC 

WN, VPC 

WN 

WN, VPC 

Off-site Preparation/ Inspection Plan - DRAFT July, 2013 

2014_260521_0024 

2014_260521_0024 

2014_260521_0024 

2014_260521_0023 

2013_090172_0009 

2012_181105_0010 

2012_181105_0010 

2012_088135_0009 

2012_093145_0007 

2011_090172_0044 

Cleared 
Dec 8/14 
Cleared 
Dec 8/14 

Cleared 
Dec 8/14 

Cleared 
Dec 8/14 

Cleared 
Dec 8/14 

Cleared 
Dec 8/14 

Cleared 
Dec 8/14 
Cleared 
Dec 8/14 

Cleared 
Dec 8/14 
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BLANK PAGE 

BETWEEN DOCUMENTS 

WITHIN EXHIBIT 



i 
f 

( 

/ 
/ r-·---------· 

I f')#..,., t? Q t • Ministry of Hentth 
Off-site -Preparation for On-site Inquiry / I 

nano ~n(l l.vir(l-ljm u ·c ure Inspection Plan 
' ' ' --·----··- --

Log# (s): 02960~Hlt, 
0 3/'-/7 ("y / (.., j Home ID: 2636 I 

Ucensee Offieial Name'. Caressant Care Nursing and Retirement Hornes Limited I 
I 

Caress;;int Care Woodstock 

I 
L TCH Name & Address 81 Fyfe Ave 
(if different from above): Woodstock, Ontario 

N4S 8Y2 

.Administrator Name: ? 

Off-Site Preparation Date: October 26, 2016 
-

I . lnspector(s) Name & ID# (Identify Team Lead if Rhonda Kukoly #213 
1 more than one Inspector: fylarian McDonalq #137 

- ~· -j 

Inspection Date: October 28, 2016 Most Recent Inspection Date: August 30, 2016 
·-

I 
Meeting Date, Time, & Place (prior to entry): To be determined 

'' 
.. ... .... .. . . 

lnspectic>,n Type: ::- ·. · ' ' '. 
.. . . 

.. '. .. .. ... . .. ~' .. , . .. .. ··: . . ... -···· 

LJ On-Site Inquiry 0Cornpfaint ~ Critical Incident System (CIS) LJ Follow-up 

0 other : 

~ Concurrent i_nspectlon(s) . .. . .1 

1
_ Gather Supp,li~s: : · .. : 

~ Tabfet, air card, VPN .. toke.n, encrypt~d USS -key, power cord, a~d power bar, extra batt~rY as needed ... "'-'! 
(g] Inspector Certificate of Appointment and name tag 
jg] Business cards 
~ B.lackberry 
IZI Portable printer, paper (optional) 
t8'.l Other relevant supplies (e.g., emergency back-Lip paper copies , legislation. thermometer) 

.... .... .. 
·. -... · .· ·•: .: 

.. . . ... .. . .... 
' ' •' ,,,_ · • • • ' I ,,,,'. ' • ·• • :• ••:: , •:~ ·,. •' ~ ~ !------------- --- - - -·- · ----~-·-··---"--'-'-'---'-'-'------·····--

Complete an inspection plan below. ih as much detail as possibfe, using the questions below as a guide. 
---------'--- -----------·-------- - - ---.; 

How? I 
• - HdW will the information be gathered, e.g., through interviews, observations, record reviews? 

Notes: . I 
Who? · J 
- Who can provide the information - resident, SDM, staff (encourage to interJievv from unregulated care 

roviders, then registered staff then manager etc.)? ___ · ---·-··-

LQIP- Off'-site Preparation for On-site Inquiry I Inspection Plan - August, 2013 draft i 
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-------··-·-----·-··-·-·----···---·--··------ ----- - --- ----·--------, 
Who are the most appropriate inspectors to conduct the inspection and how many? 

Notes; · 

What? 
What potential questions neec! to be developed to clarify what happened and when? What IP(s) should be 
used or legislation refete.nced? 
Notes: 

Where? 
Where cah the information be found, e .g ., resident room, specific unit, recordS"? 
Notes: 

When? 
When is the most .appropriate time to gather the. information e.g. , on a weekend. on a. specific shift, or during 
regular b.µsiness hoLtrs? 
Notes; 

PHASE 1 Initiated October 5, 2016 (Collection of materials) 

lnspectol's #21.3 Rhonda Kukoly and #61 O Natalie Moroney arrived at the home on October 5, 2016 and met 
with the Director of Care (DOC} Heleh Crombez to obtain the. following list of materials. There was no 
Administrator working in the home al the time of the visit (had retired on September 30, 2016). 

Documents provided by Caressant Care Woodstock DOC Helen Crombez to Peggy Skipper on October 6, 
2016. 

Materials outlined below dating June 27, 2007 to March 31, 2014 

Employee file 
Resume 
Date of Hire -June 27, 2007. 
Orientation documents 
(1.) Reference LeUer from former employer, Christian Horizons 
Employee Evaluation - Decemper 17, 2008 
Employee Evaluation - December 19, 2D13 
Internal management Investigation notes including staff interview re: complaints about employee 
performance 
Performance/Disciplinary Action Relat~d lo Employee: 

" Medication Incidents/ Errors 
" Treatments lncide-nts/Errors 
• Communication with co-workers (Discrimination/Harassment) 
• Disrespectful communication with Resident 
• Lack of Assessment 
• Abs1:1nteeism 
• Incorrect/Lack of Documentation 

1 
The Number of Performance/D(scipli(')ary Actions in the form of: 

· • Counselling . · 
• Verbal Warning 
" Written Warning 
• 1 Day Suspensions 
• 5 Da Sus ensions 

~---~-~-------·-·-.... ,..,._,,.__ .. ,.... .. __.., .... ______ _ 
LQIP-·Off-site Preparation for On-site Inquiry I Inspection Plan -August, 2013 dr~ft 2 
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/ 

.. 

.. Letter .of Terrnination (Administered w·rong medication) - March 31, 2014 
Medication Incident reports - employee related 
Records of meetings and discussions 
Physician's Notes regarding illness and absences 
Written complaints from co-workers 
Record of Employment 
Letter of Termination - March 31 ; 2014 
College of Nurses Report form for facility operators and employees 

Employee Shift Schedule- 2007- 2014 
Resideht Death Records - May 2007 - May 2014 

PHASE 2 To be initiated Oct 28, 2016 

l 

This phase of the inspection will be condt.Jcted to gather information and begin the process of inspection for 
, a review of: 

1. The following Inspection Protocols, in whole or part: Medicationi Training and Orientation, 
Reporting anq Complaints, Sufficient Staffing and Critical Incident Response 

2. An initial review of any medication errors/incidents made or identified by the identified employee (RN 
EW) - did any incjdents require reporting to the Director and if so were they reported to the Director 
a~ required in the legislation 

3. A review of the identified employee (RN EW) file including: date of hire., reference checks, orientation 
and training records, any disciplinary actions or performance issues and performance reviews , dates 
and type of employment, reason left employment and any ·other relevant information 

4. To obtain contact information, as available, for any management staff n·o longer with the organization 
who was employed at the time home at the time that the employee (RN EW) was at the home 

5 . To obta.in a copy of the copy of the contract with the Pharmacy Service Provider who was in place at 
the time that the employee w~s at the home (RN EW) 

The inspection will be completed related to the time period of June 2007 to March 2014. 
The employee identified incudes: RN Elizabeth Wettlaufer 
Identified residents include: James Silcox", Mal,lrice ~ranat"', Helen Matheson* , Gladys Millard~, Helen 
Young*, Maureen Pickering*, Mary Zurawinski*, Clotilda Adriano, Albina Demedeiros, Wayne Hedges, Mike 
Priddle 

Request a print-out/copy of the list of residents who transferred to hospital with dates. 

Who? 

- Administrator :J 
- Director of Care 
- Registered staff - 3 in total who are responsible for all or a portion of the medication management system 
- Pharmacy service provider if needed to collect further information necessary to complete the Medication IP 

Inspection to be completed by 2 nursing inspectors 

What? 

*****Home IP's only to be used - due to phase 2 bein·g a review of systems and process in place in 
the home 

Medication Inspection Protocol 
·~~~-~~~~~~~~-

lQIP~ Off-site Preparation for On-site Inquiry I Inspection Plan - August, 2013 draft 

L TCI00043510 



1 Complete the Medication IP, in its entirety according ·ta.the procedure as outlined. 

Training and Orientation Inspection Protocol 
Complete relevant sections of this· 1p with the DOC and/or staff educator and 3 registered staff in the home. 

Part A according to the procedure as Ol!tlined for the questions below: 
Question #1 ·-staff training before performing duties specifically related to BOR, Mission Statement, Abuse 
policy, Mandatory Reporting, Whistleblowing Protections, all other actions relevant to the employees 
responsibilities, and any o~her areas provided for in the regulations 
Question #2 - staffing training before preforming duties related to complaints 
Question #4 - annual retraining as required 
Question #5 ;_ reassessment of staff training needs 
Question #6 - training needs were addressed 
Question #7 - additional training for direct care staff abuse recognition and behaviours 
Question #9 - annual training for all direct care staff 
.Question #10 - training related to behaviours and persons with dementia 
If ANC is identified in Part A - move to the appropriate questions in Part B 

Cr'itical Incidence Response IP 
Complete relevant sections of this IP with the Administrator and DOC and a during a review of all home 
identified incidents involved the identified RN (EW) and any home identified medication incidenc..es_ for the 
identified residents 

Complete this IP according to the procedure outlined specifically for: 
Part B 
Question #3, parts 3 and 5 - reporting of missing or unacco1,mted for controlled substances and medication 
incic;lent for which resident was t.al<en to hospital 

Part C (if appropriate) 
Question #5 - follow · up report to the Di recto~ within 1 O d 
Question #6 - report to be completed for those involved 
Question #7 - report to include actions taken by the home 
Question #8 - report to ·include analysis and FU action 
Question #9 - report t9 include information regarding author of report and if inspector notified and when 
Question #1 O - if serious incident/injury ·was SDM notified 

Sufficient St<1ffing IP 
Complete with the DOC and/or staff educator in the L TCH 
Complete according· to the procedure as outlined for the questions below: 
Complete Part A 
Question #1 - Certification of Nurses 
Question # 30 - Staff Qualifications (General) 

Reporting and Complaints IP 
Complete with the Administrator and DOC and 3 registered staff in the home 
Complete entire IP according to the procedure as outlined for any complaints the home received regarding 
the identified employee (RN EW) or 3 complaints received regarding medications or the care of residents 

Where? 

In clinical records of identified records related to home identified medication incidents only 
Interviewed to be conducted via tele hbne and face to face 

LQIP- Off-site Preparation for On-site Inquiry/ Inspection Plan -August, 2013 draft 4 
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Training. records 
Employee files (RN EW) 
CIS system 
Meeting Minutes I Medication Error Forms 
Risi< Management forms 
Policies aild Procedures 
Medication room 
Internal investigation files and notes 

l 
! 

! 
i 

I 
E:u:':~s:::~~":::~: and records 

. ,, . . .· ...... .. . .. . . I ···- --·--------
•• .I ' ' . o • ·~ 

,..... .·:.::·· .. · - ~ - ------ -.. ·--·--·--··-'"---------- I ...... . . ·- ..... . _ __ .__.,,_, _______ . 

I 

__ J 
i 
I 

Review th~ Licensee's Con1pliance History_· in tlie LTC.H. ( 
If not in-/QS, refer to. Com lir:mc.e.~Histq ~ - woiking .cf0.¢_µif,~11.tf .. .... ·· 

·· ~=~~di19~ J···, · ·1\~~rl~~:;~(~f r;c: ·.:r i~:~~i~{_"(~ltt~'~;'~,'.c~' ·, .: •... ·-~f !~~jl 
i 

Aug 30, 2016 - suspieion of abuse and the CO 20.16_326569_0021 i 
IR-RQI informatiori upon which ·it was 

based was not immediately 
.. i~grted to the DJ.rec.!..9.i... .... ___ ,__ . _ ___ ___, ________ --+--- -
L TCHA.2007,S.0.2007, c.8 , 
s.6(1) Restraints~ PASO not 

Aug 
301 2016 included in· plan of care; 

s.6(7) Plan of Care 
IR-RQI .. care not provided as planned 

related to toileting and 

VPC 2016_326569_0021 

....... . nutr_itional supplemef"!!__ __ __ ------i·- ---'----- ---+-- ···-----
L TCHA,2007,S.0.2007, c.8 r-
s.23(1)(a) Reporting & I 
Complaints - very alleged, ! 

Aug 
30

• 
2016 

suspected orwitnessed incident l VPC 
IR-~QI of abwse was not immediately 

investigated 
~-----· _s .2.~(?.) - outq_Q~.!!.~_O..f..!~e _ . ______ .....__ _________ ~ 

2016_326569_0021 

LQIP- Off-site Pr-eparation for On-site Inquiry I Inspection Plan - August, 201 3 draft 5 
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---·-· 
investigation was not reported to 

···-

the Director and amendment 
was not com~leted -

':"'"9 30, 2:16 
O.Reg. 79/10, r.8(1)(b) 
Policy- did not comply with 
process related to notification of WN 2016_326569_0021 

1 IR-RQI f amily/POA of medication 

·- char:!_9es. ···-·· 
Aug 30, 2016 

0 .Reg. 79110, r.50(2)(b)(iii) 

IR-RQI 
Skin & Wound - RD referral not WN 2016_326569_0021 
compieted ·- ·---·· 

I Aug 30, 2016 O.Reg. 19/fo, r.73(2)(b) 

I IR-RQI Dining - resident given a meal WN 2016_32656.9_0021 
before. assistance was provided ·-·--· ··-·-
0. Reg. 79/10, r.231 (a) 

Aug 30, 2016 Records - written record was not WN 2016_326q69_0021 
IR-RQI maintained for each resident of 

the home related to consent - · ···- ·· ·-.. ···-·-
July 13, 2016 

LTCHA,2007,S.0.2007, c.8 s. 
20(1) Abuse policy not complied WN 2016_303563_0021 
with ·······-- -····-····- - ·- -

June 20, 2016 
O.Reg. 79/10, s·.26(3)19 plan of WN, C0#001 2016_258519_0007 
~.§lre_B,9.! based on safe~y risks 

I November 2, O.Reg. 79/10, s.101(2) related WN (issued as 
2015_41651 5_0032 

Compli~d 
. 2015 to records Q~~~pt of com_elail'}ts CO in RQI) Aug 30/ 1(? 

November 2, 
L TCHA,2007,S.0.2007,c.8 s.3 

2015 
resident not bein_g cared for in a VPC 2015_416515_0032 
mariner consistent with needs 

-----~··- ····~OOO o ••••••M - ····- ··-··-··········-·-
October 27, O.Reg "f9/to s. 101 , (2) 

WN 2015_277538_0031 
2015 -~~orting anq_~omelaints - ·- ---- .. -·-· -·-- · .. 

Oct 19, 2015 
LTCHA,2007,S.0.2007,c.8 s.79 

ROI 
related to no minutes of RC VPC 2015_416515_0030 
posted >-·- --· .. - · 
L TCHA,20Q7,$.0 .2007:c:e 5:·60 ··-····--···- ·- ·- __ ........... 

Oct 19, 2015 
RQI 

related to no tesponse to FC VPC 2015_416515_0030 
concerns ------

Oct 19, 2015 0 ,Reg. 79/1-0, s.49 related to VPC 2015_41651 5_00~0 I RQI post falls assessment not done -
LTCHA,.2007,S.0 .2007,c8 s.33 

Oct 19, 2015 related to PASO not in plan of ·vpc I 2015_41 6515_0030 
RQI care Qnd alternatives/consent 

not documented 

Oct 19, 2015 
O.Reg. 79/10, s.8 - polic ies on 

ROI 
complaints, clothing and VPC 2015_416515_0030 
house!<,eeping not complied with 

! Oct 19, 2015 
LTCHA,2007,S.0 .2007,c.8 s.5 

·1 ! RQI 
unmanned door during VPC 201 5_41 6515_0030 
emergency I .. 

Oct 19, 2015 O.Reg. 79/10, s .90 organized i co 2015_41$51 5_0030 
Complied 

I 
RQI pro.gram_ of maintenan£_e I Al:!g30~~ 
Oct 1 ~. 2015 O.Reg. 79/10, s.101(1)and(2) I co 201 5_416515_0030 

Complied 
ROI complaints n~t re~ponded to ang I Aug 30/16 

LQIP- Off-site Preparation for On-site Inquiry f Inspection Plan - August, 201 3 draft 6 
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I Oct 19,. 2015 

I records ke~\ i ------ --- --
--

O.Reg. 79/10, s.30-fciilure to 
Rescinded 

have written description of falls CO · 2015_416515_0030 
Jan 18/16 

1 
RQI program _______ . __ 

Oct 19, 2015 
LTCHA,2007,S.0.2007,c.8, Closed & 

ROI 
s.24(1) -failure to report abuse co 2015 __ 416515_:0030 reissued 
to Director Auq 30/16 
O.Re·g. 79/10, s.91 Hazardou~ 

July 30, 2015 Substance were kept accessible WN, VPC 2015_262523_0020 
' 

for residents ! ,_. 
o. Reg. 79/1 o, s.8(1 )(b) 

July 7, 2015 
mandatory reporting policy -

WN 2015_2'17137_0027 
suspected/~ctua l abuse not 
complied with --- ----·~··---··-··-

0. Reg. 79/10, s.129(1) 
Dec 8, 2014 Medication sto·rage - med cart WN 2014_229213_0078 

unlocked and unattended 
0 . Reg. 79/10, ·S .. 90(ff(b)-·-.. -·-·--·--··-··--- · ·-··---.--~--- ~--····-·----~--

! Dec 8, 2014 
Maintenance - no preventative 

WN, VPC 2014_229213_0078 
I and remedial maintenance 

procedures ··---- - ...... . --
0. Reg. 79/10, s. 50.(2)(b)(iv) 

I Dec 8, 2014 Skin & Wound - weekly . WN, VPC 2014_229213_0078 
__ ~ssess~~nts not completed . -- -·-----··· -· I Dec 8, 202_4 

0 . Reg. 79/10, s 41 Bed time & WN .2014_229213_0078 
Rest Routines - not identified ~ -- - -
LTCHA,2007,S.0.2007,c.8, 

I Dec 8, 2014 s.33.(4) Restraints - no consent WN 2014_229213_0078 
! for PASO ···--·--·· .. ·-··-- ····-··---···-··~·-· .. ··-··- ·- - --

LTCHA,2007,S.0.2007,c.8, 

Dec 8, 2014 
s.17(1) Communication & 

WN 2014_229213_0078 
Response system ...., no call bell 

I in B dinino room .... -·-·--··- -----1· L TCHA,2007,S.0.2007,c.8, 

De.c 8, 2014 
s.15.(2)(c) Maintenanc~ -

WN, VPC 2014_2292'13_0078 
bathrooms, rooms, hallways, 

.JOUJ:).~n disrepair ·-j 0 . Reg. 79/10,. s .. 15(1) (a) Bed I 
I ! 

Dec 8, 2014 rails - bed· assessment not WN, VPC 2014_229213_0078 I i 
completed 

I 
! 

~---·~ ! - -----
LTCHA,2007,S.0.2007,c;8, 

Dec 8, 2014 
s,6(1 )(b) Care plan - no WN 2014:_229213_0078 
(!chievable goal in nutrition care 
~Ian 
LTCHA,2007,S.0 .2007,c.8, 

·-·-----···-·····---·-- . ----
s.3(1)(8) - Privacy (insulin given 
in dining room) 

I Dec 8 , 2014 LTCHA,2007,S.0.2007,c,8, WN, VPC 2014_229213_0078 
s.3(1)(11) - PHI (medication 
strip packages thrown in regular 
garbage) -·--··-- · ·- ·· ----

Dec 8,.2014 No non-compliance 2014_229213 0079 

LQIP- Off~site Preparation for On~site Inquiry! lnspectibnPlan - August, 2013 draft 7 
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Oc!. 17_, 2014 No ~on-COrQP.liance ·--.---~1=--=-_-_:::::::::~:2:0:·1~4-_:3:0:3_5-6:3::0_0-4:6::::::~_·--·-
0 .Reg.79/10,s. 218 (2) ensure 
that no pers·on performs their 

Oct. 
16

• 
2014 responsibilities before receiving 

traiAing with mec~anical lifts 
O.Reg.?9/10,s. 8 (1)(b) r/t tile 
procedure to check residents 

WN, VPC 2014_303563~0045 
Cleared 
Dec 8/14 

--------········~~---·--··--· ......... -·····-······-·-·····---

WN 2014_303563_0044 Cleared 
Dec 8/14 Oct 16• 2014 clothing for personal items prior 

to sending fo laundry 
-<----'---"'-----'--------1-------~-- ------------+-·--·--

L.&!9_. 8, 2014 No findings ·-··---------t--------11---2.914 229213=0_0_5_1---+------1 
July oa, 2014 O.Reg. 79/10 s. 33 (1) related to WN 2014_232112_0037 Cleared 

resident bathi!Jg_· ____ _ __,1---------1-·-- _ _____ ----4-D_e_c_8_/1_4_--; 
O.Reg. 79110 s. 90 (2) related to August 21, -· 

July oa, 2014 hotwate( tetnpera~9_re._s. __ ·_-r __ w __ N_c_o ___ ~_14 __ ~321 1 2_0037 ___ 2_0}_4 __ _. 

L TCHA,2007,S.0.2007,c.8, s . 3. 
May 14, 2014 (1) 16. WNVPC 2014_260521_0024 

Cleared 
Dec 8/14 Bill of Rights 

-··---··----+---~~-------·--<---·-- ---+---~-----·-+-------; 

O.Reg, 79/10 s48.(1) 1 No fall WN VPC Cleared 
May 

14
· 
2-~~~- .. management program 

2014-
260521

-
0024 Dec ·8/14 

May 
141 2014 O.Reg. 79/10 s.30.(1) 1 No pain 

______ ._m_ .an_§9.ement program 
O.Reg.79/10 s.8.(1) (a). r 8.(1) 

May 14, 2014 (b) Failure to follow protocol 

WNVPC 

·WNVPC 

2014_260521_0024 

20·14 _;260521_002 4 

Cleared 
Dec 8/14 

Cleared 
Dec 8/1.4 

,__ _____ _,_following ~fall __ ···-----· +-------·----- ··--··-·-- !----
May 141 2014 O.Reg 79/10 s. 52 Pain 

ManaQement 

March 21, 
2013 

O.Reg 79/10, s107(1)5. -
reporting Cl for outbreak 
immediately 

November 141 O.Reg.79/10,s.8(1)(b) related to 

2012 
not following policy and 
protocols post fall 

WN, VPC 

WN 

WN,VPC 

November 14. LTCHA,2007,S.0.2007,c8,s.3(1) r-
2012 4. Related to being cared for in a WN,VPC 

I----···-· .. --··-·-· rnann~_r-~9_f2Sistent with needs 

2014_260521_0023 

2013_0901 72_0009 

2012_ 18110Q_0010 

2012_ 181105_0010 

Cleared 
Dec 8/14 

Cleared 
Dec 8/14 

Cleared 
Dec 8/14 

March 14, L TCHA, 2007, S. 0. 2007, c.8, WN VPC 2012 088135 ooog Cleared 
_?012 --·- ·· .. - . s.8(3), N<?._13.ti.P_n_d,__u~ty_. ___ , ___ · _____ ,_ _ ___ - _ __ -___ _, Dec 8/14 

Feb 10, 2012 Q,Reg. 79110• s.a(1)(b). Home WN 2012 093145 0007 Cleared 
-·----·--- not foll<,:>wi'ng ·their OY'JQJ?._Ol_ic...___v. --t-------~-----=-·- . · - ._ .. _,_pee 8/14 

O.Reg. 79110, s .73(1)5. Staff did 
not realize ham, bacon, 

December 16, sausage, hot dogs, and ribs 
2011 include pork (which a resident is 

allergic to). Also d.id this with 
tomatoes, 

WN, VPC 2011 _0901 72_0044 Cleared 
Dec 8/14 

December 16, O.Reg. 7-9-/1_0_,_ -s.-76_(_1_)_-N_o_c_o_ok-· __, ___ W_N_V_P_C·----,-···~011 0~017~ 0044 
Cleared 

2011 employed at the home. · - - Dec 8/14 

~~1;1:~~:jj'Ir1m~il~i~i~1~it~i,:';~1~!~1~11tj~~l~l;1 
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This is Exhibit "H" 
to the Affidavit of RHONDA KUKOLY, 
Sworn before me this 24th 
Day of July, 2018 



I . :, 

' I I . I . ' ' 

2014 TOTAL: 1 Medication Incidents (approx) 

September 26, 2014- Missing Narcotic- Hydromorphone lmg Identified staff member work evening 

shift September 26, 2014 

2014 TOTAL: 14 Resident Deaths (Including identified death) 

Identified staff worked May 21, 2014 evenings, resident EF passed away May 21, 2014 

Identified staff worked June 10, 11, 2014 evenings resident IM passed away June 11, 2014 

Identified staff worked June 26, 2014 evenings, resident IH passed away June 27, 2014 

Identified staff worked July 30, 2014 evenings resident OW passed away June 30, 2014 

Identified staff worked August 6, 7, 2014 resident CB passed away August 7, 2014 

Identified staff worked August 23, 2014 evenings, resident FB passed away August 23, 2014 

Identified staff worked Sept 2, 3, 2014 evenings resident GJ passed away Sept 3, 2014 

Identified staff worked Sept 20, 21, 2014 resident LW passed away Sept 21, 2014 

Identified staff worked June 16, 2014, evening June 17, 2014 1-Spm training, resident SL passed away 

'dentified staff worked July 16, 17, 2014 evenings, resident LS passed away July 17, 2014 

Identified staff worked August 30, 31, 2014, resident AH passed away August 31, 2014 

Identified staff worked September 4, 2014 evenings, resident EG passed away September 5, 2014 

Identified staff worked on September 22, 2014 evenings, resident WB passed away September 23, 

Identified staff worked on September 25, 2014 evenings, resident MK passed away September 25, 

CARESSANT CARE WOODSTOCK 
i' II , . I '. '" , , 

2007 - 2014 TOTAL: 1326 Shifts 

2007 - 115 Shifts 

2008 - 194 Shifts 

2009 - 185 Shifts 

2010 - 189 Shifts 

2011 - 211 Shifts 

2012 - 192 Shi fts 

2,013 - 201 Shifts 

2014 - 39 Shifts 

Inspection 

completed 

2014_229213_0072 

I 006596-14 No non

compliance issued 

I ! I ' I 
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\Jov 11, 2007 did not provide resident MP HS medication. Also signed for another residents 
- medication as given but did not give it. 2nd resident unknown at this time 

Feb 25, 2008 furosemide 40 mg was not given at 0800 hours by identified staff 

March 23, 2008 2045 hrs Narcotic count indicated HS tylenol #3 signed as given but was not given by 
identified staff 

March 24, 2008 0030 hours resident WH notified another RN that they did not receive their HS insulin 

No CISwere 

submitted for any 

medication errors 

1----------- ----1 ···················-!---------------------+---------
March 24, 2008 0030 hours resident! C idid not receive HS insulin. Called RN BW stated she 

• .. .......... ..... ...... ......... ! 

gave the insulin. Called BW again 10 minutes later stated "maybe I didn't give it" 

June 22, 2008 2000 hours hydromorph contin 3mg not given by identified staff 

June 15, 20112 nitro patches on resident JC were found. One should have been removed by 

identified staff on HS shift June 14, 2011 

Sept 3, 2012 identified staff did not count narcotics at shift 

Feb 12, 2013 BW did not administer medication following procedures- left on dining room table 

(unknown resident) also did not administer mineral oil treatment to ears of resident DW 

March 19, 2013 missing narcotic at med count- BW gave the narcotic along with a tylenol and did not 

sign for it- also gave the medication early. Received 1 day $USpension 

April 8, 2013 BW did not administer 4 medications to resident JM (calcium, Diacron, metformin and 

quetiapine) S day suspension received 

December 19, 2013- family member reported that BW administered 2 prescribed eye drops at the 

same time- 1 eye drop scheduled for 1630, one schedu led for 2000hrs- BW provided both at 1830 

hours 

an 20, 2014 BW gave medication outside of the allowable timeframe and provided Trazadone early 

along with Tylenol and Risperdal 

January 22, 2014 BW -provided incorrect treatment of hypoglycemia. 

March 20, 2014 BW administered resident HD insulin that was prescribed for another resident for 3 

days. 

2007-2013 TOTAL: 7 Resident Deaths (Known) 

Identified staff worked August 12 2007 and resident JS passed away 

Identified staff worked December 22, 2007 Nights, resident MG passed away December 23, 2007 

Identified staff worked July 29 &30 2008 days, resident CA passed away July 30, 2008 

Identified staff worked January 23, 24, 2009 evenings, resident WH passed away January 24, 2009 

Identified staff worked February 24, 25, 2010 evenings, resident AD passed away February 25, 2010 

Identified staff worked October 26, 2011 evenings, resident HM pasted away October 27, 2011 

Identified staff worked July 13, 14, 2013 evenings, resident HY passed away July 14, 2013 
>. . ' ' ! I I . I • ' : ' • I I i· I ' I ~ • I . ' d ' • , ' • 1 I 

. , I . . ' ;• ' . ' J ' 

Data collection in progress 

The home identified attendance, inappropriate behaviour towards residents & 
discriminating/harassing staff, not completing assessments or following up on physician orders, 

leaving a resident's insulin pen on a dining room table, not assessing a resident when notified by PSW 

that resident was not themselves, not providing suppositories, not completing required admission 

Nork for new residents, not meeting the required needs of residents in a t imely manner and not 

providing treatment for stage IV ulcer 
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11 I I I ,, I 

I •, ' 

CIS REPORTING to Director related to medication: 2 . 

2643-000013-14 October 2, 2014, missing narcotics. CIS level of risk 2, CIATT Oct 16, 2014. Inspection 

completed (ref: inspection tab) 

CIS 2643-000014-15 September 4, 2015 missing medication. CIS level of risk 3, CIATT October 8, 2015, 

no action required. 

INSPECTIONS completed related to missing narcotics and medication overdose: 3 

Complaint inspection related to medication non-compliance issued related to medication incident not 

informing POA and medication administration 

2012 RQI inspection - non-compliance issued related to safe storage of drugs, medication 

administration (ref: inspection tab) 

2014 RQI inspection - non-compliance issued related to safe storage of medication (ref: inspection 

INSPECTIONS with findings of non compliance related to mandatory reporting to the Director : 4 
4 complaint inspections re: mandatory reporting 

CARESSANT CARE WOODSTOCK 

CIS 2636-000027-12 August 28, 2012 missing/unaccounted narcotics, pending home investigation, 

.10 inspection. 

CIS 2636-000006-13 March 14, 2013 missing/unaccounted narcotics, possible double dose of Kadian 

given to resident [~~~~~~~)yj~~-;~~~~~~~~] RN's Beth Wettlauffer and Lois Durbidge identified. Risk level 2, 
CIATT no action required 

CIS 2636-000011-13 missing narcotic - 31 tablets hydromorphone risk level 2 CIATT, no action 

required. 

CIS 2636-000007-15 June 2, 2015, resident continued to get blood thinners, required hospitalization 

and in guarded condition. CIS level of risk 3, CIATI June 25, 2015. NO INTAKE INITIATED BY CIATT. 

CIS 2636-000024-14 November 2, 2014, missing narcotics, risk level 1, inspection required 

INSPECTIONS were completed related to missing narcotics and medication overdose: 3 

Complaint inspection related to medication overdose with no findings 
CIS inspection related to missing narcotics with no findings completed within 2014 RQI 

2014 RQI inspection - non-compliance issued related to safe storage of medication (ref: inspection 

tab} 
INSPECTIONS with findings of non compliance related to mandatory reporting to the Director : 3 

1 CIS and 2 RQI inspections re:mandatory reporting 
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This is Exhibit "I" 
to the Affidavit of RHONDA KUKOLY, 
Sworn before me this 24th 
Day of July, 2018 



£>ontario 
Ministry of Health and Long Term Care 

CRITICAL INCIDENT REPORT 
·-- - ------.. -··--·-·- -- -· - ~ -·----·--·-- - - --· --- . -·· -· 

2636-000007-13 

CARESSANT CARE WOODSTOCK NURSING HOME 
61 FYFE AVENUE 
WOODSTOCK 

Mandatory/Critical Incident Description 
Area/Location of Unusual Occurrence: 

hallway 

Cl Date and Time 

1-Apr-2013 
07:00 

Date and Time Cl first 
Submitted to MOH 

1-Apr-2013 
15:19 

Please identify whether you are reporiing a Mandatory Report or a Critical lnclclent: 
Mandatory Report [L TCHA, 2007] 

Which Mandatory Repori category best applies? 

Abuse/Neglect (24(1)(2)] 

Select relevant sub-category as applies to Abuse/Neglect: 
Resident to staff 

Description of the Unusual Occurrence, including events leading up to the occurrence 

31-0ct-2016 

10:33 AM 

Current Status 
CHANGED ON 

2·Apr·2013 
14:05 

AMENDED 

Previous Status 

SUBMIITED 

Resident came to my office this morning to say he did not want Bethe Wettlaufer giving him medication again as he did not trust 
her to give him his correct medication. He said If she comes near me again he would kick her and punch her In the teeth. 
Resident said he "would klll her'', "kick the shit out of her", "kick her until her bowels are on the floor", "I'll klll her and go to 
another nut house. I'll go to j!lll". 
Bethe Wettlaufer charted the following: r·-·-·-·-···-1 

[ i?W:.J came out of his room ~t 06:45 and sat near resident room ~. Whenever that resident laughed D. W. i would voice a 
fal<e laugh apd~ say "look'at me ,I'm a laughing fool too". L. •. • T:.-:.-: ..... , 
Intervention! D .W .l was informed by witter that his actions were_rn~!t~nd bullying and he was asked to stop. I D.W.Jwas also 
reminded by-Wrner'that resident room -had agreed that If; D.W. ~old her her laughing bothered him and-asl(ed her to move, 
that she would move. l-·-·-···-··' 
Time and Frequency: 1.s.taffx,5 minutes x 3. 
Evaluation: Ineffective) D.W. ~~came angry and threatened writer that he would kick her stomach through her spine and smash 
her teeth In with his fls't:···-·-·-·-·J 

Identifying information 
Resident{s) Involved 
Name of resfdent(s) INVOLVED In Unusual Occurrence {O}: r··· ··-·- ·-·-·o~·w·~- · -·-·-·····- ·1 

i·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·-·j 
Date of admission of resldent(s) (MM/DDNYYY) {O} : 04/25/2012 

Date of birth of resident(s) (MM/DDNYYV) {O} 

Name of Resident(s) who were PRESENT and/or DISCOVERED the Unusual Occurrence 
,---·-···-···-···-·-·-·····-·-·-·-···· 

Resldent(s) who were PRESENT {O} : i D.S. ! 
L .••• .• .•••.••• •• •• •• •• .•••••.•••••• J 

Resldent(s) who DISCOVERED {O} : 

Name of Staff who were PRESENT and/or DISCOVERED the Unusual Occurrence 

Staff who were PRESENT {O} : Bethe Wettlaufer, RN 

Staff who DISCOVERED {O} : 

CONFIDENTIAL · FOR INTERNAL USE ONLY 1 of 3 
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t>ontario 
Ministry of Health and Long Term Care 

CRITICAL INCIDENT REPORT 

2636-000007 -13 

CARESSANT CARE WOODSTOCK NURSING HOME 
81 FYFE AVENUE 
WOODSTOCK 

Cl Dato and Time 

1-Apr-2013 
07:00 

Name of home staff RESPONDING to Unusual Occurrence 

Helen Crombez, RN; Brenda VanQuaethem, Administrator 

Actions taken 
What care was given or action taken as a result of the Unusual Occurrence? 

Dato and limo Cl first 
Submitted to MOH 

1-Apr-2013 
15:19 

31 ·0Cl·2016 

10:33 AM 

Current Status 
CHANGED ON 

2-Apr-2013 
14:05 

AMENDED 

Previous Status 

SUBMITTED 

Resident came and spoke with me and I rnformed Administrator who spoke to resident in his room. Resident was stlll very angry 
when speaking about Bethe and kicked his dresser with force to demonstrate how he would kick Bethe. 

By whom? 

Helen Crombez and Brenda VanQuaethem 

Was physician called? 

Yes 

Date and Time physician called (MM/DD/YYYY HH:MM) 

04/01/2013 10:45 

Name of physician 

Dr. George 

Physician's action 

Unfortunately, his office Is closed for Easter Monday. I wlll call him Tuesday, Aprll 2, 2013 and ask him to come In and speak 
with resident, review his medications and ask re: a psychogeriatrlc assessment. 

Whal other authorities were contacted about this Unusual Occurrence? 

Police 

What other additional authorities w ere contacted ? (e.g. First Nations Band Council, Veterans Affairs Canada, Mi11istry of 
Labour, etc. ) 

Authority name {O}.! ... .P..Q!lce Officer Broadhurst came In to speak to resident. Report# WP130D3187. The officer said that[Q;~] 
was calm now and l.Q~~:_j had assured him there would be no further Incident. 

For resldent~related occurrences 
Were relative(s), friend(s), designated conlact(s) and/or substitute decision mal<er(s) contacted? 

Yes 

If YES, provide name of relative(s), friend(s), designated contact(s) and/or substitute decision maker(s) contacted 
Name {O} : r-·-·-A-j(-·-·~aughter 

'·-·-·-·-·-·-·-·-·-··-·,J 
What is the outcome/current status of the individual(s) who was/were involved in this occurrence? 

(iiwJame to the dining room for lunch and then went to the Retirement Home to visit his friend which Is his usual routine. 
i • .. .• .• .• .• .• ; 
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t?ontario 
Ministry of Health and Long Term Care . 

CRITICAL INCIDENT REPORT 
31 -0ct-2016 

10:33 AM 

-· -. - ... -·· ·---·· - - -

2636 .. 000007-13 

CARESSANT CARE WOODSTOCK NURSING HOME 
61 FYFE AVENUE 
WOODSTOCK 

Analysis and follow-up 

Cl Dato and Time 

1·Apr-2013 
07:00 

What immediate actions have been taken to prevent recurrence? 

Date and Time Cl first 
Subniltted lo MOH 

1-Apr-2013 
15:19 

Current Status 
CHANGED ON 

2·Apr-2013 
14:05 

AMENDED 

Previous Status 

SUBMITTED 

I spoke tc:T··-·-· ···5:·5·~-·-···-·-·bnd asl1ed If she would mind changing her morning routine. I asked her if sho would mind sitting in the 
Family 13.0.i5iri:~:i:iif"watcfi"fhe early morning news until about 07:30 when she could makA her way to the Dining Room If she 
wanted.I D.S. !had no problem wlth this and agreed to It right away. She said she would stati tomorrow. 
B. Wettraiifiir"a·avl5ed with a voice message last evening Aprll 1/13 to not appro::ich resident alone at any time. She Is to have a 
PSW with her at all times w~ert.e.ot;rlng his room Ol' dealing 1:1 with resident. 
Urine dip test to be done fol D.W. io rule out urine Infection. 
Urine dip test indicated urin'iflnfec'fion. Dr. George notified April 2/13 of resident's behaviour and results of urine dip test. Urine 
sample sent for C&S and order received for Septra OS. Resident accepted his blood sugar tested this morning from Bethe and 
she had a PSW go into resident's room with her. 

What long-term actions are planned to correct this situation and prevent recurrence? 

Incident Is under Investigation. Bettie Wettlaufer, RN was called and a voice message left to call the home. , ............. 
1 

Dr. George to be noltfled April 2, 2013 of Incident. We will ask him for a psychogerlatrlc assessment and to come and se~ D.W. i 
speak with him and review his medications. , .............. , "····-·-···-·-· 
Candance Pink, Pharmacy Consultant, to revlewj D.W. jmedicatlons on her next visit. 

Name of person initiating report 

Helen Crombez, RN 

Category of person initiating report 

Director of Care (DOC) 

Date of report (MM/DD/YYYY) 

04!01/2013 

'·-·-·-·-·-·-·-·· 

Please check to confirm the Administrator or Designate has signed the original of this form 

Yes 

General Notes 

Most Recent Note: 04/03/201311:08 I Marla Jardine I Cl form reviewed 

Case Notes 

Most Recent Note : Wiii document resident's behavlour. MJ 

Assessed as per current process. No risk Identified. MJ 
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This is Exhibit "J" 
to the Affidavit of RHONDA KUKOL Y, 
Sworn before me this 24th 
Day of July, 2018 



I'~ 

Ministry of Health and 
Long-Term Care · 

Ministere de la Sante et des 
Soins de longue duree 

t?ontario Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

Long-Term Care Homes Division 
Long-Term Care Inspections Branch 

Division des foyers de soins de 
longue duree 
Inspection de soins de longue duree 

London Service Area Office 
130 Dufferin Avenue 4th floor 
LONDON ON N6A 5R2 
Telephone: (519) 873-1 200 
Facsimile: (519) 873-1 300 

Bureau regional de services de 
London 
130 avenue Dufferin 4eme etage 
LONDON ON N6A 5R2 
Telephone: (519) 873-1200 
Telecopieur: (51 9) 873-1300 

Licensee Copy/Copie du titulaire de permis 

Report Date(s) I Inspection No I Log#/ 
Date(s) du Rapport No de !'inspection No de registre 

Jan 24, Aug 15, 2017 2016_22921 3_0035 029609-16, 031470-)6 

Licensee/Titulaire de permis 
" 

CARESSANT-CARE NURSING AND RETIREMENT HOMES LIMITED 
264 NORWICH AVENUE WOODSTOCK ON N4S 3V9 

Long-Term Care Home/Foyer de soins de longue dun~e 

CARESSANT CARE WOODSTOCK NURSING HOME 
81 FYFE AVENUE WOODSTOCK ON N4S 8Y2 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

Type of Inspection/ 
Genre d'inspection 
Critical Incident 
System 

RHONDA KUKOLY (213), MARIAN MACDONALD (1 37), MELANIE NORTHEY (563) 

Inspection Summary/Resume de !'inspection 

The purpose of this inspection was to conduct a Critical Incident System inspection. 

This inspection was conducted on the following date(s): October 5, 28, 31, November ~-4, 8-
10, 14-18, 29, 30, December 1, 2, 5-8, 12-16, 19, 2016, January 3-6, 9-13, 16-20, 24, 26, 31, 
February 1-3, 6-10,13-17, 21 -24, 28, March 1-3, 6, 7, 2017 

The following critical incidents are included in this inspection: 
Log #029609-16, critical incident #2636-000027-16 and log #031470-16, critical incident #2636-
000007-13 

This inspection was completed concurrently while in the home completing other inspections 
including: 
Inspection #2016_229213_0038: Log #022711-16 related to orders issued as a result of a 
critical incident inspection log #018577-16, inspection #2016_258519_0007, and log #033528-
16 related to orders issued as a result of the Resident Quality Inspection log #002290-16, 
inspection #2016_326569_0021 
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Inspection #2016_303563_0042: Log #033550-16, critical incident #2636-000032-16 

Inspection #2016_255633_0025: Log #033908-16, critical incident #2636-000038-16 and log 
#034107-16, infoline #IL-48359-LO 

Inspection #2017_605213_0001: Log #033930-16, complaint lnfoline #IL-48314-LO 

Inspection #2017 _508137 _0001: Log #002462-17, complaint lnfoline #IL-49142-LO 

Inspection #2016_229213_0039: 
Log #004840-16, critical incident #2636-000006-16 
Log #008948-16, critical incident #2636-000010-16 
Log #015639-16, critical incident #2636-000013-16 
Log #017131 -16, critical incident#2636-000016-16 
Log #021944-16, critical incident #2636-000021-16 
Log #027293-16, critical incident #2636-000013-16 
Log #027733-16, critical incident #2636-000024-16 
Log #035063-16, critical incident #2636-000040-16 
Log #033028-16, critical incident #2636-000030-16 
Log #033029-16, critical incident #2636-000031-16 
Log #000464-17, critical incident #2636-000001 -17 
Log #000590-17, critical incident #2636-000002-17 
Log #000857-17, critical incident#2636-000007-15 
Log #001129-17, critical incident #2636-000003-17 
Log #001413-17, critical incident #2636-000005-17 
Log #001869-17, critical incident #2636-000007-17 

During this inspection, as per section 302 of Ontario Regulation 79/10, requirements under a 
previous Act were inspected. The Long-Term Care Homes Program Manual Standards and 
Criteria were part of an agreement made under the Nursing Homes Act and in effect until July 
1, 2010. The following Long-Term Care Homes Program Manual Standards and Criteria were 
found to be unmet. 

WN #14: 
The Long-Term Care Homes Program Manual Standards and Criteria M3.7 stated: Unusual 
occurrences shall be reported according to Ministry policy. The Ministry of Health and Long
Term Care Unusual Occurrence Report required homes to indicate the type of unusual 
occurrence including · 
"unusual or accidental death". 

Resident health care records were reviewed in the home. Resident #. was admitted to the 
home on July 24, 2007 and passed away on August 12, 2007, 19 days after being admitted to 
the home. The "Institutional Patient Death Record", completed August 12, 2007 by Registered 
Nurse (RN) #169 was faxed to the Office of the Chief Coroner on August 12, 2007. The record 
indicated "Accidental death?", and the box "YES" was checked, as well as "Is the death both 
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sudden and unexpected?" and the box "YES" was chec~ed. 

The home's clinical records and the Ministry of Health and Long Term Care Report archived 
files were reviewed for the year 2007 for the home and no unusual occurrence report was 
found related to a sudden and unexpected or accidental death of resident~ 

In an interview with the Director of Nursing (DON) #102 on November 17, 2016, the DON was 
unable to recall if an unusual occurrence report had been completed related to the sudden 
and unexpected death or accidental death of resident- and was not able to produce an 
unusual occurrence report, related to the death of resident•· 

The Long-Term Care Homes Program Manual Standards and Criteria M3.7, unusual 
occurrences shall be reported according to Ministry policy, was not met related to the 
unexpected death of resident-

WN#15: 
The Long Term Care Homes Program Manual Standards and Criteria M3.7 stated: Unusual 
occurrences shall be reported according to Ministry policy. The Ministry of Health and Long
Term Care Unusual Occurrence Report required homes to indicate the type of unusual 
occurrence including "medication/treatment error resulting in hospital admission". 

A Caressant Care Internal Resident Incident Report was documented by Registered Nurse 
(RN) #127, in Point Click Care on October 7, 2007, for resident -related to a medication 
error that occurred on October 6, 2007. The incident was described as resident's blood sugar 
kept bottoming out overnight (1.9-2.2) when the RN called the physician on call about orders 
for treatment who told the RN that a nurse had called them in evening "about an insulin 
overdose". The incident report was signed by the resident's physician on October 30, 2007, by 
the Director of Nursing (DON) #102 on October 27, 2007, the Administrator #117 with no date 
identified, and RN #127 on October 7, 2007. The section indicating "MOH Unusual occurrence 
report completed" was left blank and unchecked. 

The home's clinical records and the Ministry of Health and Long Term Care Report archived 
files were reviewed for the year 2007 for the home, and no unusual occurrence report was 
found related to a medication error for resident ... Progress notes documented by RN #127 
on October 7, 2007, stated "resident's blood sugar remained unstable throughout the night 
continually dropping". The RN called the doctor at 0415 hours to receive orders on treatment 
and the doctor told the RN that a nurse from Caressant Care had called earlier in the evening 
to inform the doctor of "an insulin overdose", and after speaking with the doctor, the RN 
checked for any incident reports and found none completed. The RN documented that they 
were "not informed of any overdoses at shift change". There were no progress notes 
documented for the evening shift of October 6, 2007 and there were no medication incidents 
documented for resident-on October 6, 2007 .. On October 7, 2007, progress notes stated 
the resident's family member wanted the resident to be checked and the doctor on call agreed 
that resident could be sent to hospital. A progress note at 1758 hours on October 7, 2007, 
stated that the family member called to say resident was to be admitted when a bed became 
available and was on intravenous getting glucose. Resident-was discharged from the 
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hospital back to the home on October 15, 2007. 

In an interview with the DON #102 on November 9~ 2016, the DON was unable to recall if an 
unusual occurrence report had been completed related to the medication error for resident 
- The DON said that because the "MOH unusual occurrence report completed" was blank 
and unchecked, that meant that they either forgot to check it off or didn't complete one. The 
home was not able to produce an unusual occurrence report, related to a medication error for 
resident.. · 

The Long-Term Care Homes Program Manual Standards and Criteria M3.7, unusual 
occurrences shall be reported according to Ministry policy, was not met related to the 
medication incident and hospitalization of resident-on October 7, 2007. 

WN #16: 
The Long-Term Care Homes Program Manual Standards and Criteria R8.1 stated: "All 
medication errors and adverse drug reactions shall be reported promptly to the director of 
nursing, prescriber, and pharmacist according to established policy and procedure and 
specific follow-up action shall be taken". 

A Caressant Care Internal Resident Incident Report was documented in Point Click Care by 
Registered Nurse (RN) #127, for resident .. on October 7, 2007, for a medication error that 
occurred on October 6, 2007. The incident was described as the resident's blood sugar kept 
bottoming out overnight (1 .9-2.2) when the RN called the doctor on call about orders for 
treatment he told the RN that a nurse had called the doctor in evening "about an insulin 
overdose". The incident report was signed by the resident's physician on October 30, 2007, by 
the Director of Nursing (DON) #102 on October 27, 2007, the Administrator #117 with no date 
identified, and RN #127 on October 7, 2007. The section indicating "MOH Unusual occurrence 
report completed" was left blank and unchecked. 

In an interview with the DON #102 on November 9, 2016, the DON was unable to recall if any 
follow up had been completed related to the medication error for resident- The home was 
not able to produce any documentation or evidence of any follow up actions taken related to 
the medication error for resident-documented on October 7, 2007. 

In an interview with the Consultant Pharmacist #125 on December 1, 2016, who provided 
services to the home from 2007 to 2013, they said that the home did not report all medication 
errors to the pharmacy. The Pharmacist said that they were notified of pharmacy errors, but 
nursing errors were dealt with internally by the home. 

The Long-Term Care Homes Program Manual Standards and Criteria R8.1, all medication 
errors and adverse drug reactions shall be reported promptly to the director of nursing, 
prescriber, and pharmacist according to established policy and procedure and specific follow
up action shall be taken, was. not met related to the medication incident for resident~n 
October 7, 2007. 

During the course of the inspection, the inspector(s) spoke with the Acting Administrator, the 
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Administrator, the Director of Nursing, the Acting Director of Nursing, previous 
Administrators, previous Directors of Care, previous Assistant Directors of Nursing, previous 
Resident Care Coordinators, two Resident Care Coordinators, Regional Coordinators, the Vice 
President of Operations, the Vice President of Human Resources, the Corporate 
Communications Manager, a Corporate Executive Assistant, the Corporate Environmental 
Services Consultant, Consultant Pharmacists, a Pharmacy Clinical Lead, Physicians, 
Registered Nurses, Registered Practical Nurses, the Food and Nutrition Manager, a 
Registered Dietitian, a Program Manager, an Occupational Therapist, a Physiotherapist, a 
Physiotherapy Assistant, an Ontario Nurses Association Attorney, Personal Support Workers, 
an Administrative Assistant, a Scheduling Clerk, Ward Clerks, Maintenance staff, 
Housekeeping staff, family members, residents. 

The Inspectors also observed resident care and medication practices and administration. The 
Inspectors reviewed electronic and paper health records, incident reports, education records, 
employee files, meeting minutes, complaint records, policies and procedures, program 

. evaluations, and other relevant documentation. · 

The following Inspection Protocols were used during this inspection: 
Hospitalization and Change in Condition 
Medication · 
Reporting and Complaints 
Sufficient Staffing 
Training·and Orientation 

During the course of this inspection, Non-Compliances were issued. 
13 WN(s) 
5 VPC(s) 
2 CO(s) 
0 DR(s) 
0 WAO(s) 
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NON-COMPLIANCE I NON - RESPECT DES EXIGENCES 
Legend Legende 

WN - Written Notification WN - Avis ecrit 
VPC - Voluntary Plan of Correction 
DR - Director Referral 

VPC - Plan de redressement volontaire 
DR - Aiguillage au directeur 

CO - Compliance Order CO - Ordre de conformite 
WAO - Work and Activity Order WAO - Ordres : travaux et activites 

Non-compliance with requirements under Le non-respect des exigences de la Loi de 
the Long-Term Care Homes Act, 2007 2007 sur les foyers de soins de longue 
(L TCHA) was found, (a requirement under duree (LFSLD) a ete constate, (une 
the L TCHA includes the requirements exigence de la loi comprend les exigences 
contained in the items listed in the qui font partie des elements enumeres 
definition of "requirement under this Act" in dans la definition de « exigence prevue 
subsection 2(1) of the L TCHA). par la presente loi », au paragraphe 2(1) 

de la LFSLD. 

The following constitutes written Ce qui suit constitue un avis ecrit de non-
notification of non-compliance under respect aux termes du paragraphe 1 de 
paragraph 1 of section 152 of the L TCHA. !'article 152 de la LFSLD. 

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 107. Reports re critical 
incidents 

Specifically failed to comply with the following: 

s. 107. (3) The licensee shall ensure that the Director is informed of the following incidents in 
the home no later than one business day after the occurrence of the incident, followed by the 
report required under subsection (4): 
3. A missing or unaccounted for controlled substance. 0. Reg. 79/10, s. 107 (3). 

s. 107. (3) The licensee shall ensure that the Director is informed of the following incidents in 
the home no later than one business day after the occurrence of the incident, followed by the 
report required under subsection (4): 
5. A medication incident or adverse drug reaction in respect of which a resident is taken to 
hospital. 0. Reg. 79/10, s. 107 (3). 
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Findings/Faits saillants : 

1. The licensee has failed to ensure that the Director was informed of a missing or unaccounted for 
controlled substance. 

Medication incident reports were reviewed in the home and the following incidents were noted: 
• On October 18, 2016, a medication incident report was completed indicating that one tablet of 

Dilaudid was missing for resident- The "Unusual Occurrence Report" completed box was not 
checked. The medication incident report was signed by the Director of Nursing (DON) #102 on 
December 12, 2016. 
• On November 11, 2016, a medication incident report was completed indicating that one tablet of 
Dilaudid was missing for resident •. The "Unusual Occurrence Report" completed box was not 
checked. The medication incident report was signed by the DON on November 11, 2016. 

The Ministry of Health and Long Term Care (MOHL TC) Critical Incident (Cl) Reporting System was 
reviewed. The last missing or unaccounted for controlled substance was reported by the home in 
August 2012, and there have been none reported since that date. 

In an interview with the DON #102 and the Acting Administrator #101 on December 19, 2016, the 
DON and the Acting Administrator said that they were aware of the incidents and were unsure as to 
why they were not reported to the Director. 

The licensee failed to inform the Director of the missing or unaccounted for controlled substance 
Dilaudid. [s. 107. (3) 3.) (213) 

2. The licensee has failed to ensure that the Director was informed no later than one business day 
after the occurrence of a medication incident or adverse drug reaction in respect of which a resident 
was taken to hospital. 

Medication incidents reported in Point Click Care and clinical records for residents 
were reviewed. A medication incident report stated on October 11, 2016, the 1200 hours 
medications for resident-were documented on the electronic medication administration record 
( eMAR) as administered to the resident, but were found intact in the strip package in the medication 
cart at 1630 hours. The medications that were not administered included Statex 5 mg, Tylenol 500 
mg and Tylenol Arthritis. The 1630 hours medication for resident - (with the same last name as 
resident~ were founq missing from the strip packaging in the medication cart that same day. 
The missing medications included Lipidel EZ 45 mg, Colace 100 mg, Senokot 8.6 mg (three tablets) 
and Seroquel 25 mg. 

Progress notes for resident tated that at supper on October 11, 2016, resident-
expressed that they were no not feeling well and felt a little off. When assessed by Registered 
Practical Nurse (RPN) #103, the resident requested to go to the hospital for assessment and was 
transferred to hospital by ambulance at 2140 hours. Resident .. returned to the home early the 
next morning. The final diagnosis in hospital was dehydration. Intravenous (IV) fluids were given. 
The resident also had complaints of having had loose bowel movements for two days. The 
Emergency Record included documentation that the home questioned medication administration. 
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The home's internal investigation records stated the incident had been followed up with the 
registered staff involved, for failing to give resident- their medication as prescribed, as well as 
failing to document and follow up on the resident's condition in detai l. The Director of Nursing (DON) 
indicated that if the Registered Practical Nurse had audited and checked, they would have seen that 
the resident was given the wrong medication. 

The Ministry of Health and Long Term Care (MOHL TC) Critical Incident (Cl) Report~ystem was 
reviewed. There were no Cl reports related to a medication error involving resident -

In an interview on November 30, 2016, the DON said a Cl report was not submitted to the MOHL TC. 

The licensee failed to inform the director no later than one business day after the occurrence of a 
medication incident in respect of which resident - was taken to hospital. 

The severity of this non-compliance is minimal risk and the scope is wide spread. The home does 
not have a history of non-compliance in this subsection of the legislation. [s. 107. (3) 5.] (137) 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee 
is hereby requested to prepare a written plan of correction for achieving compliance to · 
ensure that the Director is informed of a missing or unaccounted for controlled substance, to 
be implemented voluntarily. 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 115. Quarterly evaluation 

Findings/Faits saillants : 
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1. The licensee has failed to ensure that an interdisciplinary team, which must include the Medical 
Director, the Administrator, the Director of Nursing and Personal Care, the pharmacist and the 
pharmacy service provider and a registered dietitian who is a member of the staff of the home, met 
quarterly to evaluate the effectiveness of the medication management system in the home and to 
recommend any changes necessary to improve the system. 

The licensee failed to ensure that a quarterly evaluation of the medication management system 
included identified and implemented changes to improve the system in accordance with evidence
based practices and, if there were none, in accordance with prevailing practices. 

The licensee failed to ensure that a written record was kept of the results of a quarterly evaluation or 
any changes that were identified or implemented as a result of the quarterly evaluation. 

In an interview with the Medical Director #134 on December 7, 2016, they said that they had been 
providing service to the home for over 40 years and had not participated in any Medication 
Management System program evaluations. 

In an interview with the Administrator#117 on November 21 , 2016, the Administrator said that they 
had been the Administrator from 2009 to 2016 and had not participated in any Medication 
Management System program evaluations. 

In an interview with the Director of Nursing (DON) #102 on November 14, 2016, the DON said that 
they had worked for the home for over 33 years and had not participated in any Medication 
Management System program evaluations. 

In an interview with the Consultant Pharmacist #118 on November 22, 2016, the Pharmacist said 
that they had provided services to the home from February 2016 to date and had not participated in 
any Medication Management System program evaluations. · 

In an interview with the Consultant Pharmacist #125 on December 1, 2016, the Pharmacist said that 
they had provided services to the home from 2007 to 2013 and had not participated in any 
Medication Management System program evaluations. 

The home was not able to produce any documentation of quarterly evaluations of the medication 
management system, or changes that were identified or implemented as a result of a quarterly 
evaluation. 

The severity of this non-compliance is minimal risk and the scope is widespread. The home does not 
have a history of non-compliance in this subsection of the legislation. [s. 115.] (213) 
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Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee 
is hereby requested to prepare a written plan of correction for achieving compliance to 
ensure that an interdisciplinary team, which must include the Medical Director, the 
Administrator, the Director of Nursing and Personal Care, the pharmacist and the pharmacy 
service provider and a registered dietitian who is a member of the staff of the home, meet 
quarterly to evaluate the effectiveness of the medication management system in the home 
and to recommend any changes necessary to improve the system. To ensure that there is a 
written record kept of the results of the evaluation and any changes that were implemented, 
to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with O.Reg 79/10, s. 116. Annual evaluation 

Findings/Faits saillants : 

1. The licensee has failed to ensure that an interdisciplinary team , which must include the Medical 
Director, the Administrator, the Director of Nursing and Personal Care, the pharmacist and the 
pharmacy service provider and a registered dietitian who was a member of the staff of the home, 
met annually to evaluate the effectiveness of the medication management system in the home and 
to recommend any changes necessary to improve the sy~tem. 

The licensee failed to ensure that the annual evaluation of the medication management system . 
included a review of the quarterly evaluations in the previous year as referred to in 0 . Reg 79/10 
s.115 and identified changes to improve the system in accordance with evidence-based practices 
and, if there were none, in accordance with prevailing practices. 

The licensee failed to ensure that the changes identified in the annual evaluation were implemented 
and that a written record was kept of the results of the annual evaluation and of any changes that 
were implemented. 

The home provided documentation of four Medication Management System Program Evaluations 
completed: 
1. Date: September (no year identified), Review completed by: Resident Care Coordinator (RCC) 
#116. 
2. Date: November 26, 2014, Review completed by: RCC #116 and Registered Nurse (RN) #106. 
3. Date: blank, Review of Service from: September 2014 to: September 22, 2015, Review completed 
by: RCC #116, RN #106, RN #139 and RN #121 . 
4. Date: blank, Review of Service from: August 2015 To: August2016. Review completed by: RN 
#104 and RN #106. 
The Medical Director, Administrator, Director of Nursing, Pharmacist and Dietitian were not included 
in any of the annual evaluations provided by the home. 

Page 1 a of/de 33 

L TCI00043372 



('~ 

Ministry of Health and 
Long-Term Care 

Ministere de la Sante et des 
Soins de longue duree 

t?ontario Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Rapport d'inspection sous la 
Loi de 2007 sur les foyers de 
soins de longue duree 

The home was not able to provide any documentation of any quarterly evaluation completed that 
included the identification or implementation of changes to improve the system in accordance with 
evidence-based practices. 

The program goals identified in the evaluations were random and different every year including "to 
provide the appropriate medication that resident require", "to provide minimal medication to maintain 
health of residents", "to keep resldents as comfortable as possible", "to inform residents/POA's of 
medications being used have input", "quality control by MD, pharmacy, staff", "least medication 
possible", "to maintain safe and appropriate medication administration, dosing and kind of 
medication". 

There was no correlation between "summary of changes/improvements made of.the past year with 
date of change" and the "areas for improvement identified" in the previous year's evaluation. 

"Areas for improvement" were random, non-specific and vague, including "continue to assess over 
medication of elderly, discontinue meds not needed, locking cart", and "double checks''. 

"Summary of changes/improvements made over the past year with date of change" were random , 
non-specific and vague, including "storage for discontinued meds has been improved so that 
removing items is harder", "double checks on waste of narcotics", "have new med cart that is 
'erogmatic' for staff', "education of shift count", "review of medication use''. No dates were indicated. 

In an interview with the Medical Director #134 on December 7, 2016, the physician said they had 
been providing service to the home for over 40 years and had not participated in any Medication 
Management System program evaluations. 

In an interview with Administrator #117 on November 21, 2016, the Adm inistrator said they had been 
the Administrator from 2009 to 2016 and had not participated in any Medication Management 
System program evaluations. 

In an interview with the Director of Nursing (DON) #102 on November 14, 2016, the DON said they 
had worked for the home for over 33 years and had not participated in any Medication Management 
System program evaluations. 

In an interview with Consultant Pharmacist #118 on November 22, 2016, the Pharmacist said they 
had provided services to the home from February 2016 to date and had not participated in any 
Medication Management System program evaluations. 

In an interview with Consultant Pharmacist #186 on February 21, 2017, the Pharmacist said they 
had provided services to the home in 2014 and 2015 and had not participated in any Medication 
Management System program evaluations. 

In an interview with Consultant Pharmacist #125 on December 1, 2016, the Pharmacist said they 
had provided services to the home from 2007 to 2013 and had not participated in any Medica'tion 
Management System program evaluations. 
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The medication policies in the Medical Pharmacies Pharmacy Policy & Procedure Manual for L TC 
Homes were reviewed: 
Policy 3-5 "The Medication Cart and Maintenance" was dated January 2014. 
Policy 3-6 "The Medication Pass" was dated January 2014. 
Policy 5-4 "Drug Destruction and Disposal" was dated January 2014. 
Policy 9-2 "Adverse Drug Reactions and Drug Allergies" was dated January 2014. 
Policy 3-2-2 "Packaging - Strip Pack System" was dated January 2014. 
Policy 3-12 "How to Administer Insulin (Insulin Pen)" was dated January 2014. 

In an interview with Acting Administrator#101 on November 9, 2016, the Acting Administrator said 
that the home used the pharmacy provider Medical Pharmacies' policies for medication policies in 
the home. The Acting Administrator was not aware of who was responsible for reviewing policies or 
when it was done. 

In an interview with the DON #102 on November 9, 2016,· the DON said that the home used the 
pharmacy provider Medical Pharmacies' policies for medication policies in the home. The DON was 
not aware of who was responsible for reviewing policies or when it was done. 

The licensee failed to ensure that an interdisciplinary team that included the Medical Director, the 
Administrator, the Director of Nursing and Personal Care, the pharmacist and the pharmacy service 
provider and a registered dietitian who was a member of the staff of the home, met annually to 
evaluate the effectiveness of the medication management system in the home and to recommend 
any changes necessary to improve the system. The annual evaluation of the medication 
management system did not include a review of quarterly evaluations in the previous year as 
quarterly evaluations were not completed or documented. 

The licensee failed to ensure that the changes identified or implemented were based on a proper or 
adequate annual evaluation of the medication management system in accordance with evidence
based or prevailing practices. 

The severity of this non-compliance is minimal risk and the scope is widespread. The home does not 
have a history of non-compliance in this subsection of the legislation. [s. 116.] (213) 
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·Additional Required Actions: 

VPC- pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, s.152(2) the licensee 
is hereby requested to prepare a written plan of correction for achieving compliance to 
ensure that an interdisciplinary team, which must include the Medical Director, the 
Administrator, the Director of Nursing and Personal Care, the pharmacist and the pharmacy 
service provider and a registered dietitian who is a member of the staff of the home, meet 
annually to evaluate the effectiveness of the medication management system in the home 
and to recommend any changes necessary to improve the system. To ensure that the annual 
evaluation includes a review of the quarterly evaluations in the previous year and identified 
changes to improve the system in accordance with evidence-based practices and if there are 
none, with prevailing practices. To ensure that the changes identified in the annual 
evaluation are to be implemented and a written record kept of the. results of the evaluation 
and any changes that were implemented, to be implemented voluntarily. 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s. 126. Every licensee of a long
term care home shall ensure that drugs remain in the original labelled container or package 
provided by the pharmacy service provider or the Government of Ontario until administered 
to a ·resident or destroyed. 0. Reg. 79/10, s. 126. 

Findings/Faits saillants : 

1 . The licensee has failed to ensure that drugs remained in the original labelled container or 
package provided by the pharmacy provider or the Government of Ontario until administered or 
destroyed. 

Observations on November 3, 2016, in the first floor A unit in the medication cart at 1345 hours: 
• Bin for resident .. contained Spiriva 18 micrograms (ug), two packages, not in the original 

package from the pharmacy, no resident name, date, prescription number, etc. 
• Bin for resident- contained Spiriva 18ug, seven packages and Salbutamol 1 milligram per 

milliliter (mg/ml) five nebulizers, not in the original package from the pharmacy, no resident name, 
date, prescription number, etc. 
• Bin for resident-contained Spiriva 18ug, five packages, not in the original package from the 

pharmacy, no resident name, date, prescription number, etc. 
• Bin for resident - contained Spiriva 18ug, three packages, not in the original package from the 

pharmacy, no resident name, date, prescription number, etc. 

Observations on November 4, 2016 in the B unit in the medication room at 1505 hours: 
South Wing med cart: 
• Bin for resident -contained Systane Ultra (no dose), two .nebules, and one single dose plastic 

nebule of Cosopt 0.2ml, not in the original package from the pharmacy, no res ident name, date, 
prescription number, etc. 
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