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FINAL INSPECTION REPORT   
Under the Retirement Homes Act, 2010 

Inspection Information  

Date of Inspection: July 6, 2022 Name of Inspector: Melissa Meikle 

Inspection Type: Mandatory Reporting Inspection 

Licensee: HCN-Revera Lessee (Westwood) LP / 5015 Spectrum Way, Mississauga, ON  L4W 0E4 (the 
“Licensee”) 

Retirement Home: The Westwood / 2370 Carling Avenue, Ottawa, ON  K2B 8G9 (the “home”) 

Licence Number: N0378 

 

Purpose of Inspection 

The RHRA received a report under section 75(1) of the Retirement Homes Act, 2010 (the “RHA”). 

 

NON-COMPLIANCE 

1. 

 

The Licensee failed to comply with O. Reg. 166/11, s. 23; Behaviour management. 

 

Specifically, the Licensee failed to comply with the following subsection(s):  
 

23. (1) Every licensee of a retirement home shall develop and implement a written behaviour 
management strategy that includes, 

(a) techniques to prevent and address resident behaviours that pose a risk to the resident or others 
in the home; 

(b) strategies for interventions to prevent and address resident behaviours that pose a risk to the 
resident or others in the home; 

 

Inspection Finding 

A report was made to RHRA regarding allegations of improper care of a resident. The Inspector reviewed 
the resident’s chart and found that the resident has exhibited behaviours that posed a risk of harm to 
himself or others in the home. The Licensee did not implement techniques and strategies for interventions 
to prevent and address the resident’s behaviours. The Licensee failed to implement Behaviour Management 
strategies as prescribed. 

 

Outcome 

The Licensee has advised it has taken corrective action to achieve compliance. RHRA to confirm compliance 
by inspection. 

 

2. 

 

The Licensee failed to comply with the RHA, S.O. 2010, c. 11, s. 62; Contents of plan. 

The Licensee failed to comply with the RHA, S.O. 2010, c. 11, s. 62; Involvement of resident, etc.. 
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The Licensee failed to comply with the RHA, S.O. 2010, c. 11, s. 62; Persons who approve plans of 
care. 

The Licensee failed to comply with the RHA, S.O. 2010, c. 11, s. 62; Reassessment and revision. 

The Licensee failed to comply with O. Reg. 166/11, s. 47; Development of plan of care. 

 

Specifically, the Licensee failed to comply with the following subsection(s):  

 
62. (4) The licensee of a retirement home shall ensure that there is a written plan of care for each 
resident of the home that sets out, 

(b) the planned care services for the resident that the licensee will provide, including, 

(iii) clear directions to the licensee’s staff who provide direct care to the resident; 

 
62. (5) The licensee shall ensure that the resident, the resident’s substitute decision-maker, if any, and 
any other persons designated by the resident or substitute decision-maker are given an opportunity to 
participate in the development, implementation and reviews of the resident’s plan of care. 

 
62. (9) The licensee shall ensure that the following persons have approved the plan of care, including any 
revisions to it, and that a copy is provided to them: 

1. The resident or the resident’s substitute decision-maker. 

 
62. (12) The licensee shall ensure that the resident is reassessed and the plan of care reviewed and 
revised at least every six months and at any other time if, in the opinion of the licensee or the resident, 

(b) the resident’s care needs change or the care services set out in the plan are no longer necessary; 

(c) the care services set out in the plan have not been effective. 
 

47. (5) If an assessment of a resident indicates that the resident’s care needs may include dementia care, 
skin and wound care or the use of a personal assistance services device, the licensee shall ensure that an 
interdisciplinary care conference is held as part of the development of the resident’s plan of care and 
that the resident’s plan of care takes into account the results of the care conference. 

 

Inspection Finding 

As part of the inspection in response to the report, the inspector reviewed records relating to the resident. 
The inspector confirmed that the Licensee failed to ensure that the resident was reassessed and that the 
plan of care was reviewed and revised as required. Furthermore, the plan of care had conflicting details that 
resulted in a lack of clear direction to the staff regarding care needs and services. The plan of care on file 
was not approved by the substitute decision maker, nor was there evidence that they were given an 
opportunity to participate in the development of the plan. Lastly there is no proof of an interdisciplinary 
care conference. 

 

Outcome 

The Licensee has advised it has taken corrective action to achieve compliance. RHRA to confirm compliance 
by inspection. 

 

3. The Licensee failed to comply with the RHA, S.O. 2010, c. 11, s. 65; On-going training. 
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 The Licensee failed to comply with O. Reg. 166/11, s. 14; Staff training. 

 

Specifically, the Licensee failed to comply with the following subsection(s):  

 
65. (4) The licensee shall ensure that the persons who are required to receive the training described in 
subsection (2) receive on-going training as described in that subsection at the times required by the 
regulations. 

 
14. (2) For the purposes of subsection 65 (4) of the Act, the licensee shall ensure that the persons who 
are required to receive training under subsection 65 (2) of the Act receive the training at least annually. 

 

Inspection Finding 

The inspector reviewed staff training records of Prevention of Resident Abuse, Behaviour Management, 
Continence Care, Assistance with Personal Hygiene, Assistance with Ambulation, Assistance with Feeding, 
Assistance with Dressing, Assistance with Bathing and Fire Safety & Emergency Plan and found 5 staff 
members had not completed annual training. The Licensee failed to ensure that staff were trained as 
required. 

 

Outcome 

The Licensee submitted a plan to achieve compliance by July 31, 2022. RHRA to confirm compliance by 
following up with the Licensee or by inspection. 

 

 
 

NOTICE 

The Final Inspection Report is being provided to the Licensee, the Registrar of the Retirement Homes 
Regulatory Authority (the “RHRA”) and the home’s Residents’ Council, if any.                

Section 55 of the RHA requires that the Final Inspection Report be posted in the home in a conspicuous 
and easily accessible location. In addition, the Licensee must ensure that copies of every Final Inspection 
Report from the previous two (2) years are made available in the Home, in an easily accessible location.  

The Registrar’s copy of the Final Inspection Report, as it appears here, will be included on the RHRA 
Retirement Home Database, available online at http://www.rhra.ca/en/retirement-home-database. 

 

Signature of Inspector 

 

Date   

July 26, 2022 

 

http://www.rhra.ca/en/retirement-home-database

