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1.0 Summary

Retirement homes have historically provided
seniors with a residence within communities in
Ontario where they live independently. Because
seniors reside in retirement homes as tenants,
they have the same rights and obligations as other
tenants in Ontario under the Residential Tenancies
Act, 2006. Seniors are provided with the option for
health-care services through either these homes or
by outside service providers, including those that
are publicly funded by the Ministry of Health.

The Retirement Homes Regulatory Authority
(Authority) was established in 2011 and oversees
retirement homes under the Retirement Homes
Act, 2010 (Act). The Act contains a fundamental
principle that states, “a retirement home is to be
operated so that it is a place where residents live
with dignity, respect, privacy and autonomy, in
security, safety and comfort and can make informed
choices about their care options.” Through the Act,
the Authority has been delegated to promote and
enforce consumer protection and safety.

Our audit found that a shift is occurring
whereby thousands of beds in retirement homes
are being occupied by individuals who have more
intense health-care needs than the more active
and independent seniors that many retirement
homes were designed for. According to Ontario
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Health, as of March 31, 2020, of the approximately
38,000 people waiting to be placed in long-term-
care homes, 26%, or about 10,000, were waiting

in licensed retirement homes. As of March 31,
2020, there were 770 licensed retirement homes

in Ontario with the potential capacity to provide
care and accommodation for about 80,000 Ontar-
ians. The 10,000 individuals were housed across
all retirement homes, including those that are
co-located with long-term-care homes. According to
the Authority, 101 or 13% of the licensed retirement
homes share a location with long-term-care homes.

According to Ontario Health, in 2019/20 just
over 4,000 people who lived in retirement homes
were previously hospital patients who were desig-
nated as alternate level of care (ALC). Patients
designated as ALC are discharged from a hospital
because they no longer require acute care but
can be in a condition where it may be suitable for
them to be in a long-term-care home or other more
appropriate alternative settings.

We were concerned to find that a gap in regula-
tory oversight exists that when beds in retirement
homes are governed or funded by other minis-
tries—such as patients designated as ALC who are
part of the Ministry of Health’s short-term transi-
tional-care program—the patients occupying those
beds are not subject to oversight by the Authority
or by the ministries (such as the Ministry of Health)
that fund these beds. This means that the poten-
tially medically vulnerable individuals in this gap



are not afforded the safety, care and protection they
should receive by the Ministry of Long-Term Care
had they been placed in long-term-care homes.

The Authority is a self-funded, not-for-profit
administrative authority and is overseen by the
Ministry for Seniors and Accessibility (Ministry).
The Ministry is responsible for developing and
maintaining policy, legislation and regulations, and
for providing oversight of the Authority to confirm
that it is carrying out its objects set out in the Act.

The Authority provides policy advice, grants
licences, oversees compliance and enforcement,
conducts inspections, responds to public com-
plaints, educates retirement homes, consumers and
the public about the Act, and maintains a public
registry of licensed retirement homes. It is headed
by a Registrar and Chief Executive Officer and is
governed by a nine-member Board. In 2019/20, the
Authority recorded about $8.0 million in revenue
and $8.7 million in expenses. In each of the four
years prior, the Authority recorded a surplus. As of
July 2020, about 50 people worked for the Author-
ity, which is based in Toronto.

The impact of COVID-19 on retirement homes
has been significant, even though they have experi-
enced fewer reported cases and deaths than long-
term-care homes. According to COVID-19 outbreak
data collected by the Authority, 185 COVID-19
outbreaks were detected at 171 licensed retirement
homes, affecting 989 residents and 491 staff as of
August 31, 2020. A total of 209 residents from 48
retirement homes died. Such incidents of infection
and death in retirement homes highlight the resi-
dents’ susceptibility to harm.

Some of our significant audit findings include:

® The care and accommodation of thou-

sands of former hospital patients in
retirement homes are not subject to
Authority oversight, nor Ministry of Health
inspections. In 2019/20, 4,201 patients
designated as alternate level of care (ALC)
were discharged from hospitals to retire-
ment homes. Some of these patients stay

in retirement home beds under a program

subsidized by the Ministry of Health. Neither
the Ministry of Health nor the Local Health
Integration Networks perform inspections or
systematically handle complaints for these
subsidized beds to ensure patient security
and safety. While the Authority will respond
to issues raised related to the conduct of a
licensee irrespective of whether the home
includes any patients designated as ALC, and
informs complainants at the beginning of the
complaints process to contact the LHINs if
their complaints are related to these subsid-
ized beds, it is unclear that the Authority can
address issues where exemptions to the Act
apply. We also found that neither the Ministry
for Seniors and Accessibility nor the Author-
ity track the number of patients designated
as ALC in retirement homes. This meant that
we were unable to determine how many of
the 209 COVID-19 deaths and 989 infections
of residents in retirement homes during our
audit were patients designated as ALC.
Many retirement home residents have
health profiles similar to patients in long-
term-care homes but such data is not
routinely collected by the Authority. The
Authority does not systematically collect
information on the complexity of care needs
required for retirement home residents. The
Authority is also not aware of the types of the
specific type of care services that residents
receive from retirement homes, private care
providers and government-funded home care.
Using data from Ontario Health, we found
that 52% of all retirement home residents
received ongoing home-care services pro-
vided by the LHINs, assuming all retirement
homes were at capacity in 2019/20, since
the Authority does not systematically and
regularly collect data on how many residents
occupy available retirement home beds. We
compared the level of care needed for retire-
ment home residents to the level of those who
lived elsewhere in the community and found



that of the 48,545 clients receiving home-care
services in retirement homes in 2019/20,
many have high care needs. For example,
21% are classified as complex patients who
have one or more health or chronic illnesses
with direct care needs that are unstable and
unpredictable, compared with 13% who live
in assisted living and 14% who live in their
own home. The Authority informed us that a
retirement home that is not capable of provid-
ing the level of care required by a resident
may have the option to evict the resident.

If the resident objects to the eviction, the
dispute can be brought to the Landlord and
Tenant Board, which oversees the Residential
Tenancies Act, 2006.

Multiple parties have raised concerns
about residents’ care and staffing levels.
From 2017/18 to 2019/20, 55 or 7% of the
concerns raised in written complaints to the
Authority related to staffing levels and com-
petency of staff and 399 or more than 50%
related to resident care. Examples of these
concerns included residents not being offered
suitable meals, not being provided with
personal hygiene services such as bathing
and grooming, and instances where residents
incurred bedsores that became infected. In
2019, the Ministry consulted the public on the
seniors’ strategy and noted that seniors and
other stakeholders commented on the need
to increase access to personal support work-
ers and noted their high turnover rate. We
noted that personal support workers working
in retirement homes remain the lowest paid
cohort, compared with personal support
workers in other care settings.

The Authority has acknowledged that

the level of care required by residents

has been changing, but it does not have
data to measure this change and assess

its impacts. Any information the Authority
has on residents is derived primarily from its
inspections, but also from inquiries from the
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public or mandatory reports made by retire-
ment homes, which, for the most part, are
self-reported by retirement homes or by com-
plainants. The Authority does not regularly
collect comprehensive data on retirement
home residents, including their care needs,
care services provided either by retirement
home staff or external providers, or fees
charged for these services. The Authority
also does not systematically collect or ana-
lyze data such as staffing levels of internal
retirement home staff or external providers;
occupancy rates; and the financial position of
retirement homes.

The Authority does not consider factors
other than a retirement home’s inspec-
tion history to determine the inspection
frequency. As a result, a home may not be
inspected more frequently if there are no
violations found even if the Authority has
received more complaints or input from com-
munity partners, or detected history of harm
at that specific home.

The Authority introduced new inspection
procedures in April 2020 to focus more

on infection prevention and control. To
better manage the risk of infection in retire-
ment homes during COVID-19 outbreaks,

the Authority created an inspection checklist
that focuses on confirming the compliance of
retirement homes’ infection prevention and
control measures with the Chief Medical Offi-
cer of Health’s directive. Between March 15
and June 30, 2020, the Authority conducted
101 in-person inspections, 28 of which were
focused specifically on infection preven-

tion and control compliance. The Authority
selected these 28 homes based on complaints
received from the public or public health and
plans to continue this approach. It noted that
primary accountability of infection preven-
tion and control rests with public health and
therefore has not established a plan to inspect
all retirement homes for infection prevention



and control measures implementation. The
Authority was still in the process of assessing
lessons learned when we completed our audit.
The Authority issued licences despite iden-
tified red flags. We found that the Authority
issued a licence despite identified concerns
about the applicants. One of the Authority’s
licensing criteria is that the past conduct

of an applicant affords reasonable grounds
to believe that the home will be operated

in accordance with the law, with honesty
and integrity, and in a manner that is not
prejudicial to the health, safety or welfare of
its residents. We found, for example, that the
Authority transferred ownership of an exist-
ing home to an applicant despite the fact that
the applicant provided false and misleading
information. The Authority took into account
that the applicant was subsequently co-oper-
ative with the Authority, and imposed a pen-
alty and issued the licence with conditions.
Five retirement home operators have

still not installed fire sprinkler systems.
Another five retirement home operators

have indicated to the Authority that they had
installed the fire sprinkler systems but had
yet to provide the final review report from
engineers and municipal inspectors, before
installation can be considered complete. As
of January 2019, the Fire Code requires that
retirement homes have automated fire sprink-
ler systems installed. The licences of these
operators include conditions that are publicly
reported by the Authority.

Retirement home staff and the public are
often not aware that they should direct
complaints to the Authority. Stakeholder
groups we spoke to during our audit indi-
cated that staff who work in retirement
homes have witnessed neglect and abuse,
but may not know that they can report these
incidents to the Authority. We found only
four complaints in a three-year period came
from former retirement home staff members.

Our observation is consistent with what the
Authority itself found in a June 2019 brand
awareness survey of Ontarians aged 55 and
over. Survey results showed that only 2%

of the approximately 1,500 respondents
knew that the Authority is responsible for
protecting seniors living in retirement homes
in Ontario. We also found that consumers
cannot easily access information about com-
plaints made about a retirement home, which
limits their knowledge when making choices
on which retirement home they or their loved
one would select as their residence.

® The Authority could inadvertently place

the financial welfare of the operators
ahead of the Authority’s mandate to pro-
tect residents. Retirement homes operate in
an environment that includes intersections of
both care and, in some cases, affordable hous-
ing options for seniors. In this context, the
Authority informed us that it is mindful of its
enforcement actions potentially placing finan-
cial pressure on struggling homes, and that

it considers any unintended consequences

to the residents, such as having to find new
accommodations if a home ceases to oper-
ate, when determining whether to revoke a
licence or refuse a licence to a home. Between
2017/18 and 2019/20, the Authority revoked
and refused licences in 1% and 3% of the
cases, respectively.

The Authority does not have a standard
time frame for enacting recommendations
from its Risk Officer’s reports, nor does

it track whether these recommendations
have been applied. As a result, some recom-
mendations were either not yet implemented
or implemented a few years later. The Risk
Officer reports directly to the Authority’s Board
on the effectiveness of the Authority’s adminis-
tration of the Act and its regulation. The related
reports provided to the Board also lack consist-
ent time frames and timely status updates.



© The Ministry cannot properly assess
whether the Authority has effectively
met its mandate. The Ministry has not
fully defined what documents it expects the
Authority to submit on a regular basis for its
review, has not requested the Authority to
develop benchmarks to measure the Author-
ity’s performance toward effective operation,
and has not charged the Authority oversight
fees as required in the Memorandum of
Understanding that sets out the roles and
responsibilities between the two parties.

This report contains 26 recommendations, with

63 action items, to address our audit findings.

Overall Conclusion

The Retirement Homes Regulatory Authority has
made considerable progress in establishing its
operations since 2011, most notably in establish-
ing a risk model that drives its inspection strategy
and execution. While the risk model is necessarily
based on the central risk factor of a retirement
home’s compliance history, the model is insuffi-
cient and would benefit from additional criteria

to ensure emerging risks are identified. However,
our audit concluded that the Authority does not
yet have fully effective systems and procedures in
place to carry out the evolving circumstances of
its mandated activities to protect the security and
safety of residents. These activities include licens-
ing, complaint response, inspections, enforcement
and public education in accordance with the Retire-
ment Homes Act, 2010 (Act) and its regulation.

We noted that there are areas where improve-
ments are needed in the Ministry for Seniors and
Accessibility’s oversight of the Authority to ensure
effective administration of the Act. We found that
the Ministry does not ask for any updates regarding
the status of the Authority Risk Officer’s recommen-
dations. Furthermore, the Ministry has not fully
defined the information it expects the Authority to
submit on a regular basis for its review.

Retirement Homes Regulatory Authority _

We found that thousands of former hospital
patients in retirement homes are not subject to
Authority oversight. In other cases, residents who
have complex needs similar to those who live in
long-term-care homes are waiting in retirement
homes but their care is not afforded the more strin-
gent oversight that would be provided by the Min-
istry of Long-Term Care had these residents been
placed in long-term-care facilities. Also, the Author-
ity acknowledges that the level of care required by
residents has been increasing, but it does not have
data to measure this change and assess its impacts.

While the Authority introduced new inspection
procedures to focus more on infection prevention
and control in April 2020 to better manage the risk of
infection in retirement homes during COVID-19 out-
breaks, it had suspended its routine, proactive inspec-
tions of retirement homes that relate to other risks of
harm, such as care and choices about care options.

The Authority has issued licences to some oper-
ators despite identified red flags that these oper-
ators did not meet the Authority’s own licensing
criteria and the Authority has allowed 10 operators
to continue operating retirement homes without an
automated fire sprinkler system or confirming that
the sprinkler system has been fully installed.

We also found the complaints process needs
to be better communicated and more transparent
for consumers to shop for a retirement home more
effectively.

The Ministry for Seniors and Accessibility (Min-
istry) would like to thank the Auditor General
and her staff for their work on the audit and
recommendations. The Ministry is committed
to improving the lives of seniors and providing
the supports and resources to help them live
independently, ensuring their safety and secur-
ity, connecting them to the community and
helping them achieve greater financial security
and social connections.



The Ministry welcomes the review of the
effectiveness of the Retirement Homes Regula-
tory Authority (Authority)’s mandated activities
including licensing, complaint-handling and
enforcement; as well as the recommendations
regarding the Ministry’s systems and procedures
to oversee the Authority and support long-term
strategic planning for seniors’ services.

The Ministry recognizes the importance of
the Authority in fulfilling its responsibilities
as set out in the Retirement Homes Act, 2010
(Act) in a manner that protects, enhances and
improves resident safety and rights.

The Ministry takes its responsibility for the
Act and oversight of the Authority seriously and
has recently begun to look at opportunities to
enhance the retirement home regulatory frame-
work, building on legislative amendments made
in 2017 and 2020. As well, the Ministry has
developed a proposed cross-government strategy
to support older adults to age at home and in
communities; remain healthy, active and socially
engaged; stay safe and secure; and participate in
the labour market and economy, if they choose.
The Auditor’s report and recommendations will
assist the Ministry as we consider improvements
to the Act, its regulation, and non-regulatory
proposals that would strengthen protections and
oversight as well as the cross-government strat-
egy for aging Ontarians.

The Ministry will work closely with the
Authority, the Ministry of Health, the Ministry
of Long-Term Care, the Ministry of Municipal
Affairs and Housing and other relevant partners
to address each of these recommendations. The
Ministry will request that the Authority provide
an implementation plan, including proposed
timelines, that outlines the specific steps the
Authority plans to take to implement each rec-
ommendation and to ensure recommendations
are addressed in a timely and responsive man-
ner. The Ministry will closely monitor and track
the implementation of each recommendation.

The Retirement Homes Regulatory Authority
(Authority) would like to thank the Auditor
General and her staff for their work on the audit
and recommendations. The Board and manage-
ment of the Authority take the accountability to
keep Ontario’s seniors and vulnerable persons
safe and enable their informed choices very
seriously, as it does its role as advisor to the
government on policy and impacts of legislation
and regulation that affect this population. The
Authority is committed to meeting its mandate
to the fullest extent possible, and to sharing its
progress in a robust and transparent manner.

The Authority participated fully in the Office
of the Auditor General of Ontario’s review
process. The Authority welcomes the Auditor
General’s recommendations as they will help
the organization to work with the Ministry for
Seniors and Accessibility and other entities to
address systemic and jurisdictional matters, to
build on the Authority’s strengths, and to con-
tinue to address opportunities for improvement
as a modern regulator with its focus on positive
outcomes for residents.

The Authority appreciates that the report
recognizes the organization’s considerable
progress to date and encourages continued and
accelerated focus on existing project initiatives,
several of which are noted to be in alignment
with its identified strategic priorities. The
Authority is committed to furthering its under-
standing of retirement home residents and
retirement homes through the collection, use,
and sharing of information with the Ministry for
Seniors and Accessibility and other ministries
to inform policy decisions that will continue to
improve the lives of seniors in retirement homes
across Ontario.

The Authority is committed to developing
a plan that will outline the necessary steps



to implement the recommendations so that
they are addressed in a timely and responsive
manner. Further, the Authority looks forward
to collaborating with the Ministry for Seniors
and Accessibility, the Ministry of Health, the
Ministry of Municipal Affairs and Housing, the
Ministry of Long-Term Care and other partners
in addressing these recommendations.

2.0 Background

2.1 Overview
2.1.1 Seniors’ Housing Options

Many seniors in Ontario live in group settings so
that they can interact socially with others and
obtain more care than they can receive at home.
There is a diverse range of senior housing options in
the province. Some options, such as long-term-care
homes and social housing, are partially funded by
the Ontario government; others, such as retirement
homes, are not.
Options can include the following:
© Adult lifestyle communities provide
independent living residences for retirees or
semi-retirees. Lifestyle communities typically
do not offer services related to personal care
or medical requirements.
® Retirement homes are a form of housing
where residents pay for accommodation
and care services. Retirement homes do not
receive government funding and residents
pay the full cost of accommodation and care
services. “Retirement home” is not a pro-
tected term, which means that residences are
allowed to advertise to the public that they
are a retirement home without having to be
regulated by the Retirement Homes Regula-
tory Authority.
® Long-term-care homes are a form of hous-
ing where adults live and receive help with
most or all daily activities and have access
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to 24-hour nursing and personal care. All
personal and nursing care provided by long-
term-care homes in Ontario are funded by the
government. Residents are responsible for
paying the cost of room and board.

® Supportive housing refers to independent

apartments with access to services like
housekeeping, personal support and health
care available for free or at a reduced cost.
Residents usually pay their own rent and any
other living expenses.

© Assisted living is a form of living similar to

retirement homes but are sometimes oper-
ated as not-for-profit residences by the federal
government. They also offer a wider range of
health care and support services for seniors
with more demanding care needs.

According to the Canadian Mortgage and Hous-
ing Corporation, a distinguishing factor for these
residences is whether or not they are overseen by
provincial legislation.

2.1.2 Retirement Homes

Prior to 2010, retirement homes were not regu-
lated in Ontario. A history of concerns, inquests
and media reports on select retirement homes
prompted the introduction of the Retirement Homes
Act, 2010 (Act) in 2010 and its approval by the
Legislature. The Retirement Homes Regulatory
Authority (Authority) was established in January
2011. The Ministry for Seniors and Accessibility
(Ministry), formerly the Ministry of Seniors Affairs
and the Ontario Seniors’ Secretariat, has been
responsible for oversight of the Authority since its
establishment.

Retirement homes that meet the legislative
definition are subject to licensing and must follow
prescribed standards. The Act defines a retire-
ment home as a residential complex or a part of a
residential complex that includes rental units and
is occupied primarily by persons aged 65 or older,
occupied by or intended to be occupied by at least
six people unrelated to the operator of the home,



and where the home operator makes at least two
care services available (see Section 2.3), whether
directly or indirectly, to the residents.

A residential complex means a building or
related group of buildings with one or more rental
units of living accommodation and common areas,
services and facilities available for the use of
residents.

The definition of retirement homes excludes
premises or parts of premises governed or funded
under certain outlined Acts and programs, such as
the Long-Term Care Homes Act, 2007 and the Com-
munity Homelessness Prevention Initiative.

Retirement homes are privately owned by
either for-profit or not-for-profit organizations or
by operators that may be sole proprietors, partner-
ships or corporations. About 94% of the homes are
for-profit and 6% are not-for-profit. Residents pay
rent and fees to the retirement homes to receive
accommodation and a choice of care options they
wish the home to provide, and they live in these
homes as tenants. Costs vary depending on what
the resident and the home agree to. Residents can
pay from $1,500 to $6,000 per month for rent and
basic care services such as meals and medication
administration. Additional services provided by the
home, such as dementia care, may cost extra.

As noted, the nature of homes within the def-
inition of a retirement home varies significantly.

As a consequence, the Authority is in a position to
address not only the care provision by the home
operators, but may also need to consider feedback
from local community partners related to alterna-
tive affordable housing options and home care
options when evaluating its regulatory actions.

Appendix 1 sets out the key differences between
retirement homes and long-term-care homes.
Figure 1 shows the profile of residents in licensed
retirement homes and long-term-care homes in
Ontario. As shown in Figure 1, while retirement
home residents are less likely to have dementia
than those living in long-term-care homes, they
are more likely to have chronic diseases including
hypertension (high blood pressure) and diabetes.

The wait list for long-term-care beds in Ontario
has steadily increased over the last decade. In
our 2012 audit, Long-term-care Home Placement
Process, we noted that the long-term-care wait list
increased by almost 85% between March 2005 and
March 2012, to about 32,000 people. The Financial
Accountability Office of Ontario projected in Octo-
ber 2019 that the long-term-care wait list would
increase to 40,200 by 2020/21 and then drop to
36,900 by 2023/24 as new long-term-care beds
come into service.

The Ministry of Finance predicted in its Ontario
Population Projections, 2018-2046, that the num-
ber of seniors aged 65 and over will almost double

Figure 1: Comparison of Residents between Ontario Retirement Homes and Long-Term-Care Homes
Source of data: Retirement Homes Regulatory Authority and Ministry of Long-Term Care

Retirement Homes! Long-Term-Care Homes?

Average age 86 84
% female 70 68
% male 30 32
% with hypertension 83 60
% with a form of dementia such as Alzheimer's disease 30 63
% with diabetes 29 271
% with four or more emergency department visits 10 2
% with no emergency department visits 46 67

1. Based on McMaster University’s data for the period of October 26, 2017, to October 26, 2018, provided to the Retirement Homes Regulatory Authority
(Authority) in September 2019 as a result of a two-year research partnership with the Authority, McMaster University and the Institute for Clinical Evaluative

Sciences to understand the profile of Ontario’s retirement home residents.

2. Data as of December 31, 2019.



from 2.4 million in 2018 to 4.6 million by 2046, and
the proportion of the population aged 65 and over
will rise from 16.9% to 23.4%, with the number of
Ontarians aged 75 and over more than doubling
from 1.1 million to 2.8 million by 2046. With an
aging population and high accommodation wait
lists, an increase in both long-term-care homes and
retirement homes is needed to meet current and
future demand for senior residency and care.

2.2 Retirement Homes Regulatory
Authority

The Authority is a not-for-profit administrative
authority established under the Retirement Homes
Act, 2010 (Act). It became operational in 2011. It is
self-funded through annual and licensing applica-
tion fees paid by licensed retirement homes.

A Memorandum of Understanding, first estab-
lished in 2011 and last reviewed and amended in
October 2018, sets out the details of the roles, dut-
ies, responsibilities and accountability framework
between the Authority and the Ministry established
in the Act. The Authority provides policy advice,
grants licences, oversees compliance and enforce-
ment, conducts inspections, responds to complaints,
educates retirement homes, consumers and the
public about the Act, and maintains a public regis-
try of licensed retirement homes. The Ministry is
responsible for developing and maintaining policy,
legislation and regulation. It is also required to
oversee the Authority to confirm that it carries out its
duty of protecting the public and fulfills its mandate.

2.2.1 Board of Directors and Governance

The Act states that the number of appointees
appointed by the government cannot constitute a
majority of the number of directors required to be
on the Board. Currently, a nine-member Board of
directors consisting of four government-appointed
directors and five members elected by other Board
members governs the Authority. The Minister
designates the Chair of the Board and the Board
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appoints the Vice-Chair. The Board is accountable
to the Ministry for the Registrar’s and Authority’s
performance.

Between 2016,/17 and 2019/20, Board members
together received on average remuneration total-
ling about $111,000 annually.

Under the Act, in addition to the Registrar, the
Board shall appoint two other statutory officers—
the Risk Officer and the Complaints Review Officer.
These officers report directly to the Board. The Risk
Officer is responsible for independently reviewing,
monitoring and assessing the effectiveness of the
Authority’s administration of the Act. The Com-
plaints Review Officer is responsible for reviewing
the reasonableness of the Registrar’s consideration
of complaints and his or her decision to take no
further action (see Section 2.5).

The Board appoints the Registrar, who is also
the Chief Executive Officer, and heads the Authority
in its day-to-day operations. The current Registrar
has held this position since June 2018. Appendix 2
shows the organizational structure of the Authority.

All provinces have legislation governing retire-
ment homes or similar senior living facilities. While
the majority of other provinces have a ministry
department or a health authority directly responsible
for these facilities, Ontario’s approach is unique in
its establishment of a self-funded administrative
authority to oversee the retirement home sector.

In July 2020, upon the approval of a bill that
aimed to make improvements to multiple admin-
istrative authorities to protect consumers, the Act
was amended to require the Authority to inform
and advise the Minister promptly with respect to
information that could affect its ability to perform
its duties, and about matters that would likely
require the Minister’s action. The Authority’s
specific responsibilities or “objects” were also
amended to require the Authority to suggest to the
Minister any amendments to any Ontario legisla-
tion that it considered would further the purposes
of the Act or would assist the Authority in adminis-
tering the Act and the regulation. As well, the Min-
ister could issue an order requiring the Authority to



make available to the public information regarding
compensation it pays to its Board members, officers
and employees. When we completed the audit, nei-
ther party had executed these new powers.

2.3 Care Services Provided by
Retirement Homes

Although the Authority’s core focus is the oversight
of care services in a retirement home context, the
organization is also in a position to work with the
Ministry and others to provide advice and insight
to help address complex and evolving system issues
with respect to seniors’ housing, including afford-
able housing.

Unlike long-term-care homes that provide 24/7
nursing care, retirement homes are defined as
making available a minimum of two of the 13 care
services prescribed in the Act and its regulation.
Retirement homes can operate as congregate set-
tings outside of the Act only if they offer fewer than
two services. Similarly, homes that do not offer two
or more services but have residents who receive

home-care services are not regulated under the

Act because the retirement home itself is not the
one providing care. In establishing the threshold of
two care services, the province tried to capture the
broad scope of accommodation and care services
offered by retirement homes, given that some
retirement homes offer minimal services and others
offer a broad range of services.

Figure 2 shows the 13 care services that
retirement homes may provide to residents. As of
March 2020, licensed retirement homes in Ontario
on average offered 10 of the 13 services to their
residents, with 4% of the retirement homes provid-
ing all 13. Another 60% of the retirement homes
offered between 10 and 12 services.

A resident can choose to receive care services
either from retirement home staff or external
providers, which may include private providers
or those that are publicly funded by the Ministry
of Health. The Ministry of Health, through the 14
Local Health Integration Networks and their con-
tracted service providers, provides home and com-
munity care to eligible Ontarians who require care

Figure 2: Percentage of Retirement Homes That Offered Regulated Care Services in Ontario,

as of March 31,2020 and 2016

Source of data: Retirement Homes Regulatory Authority

Provision of a meal
Administration of a drug
Assistance with bathing

Nursing service (provided by a registered nurse)*

Pharmacy service
(provided by a registered pharmacist)*

Assistance with dressing

Assistance with personal hygiene

Assistance with moving residents
form one place to another
Continence care

(such as assistance with toileting)
Medical service

(provided by a registered physician)*

Assistance with feeding
Skin and wound care

Dementia care
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in their home, including retirement homes, free of

charge, to the home-care client. Such care primarily

consists of personal support services, nursing and
therapy services. Where government-funded ser-
vices are not readily available because of a lack of
resources, retirement home residents may choose
to purchase services from the retirement home or
from external private care providers. One or more
agency or service provider organizations could be
involved, providing various services.

Almost all retirement homes provide meals
and administer drugs at a minimum, but only 35%
assist residents with feeding, 19% provide skin
and wound care and 17% provide dementia care.
In comparison, residents of long-term-care homes
are to receive help with most or all daily activities
and have access to 24-hour nursing and personal
care. Residents and families expect more nursing
and personal care to be provided in a long-term-
care home than they would typically receive in a
retirement home, without supplemental external
services being purchased.

The Act requires retirement home operators
to ensure that their staff have the proper skills
and prescribed qualifications to perform their
duties. For example, under the Act, a retirement
home shall ensure that a resident’s plan of care is
approved by a person acting under the supervision
of a physician or a nurse. The Act also requires
that all staff who provide direct care receive train-
ing related to abuse recognition and prevention,
mental health issues, behaviour management and
operation of personal assistance service devices.
Retirement homes are responsible for the hiring
and training of their staff. The Authority’s inspect-
ors review training records to assess skills and
qualifications of staff as part of their inspection
process and observe how staff perform their duties
to confirm that there is compliance with the Act.

2.4 Licensing

Each retirement home operator must obtain a
licence to operate from the Authority for each home

Retirement Homes Regulatory Authority “

Figure 3: Retirement Home Licensing Application,

Review and Decision
Prepared by the Office of the Auditor General of Ontario

Retirement home owner submits a completed application to
the Retirement Homes Regulatory Authority (Authority)

Registrar of the Authority assesses*

* competency to operate responsibly in accordance with
the Retirement Homes Act, 2010

e past conduct
* ability to provide care services

Registrar’s licensing decision
* issue licence

¢ issue licence with conditions that the home must take to
be in good standing
¢ refuse to issue licence

* The risk criteria for the assessment include the following: compliance;
policies and operating plans; sector experience; standing of potential
owners and workers with their regulatory health colleges, such as
nurses, physicians and pharmacists; care service readiness, including
affiliations and partnerships, such as for home care services; offences and
convictions; operating history; and honesty and integrity

location in Ontario. The Authority’s Registrar is
responsible for assessing licence applications and
issuing licences. The Registrar considers factors
shown in Figure 3 in his or her assessment.

As shown in Figure 4, as of March 2020, there
were 770 licensed retirement homes in Ontario, a
2% increase from two years prior. Some homes are
issued a licence that includes certain conditions
the home must meet to remain in good standing.
Examples of such conditions include installing
an automatic fire sprinkler system in the home or
employing an experienced and qualified person
who is responsible for ensuring compliance with
the Act.

About 60% of the homes which have 72% of the
suites, are operated by chains, while the remaining
40%, having about 28% of the suites, are operated
by independent operators. The Authority defines
a chain home as one that has two or more homes
under common ownership. Independent homes



Figure 4: Number of Licences Issued to Retirement Homes, March 31, 2018-March 31, 2020

Source of data: Retirement Homes Regulatory Authority

Licences

March 31, 2018

March 31, 2019

March 31, 2020

% Change

Issued without Conditions 47 750 748 0.1
Issued with Conditions 6 6 22 267!
Total 753 756 7702 2

1. Beginning January 2019, all retirement homes must be equipped with automatic fire sprinkler systems to meet new Ontario Regulation 213/07 Fire Code
requirements. The majority of licences issued with conditions relate to homes that do not yet meet this requirement and must notify the Retirement Homes
Regulatory Authority on the status.

2. The increase in the number of retirement homes is mostly due to new builds.

Figure 5: Examples of Retirement Home Profiles

Prepared by the Office of the Auditor General of Ontario

Size Eight beds in a century country 46 suites in a three-storey 287 suites in a seven-storey
home building building
Room type Private rooms Private studios Studio, one- and two-bedroom

suites

Ownership type Sole proprietor Corporation Corporation operating as part of
a chain
Location Small town in rural Ontario Mid-sized city Large, urban city

Type of care
services provided

e Administration of drugs
e Pharmacy service
* Provision of a meal

¢ Administration of drugs
¢ Assistance with:
* bathing
e dressing
* moving residents from one
place to another
° personal hygiene
* Medical service
e Nursing service
¢ Pharmacy service
* Provision of a meal

¢ Administration of drugs

e Assistance with:
* bathing
 dressing
* moving residents from one
place to another
* personal hygiene

» Continence care

* Dementia care

e Medical service

* Nursing service

¢ Pharmacy service
* Provision of a meal

Amenities

e Library
e Personal laundry service
e TVlounge

o Café

* Faith programs

e Guest room

¢ Recreational programs

¢ Bistro

* Fitness room
e Games room
e Library

e Physiotherapy
e Salon

e Theatre

Co-location with
a long-term-care
home

No, standalone

Yes

No, standalone

tend to have fewer suites than chain homes—an
average of 59 suites in each home compared with
101 suites, respectively. As of March 31, 2020, 55
chains owned retirement homes in Ontario. Chart-

well Retirement Residences and Revera are the two

largest chains, with 94 and 68 licensed retirement

homes respectively. Figure 5 shows the sample

profiles of three different retirement homes.
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Figure 6: Complaints Received by the Retirement Homes Regulatory Authority, 2015/16-2019/20

Source of data: Retirement Homes Regulatory Authority

2015/16 2016/17 2017/18 2018/19 2019/20 5-YearAvg

# of written complaints received by the Authority* 55 73 95 99 79 80
# of concerns raised in complaints received by 136 274 280 239 241 234
the Authority?

Average # of concerns per complaint 2.47 3.75 2.95 2.41 3.05 2.92

1. Includes all formal complaints submitted to the Authority. The Authority does not initiate the complaint process until a written complaint is received. When
a complaint is received by telephone, or the complainant does not provide sufficient information, the Authority informs the complainant of expectations,
scope of the Authority and whether the complaint is out of scope, and informs the complainant of the appropriate regulatory body that could address the
complaint. If the complainant chooses not to proceed with a formal written complaint, the Authority does not investigate the complaint under the formal
complaint process, but may investigate it under the mandatory report process if the allegation meets criteria for investigation (as described in Figure 8).

2. As determined by the Authority, for example, a complaint with concerns relating to an unsanitary room, inadequate care and missing meals would be split

into three concerns.

The Authority maintains a publicly accessible
database that includes information on licensed
retirement homes, including licence status, care
services offered and inspection reports. This data-
base is updated daily with licensing and inspection
information.

2.5 Complaints Against Retirement
Homes Received by the Authority

Complaints about retirement homes may come
from residents, their families or the public. For the
last five years, the Authority received on average
80 complaints a year as shown in Figure 6. The
Authority has the ability to adjudicate only on com-
plaints relating to contraventions of the Retirement
Homes Act, 2010.

The Registrar of the Authority decides whether
to take action against a home after the review of a
complaint. If the Registrar decides to take no fur-
ther action, the Act specifies that the complainant
may request a review of this decision to the Author-
ity’s Complaints Review Officer. Between 2017/18
and 2019/20, 11% of complaints were requested
for review. The Officer then either determines that
he or she is satisfied with the Registrar’s decision
or refers the complaint back to the Registrar with
a recommendation for further action, which the
Authority then acts on by investigating further. The

Officer’s decisions are final and cannot be appealed.

Figure 7 describes the complaints process.

Figure 7: Retirement Homes Complaints Process*
Prepared by the Office of the Auditor General of Ontario

Written complaint submitted to the Retirement Homes
Regulatory Authority (Authority)

+

The Authority assesses complaint, notifies the home and

may:

¢ request information from the home to respond to
concerns

¢ conduct an inspection of the home and/or

e attempt to mediate the concerns.

+

Registrar of the Authority makes a decision on the
complaint, including

* sending an education letter to the home

* taking other action, including enforcement or

¢ deciding to take no further action.

+

If the Registrar decides no further action, the complainant
has the right to request a review by the Complaints Review

Officer within 60 days.

Complaints Review Officer reviews and makes a decision to:
 uphold Registrar's decision on no further action, or

* refer the complaint back to the Registrar with a
recommendation that the Registrar take further action.

*The Authority introduced an early intervention process in January of
2020 to address potential complaints that may be resolved before a
formal complaint is filed. This includes advising a potential complainant
regarding the home’s complaints process, contacting the home to ensure
they respond to the complaint or advising the complainant of mandatory
reporting inspections for allegations of abuse or neglect. If the potential
complainant remains dissatisfied after pursuing these avenues, they have
the choice of subsequently pursuing the formal complaint process.




2.6 Retirement Home Inspections
and Compliance

The Act requires the Authority to inspect retirement
homes at least once every three years for compli-
ance with the Act and its regulation to protect
residents. Inspections are supposed to focus on
residents’ rights, care and safety. There are four
types of inspections for licensed retirement homes
and one type for unlicensed homes, as described in
Figure 8. In 2019/20, the Authority’s 13 inspectors
(14 in 2017/18) conducted 978 inspections, as
shown in Figure 9. The Authority publishes inspec-
tion reports on retirement homes on its website.

While “mandatory report” inspections (to
inspect an allegation such as harm or risk of harm
to residents) make up 49% of all inspections per-
formed between 2017/18 and 2019/20, routine
inspections were the next most common type at
44%. Routine inspections focus on areas of the Act
that frequently relate to more serious risk of harm,
such as resident safety, care and choices about care
options. Examples of areas covered in these routine
inspections include:

® Do staff react appropriately to any responsive

resident behaviour?

® Are written records kept for assessments and

plans of care for residents?

® [s the menu posted and does the meal pro-

vided follow the menu?

® Are written records kept for medication

administration?

® Are there any maintenance issues that could

cause harm to residents in the common living
areas? (For example, reviewing the home’s
maintenance log).

Since April 2017, the Authority has used a risk
model to determine the frequency of its inspection
activities. The risk model includes an assessment
of each retirement home based on the probability
and severity of harms associated with each cita-
tion, as derived from inspection data collected by
the Authority since its inspection program began
in 2012. Figure 10 shows that, as of April 2020,

more than half, 54%, of the retirement homes were
assessed as low risk, followed by medium-risk homes
at 33% and high-risk homes at 4%. Another 9% were
new homes that the Authority has yet to conduct the
inspections needed to calculate a risk score.

The Authority maintains a schedule to deter-
mine when newly licensed homes should be
re-inspected that considers the risks identified in
the first inspection after the issue of a licence. The
Authority’s policy is to conduct routine inspec-
tions of high-risk homes about every six months,
medium-risk homes about every 18 months, and
low-risk homes about every 30 months. Any other
types of inspection performed are in addition to this
frequency schedule.

The Authority is also responsible for determining
whether the homes have an infection prevention and
control policy in place and whether the retirement
home staff have been trained on the policy.

Ontario’s 34 public health units, co-funded
by the Ministry of Health and municipalities, are
responsible for conducting infection prevention and
control assessments of retirement homes.

2.7 Enforcement

When a retirement home (or an operator if the
home is not licensed) is found to have breached
certain provisions of the Retirement Homes Act,
2010 or its regulation, or when the Authority identi-
fies through its internal processes, such as referrals
from inspections, that a retirement home has acted
in a manner that may warrant enforcement action,
the matter is referred to the Authority’s enforcement
department for review. A referral to the enforce-
ment department can also occur when the licensing
department intends to recommend that the Registrar
refuse a licence or issue a licence with conditions.
In instances where the licensee does not follow
the requirements in the Act to cease to operate in an
orderly fashion, regardless of whether this is due to
a revocation, licence refusal or some other causes
by the operator, the Authority must then work with
other community partners, such as the LHIN, to
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Figure 8: Types of Inspections by Retirement Homes Regulatory Authority

Prepared by the Office of the Auditor General of Ontario

Type Focus of Inspection Notification Interval
Routine e Priority areas of the Retirement Usually one day’'s At least once every three years.
Homes Act, 2010 (Act) relating to notice Frequency is influenced by retirement
resident safety, care and choice about homes’ “risk rating,” which is based on
their care options amount and severity of non-compliance
e Not all areas of the Act and its found during previous inspections.
regulation are addressed
Complaint Investigating the complaint filed through  Unannounced When there is a formal complaint that a
the complaints process, as described in retirement home is contravening the Act
Figure 7.
Mandatory Report  Investigating an allegation Unannounced When the Retirement Homes Regulatory
Authority (Authority) receives reports
of harm or risk of harm to residents
from improper treatment, abuse or
unlawful conduct; or reports of misuse of
residents’ money. The Authority targets to
investigate mandatory reports within five
days of receiving the allegation.
Unlicensed Whether the residence meets the Unannounced When there are reasonable and probable
definition of a retirement home grounds to believe that a facility is
operating as a retirement home
Compliance * Determining whether the home is Unannounced When previous processes, such as

compliant with the Act

¢ Inspections focus on identified risk
areas

¢ Are often follow-up inspections
subsequent to one of the inspections
listed above

inspections or enforcement activities,
have identified areas for follow-up

Figure 9: Number and Types of Inspections Conducted,' 2017/18-2019/20

Prepared by the Office of the Auditor General of Ontario

Type 2017/18 2018/19 2019/20
Mandatory Report 607 588 509
Routine? 662 448 391
Complaint 30 43 34
Unlicensed 32 24 28
Compliance 8 29 16
New Licence® 0 2 0
Total 1,339 1,134 978

1. See Figure 8 for explanations of the types of inspections.

2. Decrease year-over-year is due to two factors: a decrease in the overall risk profile of the homes as illustrated in Figure 10 and an effort to address a routine
inspection backlog in 2017/18 created by having implemented a new inspection protocol specifying inspection frequency based on the homes’ risk score.
3. Inspections of retirement homes prior to issuing a licence are not typical. In 2018/19, the Retirement Homes Regulatory Authority Registrar requested that a

retirement home apply for a licence because of an unlicensed home inspection. At the request of the Registrar, the Authority conducted two inspections on
the same retirement home to determine whether to issue a licence. The Authority found that, among other issues, the home failed to maintain the home in a

safe and hygienic manner and denied the licence.



Figure 10: Retirement Homes in Each Risk Category, 2018-2020

Source of data: Retirement Homes Regulatory Authority

Inspection-Informed

% of Total Homes?®

Risk Level Risk Score! Routine Inspection Frequency? 2018 2019 2020
Level 4: New home  n/a - not enough data First routine inspection within six months of 14 10 9

Level 4+: New home to calculate risk score* issuing a licence.

If the first inspection results in

with a high risk a high-risk score or a critical finding, the second
routine inspection will occur within six months.
Otherwise, the second inspection will occur
within 12 months.

Level 3: High 120 or greater Every six months 10 6 4

Level 2: Medium 20 or more but less Every 18 months 42 36 33
than 120

Level 1: Low Less than 20 Every 30 months 34 49 54

Total 100 100 100

# of Retirement Homes

753 757 770

1. The risk score can range from 0 to 1,000. It is based on the likelihood of harm
Global Burden of Disease Study 2015.

from historical inspections and the severity of the harm according to the

2. Since April 2012, the Retirement Homes Act, 2010, has required the Retirement Homes Regulatory Authority to inspect licensed retirement homes at least

once every three years.

3. Data is as of April 2, 2018, April 1, 2019 and April 1, 2020, respectively. The number of homes varies day-to-day depending on the status of licences.
4. The Authority conducts three inspections of a new home before assessing its risk level as either low, medium or high.

help relocate the residents. It may, in certain cir-
cumstances, make use of its Emergency Fund (see
Section 2.8) to help residents find alternative care
or accommodation.

2.8 Emergency Fund

The Retirement Homes Act, 2010 requires the
Authority to establish an Emergency Fund. The
Fund was established in 2012/13 and consists of
the Authority’s contributions from its operations,
interest income accrued and administrative penal-
ties. The Authority has imposed administrative pen-
alties totalling about $90,000 on retirement homes
that have contravened legislative requirements
since 2012/13. As of March 31, 2020, the Fund bal-
ance was about $615,000, up from about $566,000
five years prior.

The regulation made under the Act states that
the Authority is to hold this Fund in trust for the
benefit of residents and former residents approved
by the Registrar to receive a payment, and it sets
out the criteria for payments into and out of this
Fund. Examples of criteria for payments include loss

or damage to a retirement home that has resulted
in an emergency situation in which residents have
incurred costs to find, move to or pay for alternate
accommodation or to access alternative care.

The Act allows residents or former residents to
receive a maximum of $2,000 if the Registrar of the
Authority determines the residents are eligible for
the payment. As of May 29, 2020, this maximum
was increased to $3,500 as part of the government’s
efforts to support seniors living in retirement
homes during the COVID-19 pandemic. In the
month of June 2020, subsequent to the regulatory
amendment, the Authority received 12 claims for
relocation and accommodation from its Emergency
Fund, and paid between $300 and $3,500 for each
of these claims.

3.0 Audit Objective and Scope

The objective of our audit was to assess whether the
Retirement Homes Regulatory Authority (Author-
ity) has effective systems and procedures in place to:



® carry out its mandated activities, including
licensing, responding to complaints, inspec-
tions, enforcement and public education in
accordance with the Retirement Homes Act,
2010 (Act) and its regulation to protect retire-
ment home residents from harm, including
providing support to public health authorities
with respect to infection prevention and con-
trol; and

© measure and publicly report on the effective-

ness of its activities.

In addition, we assessed whether the Ministry
for Seniors and Accessibility (Ministry) has effect-
ive systems and procedures in place to:

® oversee the Authority to ensure that it effect-

ively administers the Act; and

® support and inform long-term strategic plan-

ning for seniors’ services, including housing
needs, to help seniors stay as independent,
active and socially connected as possible.

In planning for our work, we identified the
audit criteria we would use to address our audit
objectives. We established these criteria based
on a review of applicable legislation, policies and
procedures, internal and external studies and best
practices. Senior management at the Authority and
the Ministry reviewed and agreed with the suitabil-
ity of our objectives and associated criteria as listed
in Appendix 3.

We conducted our audit substantially between
January 2020 and August 2020. Our audit work
was primarily conducted at the Authority, the
Ministry and selected retirement homes in Ontario.
We focused on activities of the Authority and the
Ministry in the three-year period ending March 31,
2020, as well as months subsequent to the declara-
tion of the COVID-19 pandemic up to August 31,
2020. We obtained written representation from
the Authority and the Ministry that, effective
November 13, 2020, they had provided us with
all the information they were aware of that could
significantly affect the findings or the conclusion of
this report.
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At the Authority and the Ministry, we conducted
the following work:
® reviewed applicable legislation, agreements,
reports, program guidelines and policies,
inspection files, other internal files and meet-
ing minutes;
® interviewed senior management and appro-
priate staff at the Authority, the Authority’s
Board Chair and members, a sample of mem-
bers of the Authority’s Stakeholder Advisory
Council—a group that provides input to the
Board but is not a committee that reports
to the Board—and the Risk Officer and the
Complaints Review Officer, both of whom are
independent of the Authority’s management
and report directly to the Board; and
® examined and analyzed financial, licensing,
complaints, compliance and outbreak data.
To observe how Authority staff conduct inspec-
tions of retirement homes, we accompanied Author-
ity inspectors and visited three retirement homes
in February 2020. At two of these homes—one
large and one small—we observed the process that
inspectors followed for routine inspections. Spe-
cifically, we observed the approach the inspectors
took to verify the number of suites in the retirement
home; review residents’ plans of care to confirm
they were developed in accordance with the Act;
ensure that medication was appropriately secured
and that staff were properly trained; review the
home’s falls log; review whether retirement home
staff were trained on policies; and speak to resi-
dents to identify other areas on which they need
to focus. At a third home, we accompanied an
Authority inspector to observe how an inspection
of an unlicensed home compared with a licensed
home. In that home, we observed how the inspector
approached the inspection, which involved apply-
ing their judgment in considering prior interactions
with the home and its operator, and we obtained an
understanding of the factors the inspector considers
before concluding an inspection.
Additional work that we did is listed in
Appendix 4.



We conducted our work and reported on the
results of our examination in accordance with
the applicable Canadian Standards on Assurance
Engagements—Direct Engagements issued by the
Auditing and Assurance Standards Board of the
Chartered Professional Accountants of Canada. This
included obtaining a reasonable level of assurance.

The Office of the Auditor General of Ontario
applies the Canadian Standard on Quality Con-
trol and, as a result, maintains a comprehensive
quality-control system that includes documented
policies and procedures with respect to compliance
with rules of professional conduct, professional
standards and applicable legal and regulatory
requirements.

We have complied with the independence and
other ethical requirements of the Code of Profes-
sional Conduct of the Chartered Professional
Accountants of Ontario, which are founded on
fundamental principles of integrity, objectivity, pro-
fessional competence and due care, confidentiality
and professional behaviour.

4.0 Detailed Audit

Observations

4.1 Oversight Gap Leaves
Vulnerable Residents More at Risk
in Retirement Homes

In Ontario, patients may be designated as alternate
level of care (ALC) if they do not require the inten-
sity of resources or care provided in a hospital set-
ting. Patients designated as ALC may be discharged
to long-term-care homes, shelters or group homes,
or to their own homes, which could be a retire-
ment home. Local Health Integration Networks
(LHINSs), in partnership with hospitals, are involved
in discharging patients designated as ALC who
require home and community services into what is
considered to be the most appropriate care setting,
based on a patient’s needs and preferences as well
as available resources.

The Retirement Homes Regulatory Authority
(Authority) oversees retirement homes under the
Retirement Homes Act, 2010 (Act). However, we
found that when beds are governed or funded by
other ministries under statutes or programs out-
lined in the Act, the Act specifies that those beds are
not subject to oversight by the Authority.

Such people include those staying in retirement
home spaces that are funded by local governments,
other ministries and patients designated as ALC
who have been discharged from hospitals into a
retirement home bed that is subsidized directly by
the province or by a hospital under the Ministry
of Health’s short-term transitional-care program.
This gap in oversight means there is no regulatory
oversight body regularly inspecting the care of
patients in these beds such as inspecting whether
or not plans of care have been set up and updated
on a regular basis. As such, any poor quality of care
could go undetected and increase the risk of harm
and abuse to vulnerable residents occupying these
spaces. While the Authority responds to issues raised
related to the conduct of a licensee irrespective of
whether the home includes any patient designated
as ALG, it is not clear that the Authority can address
the issues where exemptions to the Act apply.

Ontario Health informed us that if a patient
designated as ALC is discharged to a retirement
home, a discussion with a discharge planner or
social worker and the patient and their family will
take place as part of discharge planning. If this
patient requires home-care services, a LHIN care co-
ordinator will determine eligibility and create a ser-
vice plan in collaboration with the patient and their
family and caregivers. Ontario Health informed
us as well that the LHIN care co-ordinator would
then be responsible for regularly reviewing the care
plans for patients who receive home care. However,
if a patient designated as ALC does not receive
home care, then they are considered a retirement
home resident and the retirement home is therefore
responsible for setting a plan of care and ensuring
that these plans are updated on a regular basis.



Our audit found that the Authority does not col-
lect data on the number of patients designated as
ALC who are housed in a retirement home. Accord-
ing to data provided by Ontario Health, 8% or
4,201 of all patients designated as ALC discharged
from hospitals were discharged to retirement
homes during 2019/20, up from 6.7% or 3,466 in
2015/16. We confirmed that there was no increase
in the early months of COVID-19 in the number of
patients typically being discharged from hospitals
to retirement homes. The World Health Organiza-
tion declared COVID-19 as a global pandemic on
March 11, 2020. From March 11 to August 31,
2020, of the total of 21,760 patients designated as
ALC who were discharged from hospitals, 1,675 or
7.7% were discharged to retirement homes.

The first reported outbreak of COVID-19 in a
retirement home was on March 22, 2020. Between
then and August 31, 2020, a total of 989 residents in
retirement homes were confirmed infected. Of that
number, 209 residents died (see Appendix 5 for a
list of outbreaks with confirmed cases, recoveries
and deaths among residents and staff). We were
unable to determine how many of the deaths and
infections were patients designated as ALC because
neither the Ministry for Seniors and Accessibility
nor the Authority track the number of patients
designated as ALC in retirement homes.

4.1.1 Ministry of Health Does Not
Inspect Beds nor Systematically Address
Complaints in Its Transitional Care Program

Retirement homes may also house residents who
are funded by the Ministry of Health’s short-term
transitional-care program, which began in 2017/18.
However, neither the Ministry of Health nor the
Authority inspected these retirement home beds.
The retirement home-based short-term
transitional-care program uses vacant retirement
home spaces to provide temporary accommodation
and care to patients designated as ALC or at risk of
being designated as ALC to free up hospital space
while they wait for space in their destination of
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choice, such as long-term care. From 2017/18 to
2019/20, the Ministry of Health provided more
than $40 million to more than 26 retirement homes
under this program to provide care, and in some
cases accommodation, for 2,357 patients, some

of whom were designated as ALC. On average, a
patient staying in a retirement home under this
program stays for 81 days.

We also found that the LHINs and the Ministry
of Health, which subsidize these beds in retirement
homes, do not systematically collect complaints
related to these beds because they expect any
complaints to be directed to the Authority. Ontario
Health noted that these arrangements are between
hospitals and the retirement homes; the LHINs
are not involved in the process. The Authority will
respond to issues raised related to the conduct of
a licensee irrespective of whether this includes a
subsidized patient; however, the Authority indi-
cated that it is not clear that it can address issues
relating to subsidized beds where exemptions to
the Act apply. Similarly, the Authority’s position is
that it receives and accepts complaints from subsid-
ized residents in retirement homes but, in practice,
it informs complainants at the beginning of the
complaints process whether their concerns are
outside of the Authority’s jurisdiction and advises
them to contact the LHINSs for further assistance. As
a consequence, some complaints are never formally
filed to the Authority. In our review of complaints
from 2017/18 to 2019/20, the Authority recorded
only one formal complaint related to a subsidized
bed. The Authority deemed the complaint to be
out of its scope and notified the complainant that
the complaint could not be addressed through its
complaints review process.

We reviewed the complaints that the Ministry for
Seniors and Accessibility received in the last three
years related to retirement homes. None of them
were identified as being related to subsidized beds.

The Ministry of Health and the LHINs informed
us that they received 18 complaints in the last
three years related to subsidized beds in retirement
homes; however, as many of these are not under



the LHIN’s authority, complaints were generally
referred to the Authority. The LHINS’ position is
that the Authority should first and foremost receive
complaints about retirement homes and the Ministry
of Health and hospitals will be involved where the
Ministry has funded hospitals to operate these beds.

We reviewed the complaints that the Patient
Ombudsman received in the last three years related
to retirement homes. We identified one complaint
as being related to a subsidized bed and the com-
plainant was able to file a complaint about the
hospital to the Patient Ombudsman, given that the
hospital had a formal relationship with the retire-
ment home. The Patient Ombudsman informed us
that if it receives a complaint specifically related to
a retirement home, it will generally refer the com-
plaint to the Authority.

People residing in retirement homes who are
designated as ALC and in a subsidized retirement
home bed, such as one funded under the short-term
transitional care program, are unlikely able to dis-
cern where they should direct their complaints.

RECOMMENDATION 1

To eliminate the inspection and complaint-
handling gap and to protect residents in
retirement home beds that are exempted from
the Retirement Homes Regulatory Authority’s
oversight under the Retirement Homes Act, 2010,
some of whom are designated as alternate level
of care, from harm and neglect, regardless of
who is funding the beds, we recommend that
the Retirement Homes Regulatory Authority
and the Ministry for Seniors and Accessibility,
in conjunction with the Ministry of Health, the
Local Health Integration Networks, and other
ministries, governments and parties that fund
these spaces in retirement homes:
© clarify the responsibility of inspection and
complaint handling of spaces occupied by
patients designated as alternate level of care
and subsidized beds in retirement homes;

© inspect homes with such residents as soon as
possible to ensure that they are safe and are
being properly cared for;

® regularly inspect these homes and track and
address complaints related to subsidized
beds; and

® clearly and effectively communicate the
complaints process to residents and their
families for residents in subsidized beds.

The Retirement Homes Regulatory Authority
(Authority) agrees with the need to eliminate
any gaps in oversight arising from exceptions

in the Retirement Homes Act, 2010 to protect
residents designated as alternate level of care in
retirement homes from harm and neglect.

The Authority believes it is well-positioned
to oversee forms of subsidized suites in licensed
retirement homes using a risk-based approach
and incorporating these suites into its com-
plaints-handling process. We look forward to
collaborating with the Ministry for Seniors and
Accessibility, the Ministry of Health, Ontario
Health and the Local Health Integration Net-
works (LHINSs) to proceed expeditiously with:

© clarification on the responsibility for inspec-
tion and complaint handling of subsidized
beds in retirement homes;

® eliminating statutory barriers to the sharing
of information between agencies responsible
for protecting residents (for example, LHINS,

Public Health, Landlord and Tenant Board

and hospitals); and

© robust communications to residents and
families regarding rights and protections,
and the complaints process.

The Ministry for Seniors and Accessibility (Min-
istry) supports this recommendation and agrees
with the importance of ensuring that there

are appropriate protections for all residents in



retirement homes, including those in subsid-
ized suites. The Ministry will work with the
Retirement Homes Regulatory Authority, the
Ministry of Health, Ontario Health and other
partners to clarify responsibility for inspections
and complaint-handling for these subsidized
beds, address gaps in inspections and resident
complaint-handling, and communicate over-
sight responsibility and the complaints process
to these residents and their families.

4.2 Needed Level of Care Rising

4.2.1 Growing Number of Retirement Home
Residents Have Health Profiles Similar to
Those in Long-Term Care

Retirement homes are intended to be residential
spaces within the community, not health-care insti-
tutions like long-term-care homes. However, our
audit found that an increasing number of the retire-
ment home residents who receive government-
funded home-care services have needs similar to
those who live in long-term-care homes.

All Authority inspectors we interviewed con-
curred that they have observed an increase in the
level of care needs in retirement homes; however,
the Authority does not collect information on the
complexity of care needs required for retirement
home residents. The Authority is also not aware
of the specific types of care services that residents
receive from retirement homes, private care provid-
ers and government-funded home care.

Ontario Health tracks complexity scores, which
measure the level of care needs, of retirement home
residents only if they receive home-care services,
but the Authority does not obtain this information
from Ontario Health. Based on a one-time report
produced in September 2019 through an ongoing
partnership with McMaster University, the Author-
ity estimates that almost 43% of all retirement
home residents received ongoing home-care servi-
ces for a period of time typically longer than a year,
provided by the LHINs in October 2017 to October
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2018. We obtained more current data from Ontario
Health and found that this percentage grew to 52%,
assuming all retirement homes were at capacity in
2019/20. We could not perform this analysis based
on occupancy data because the Authority did not
have reliable information on occupancy (see Sec-
tion 4.4.4).
We compared the level of care needed for retire-
ment home residents to the level of those who
lived elsewhere in the community by requesting
home-care complexity scores from Ontario Health.
We found that of the 48,545 clients receiving home-
care services in retirement homes in 2019/20, many
have high care needs:
® 52% are classified as chronic patients who
have one or more health or chronic illnesses
with direct care needs that are stable and
predictable, compared with 43% who live
in assisted living and 34% who live in their
own home.
® 21% are classified as complex patients who
have one or more health or chronic illnesses
with direct care needs that are unstable and
unpredictable, compared with 13% who live
in assisted living and 14% who live in their
own home. These patients have conditions
such as multiple complex psychosocial issues,
unmanageable behavioural/mental health
issues, possible clinical conditions or moder-
ate to late-stage dementia. These health
issues are comparable to those experienced
by seniors living in long-term care homes.
® 86% who accessed home-care services
required ongoing care compared with 13%
who needed home care for short-term pur-
poses. The remaining 1% relate to individuals
who do not require admission to a caseload
for ongoing care co-ordination or where a
complexity score was not specified.



4.2.2 Number of Retirement Home Residents
Waiting for Long-Term Care Climbed 62%
between 2016 and 2020

Stakeholder groups we spoke to during this audit
indicated that an increasing number of people in
retirement homes are waiting for long-term-care
placements. We confirmed this view by obtaining
long-term-care wait list data from Ontario Health,
which shows that while the overall wait list for
long-term-care homes rose 43% from 26,857 on
March 31, 2016 to 38,313 on March 31, 2020, the
number of people waiting in a licensed retirement
home climbed 62% from 6,201 on March 31, 2016 to
10,074 on March 31, 2020 as shown in Figure 11. Our
analysis above excluded people who were already
in a long-term-care home waiting to be transferred
to another home; Ontario Health includes these
individuals on the long-term-care wait list.

This growth not only surpassed the increase in
the overall number of people on the wait list, but
also the increase in those waiting for long-term-care
homes in the community—which includes people’s
own homes—and in a hospital. This trend confirms
that more seniors with heavier care needs have
chosen to live in retirement homes, and retirement
homes are now housing people who require higher
care needs that long-term care is likely better suited
and designed to provide. According to data from
Ontario Health, as of March 31, 2020, 26% of people
requiring long-term care were waiting in retirement
homes, compared with 23% as of March 31, 2016.

Both the Office of the Chief Coroner and the
then Ministry of Health and Long-Term Care (now
the Ministry of Health) raised concerns as early as
2009 about placing people with higher care needs

in retirement homes that may not have the suffi-
cient resources and expertise to assist them:
© The 2009 annual report of the Office of the

Chief Coroner’s Geriatric and Long-Term
Care Committee highlighted a case where a
senior patient received care in a retirement
home through a pilot alternate-level-of-care
program. The patient had significant care
needs that were difficult even for a long-term-
care home to meet; one of the long-term-care
homes in the patient’s preferred geographic
area had rejected their application because of
those needs. Instead, the patient was moved
into a retirement home and ultimately died.
The Coroner noted that it was evident that
the private-care home did not possess the
expertise, care and services necessary to
provide for the resident’s needs. The Coroner
recommended that programs in Ontario
retirement homes that provide care to frail
elderly residents awaiting placement in
long-term care should be held to the same
standards for care services as a licensed long-
term-care home. The Authority indicated that
the standards of care as set out in the Retire-
ment Homes Act, 2010 would differ from those
set out in the legislation governing long-term-
care homes, even though some retirement
home residents have health profiles similar
to those in long-term care. Plans of care for
retirement home residents would detail the
care services that the resident is entitled to
receive, the planned care services to be pro-
vided by the retirement home, the intended
goals of the care services they have chosen

Figure 11: Number of People Waiting for Long-Term Care on March 31 by Patient Location, 2016-2020

Source of data: Ontario Health

5-Year %

2016 2017 2018 2019 2020 Increase

Community 17,074 19,449 20,409 21,824 24,325 42
Hospital 3,582 3,864 3,866 4,129 3,914 9
Retirement home 6,201 7413 8,546 9,155 10,074 62
Total 26,857 30,726 32,821 35,108 38,313 43




and directions for staff who provide that care
and, with the consent of the resident, the
care services to be provided by external care
providers, including details of the services
and the goals those services are intended to
achieve. In comparison, the Long-Term Care
Homes Act, 2007 and its regulation outline
care standards that are more prescriptive and
include minimum standards; for instance,
long-term-care residents are required to be
bathed at a minimum twice a week.

® Ina 2016 internal memo, the Ministry of

Health and Long-Term Care acknowledged
that it received many calls from the public
related to hospitals not permitting patients to
wait in the hospital until there was a vacancy
in a long-term-care home of their choice and
informing patients that they must go home
or to a retirement home once they are desig-
nated as alternate level of care. It also identi-
fied the risk to residents waiting in retirement
homes for long-term care placement, includ-
ing those discharged from hospitals.

To identify concerns about the welfare of resi-
dents, Authority inspectors observe interactions
between residents and staff. Based on these obser-
vations, inspectors may follow up on specific legal
requirements, such as reviewing assessments and
plans of care, behaviour management or staff train-
ing. However, the Authority is not mandated to do
anything beyond this, such as requiring additional
training for staff in retirement homes that offer a
more intensive level of resident care. The Authority
indicated that the obligation is solely on retirement
homes to provide the appropriate level of training
for the services it offers.

In January 2020, the Authority began to develop
and assess how separate retirement home licence
classes could address the risk that the existing regu-
latory model does not discern homes with higher-
risk residents from homes with more independent
residents. However, this work is still on hold
because of the COVID-19 pandemic. We explain
this work further in Section 4.5.1.
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4.2.3 Multiple Parties Have Raised Concerns
about Resident Care and Staffing in
Retirement Homes

Of the concerns raised in written complaints
received by the Authority from 2017/18 to
2019/20, 55 or 7% related to issues regarding
staffing levels and competency of staff, and 399 or
more than half related to resident care. Examples of
these concerns included residents not being offered
suitable meals, not being provided with personal
hygiene services such as bathing and grooming,
and instances where residents incurred bedsores
that became infected.

Similarly, in 2019 public consultations conducted
by the Ministry on seniors’ strategy, seniors and
other stakeholders identified that seniors want to
continue living at home and in the community as
they age. However, to do so, more support is needed
to age in place, including greater access to personal
support workers. They also noted that high turnover
rate among personal support workers working in
the community affects the quality of care and trust
between seniors and service providers.

Retirement home residents and their family
members are free to direct their own care accord-
ing to their preference. They can choose to receive
care services from retirement home staff, home
care funded by the LHINS, or privately hire their
own care workers. Multiple stakeholder groups
that we interviewed informed us that many care
staff are not full-time workers and are employed at
multiple locations.

Personal support workers working in retirement
homes remain the lowest paid cohort, compared
with personal support workers in other care
settings. Factors including the historic, overall
lower intensity of care needed in retirement
homes and a mostly private-sector industry
likely contributed to the lower pay. In October
2020, the government announced a temporary
pay increase that further widened the wage gap
between retirement home workers and those who
deliver publicly funded personal support services,



if retirement homes did not of their own accord
increase the wages of their workers.

Inspectors from the Authority informed us
that they have identified during inspections that
retirement home staff have concerns over staffing
ratios. The Act does not mandate staffing ratios, as
the regulation focuses on setting care, safety and
administrative standards that retirement homes
must consider when determining staffing levels.
As such, the Authority does not directly evaluate
staffing ratios as part of its inspection process of
retirement homes.

We reviewed a June 2020 Ministry working
document related to the seniors’ strategy that was
under development. In the working document,
the Ministry was considering partnering with the
Ministry of Health and the Ministry of Long-Term
Care to address staffing issues concerning personal
support workers, nurses and other support staff.
However, the Ministry did not specify the actions
it would need to take to address staffing issues in
retirement homes. The Ministry informed us that
it continues to work with other partner ministries,
such as the Ministry of Health, to address staffing
issues in retirement homes.

The Authority also informed us that if a retire-
ment home is not capable of providing the level of
care required by a resident, the retirement home
is required to assist the resident to access external
care providers to meet their care needs. However,
unlike long-term-care homes, residents of retire-
ment homes may be evicted if the retirement home
cannot provide the level of care required by the
resident. If the resident objects to the eviction, the
dispute can be brought to the Landlord and Tenant
Board, which oversees the Residential Tenancies
Act, 2006. From 2017/18 to 2019/20, the Author-
ity received 20 formal written complaints related
to residents being evicted from retirement homes
or residents with care needs so intensive that they
were required to transfer to long-term care. The
Authority referred five cases to the Landlord and
Tenant Board but investigated the remaining cases
because the complaints also touched on potential

contraventions of the Retirement Homes Act, 2010.
Of those complaints, the Authority ultimately cited
two homes for violating the Act, provided one home
with an education letter and was still investigating
two homes when we completed our audit. The
Authority determined that the remaining 10 homes
did not violate any section of the Act.

We discuss further concerns with staffing during
the COVID-19 pandemic in Section 4.4.2.

RECOMMENDATION 2

To protect residents of retirement homes who

may require increasing levels of care, and in

some cases to the extent of the level of care pro-

vided in long-term-care homes, we recommend

that the Retirement Homes Regulatory Author-

ity work in conjunction with Ontario Health, the

Ministry of Long-Term Care and the Ministry for

Seniors and Accessibility to:

® resume and accelerate its work to develop
different and appropriate approaches to
regulate different types of retirement homes
with consideration of the evolving resident
health profiles;

© examine, reassess and identify the most
efficient and cost-effective way to deliver
support services in retirement homes for the
safety and protection of residents;

© implement an inspection process (assigning
clear roles and responsibilities), as soon
as possible that sufficiently addresses the
increasing complexities and levels of care
required for residents in retirement homes;
and

© take more timely and rigorous compliance
support or enforcement actions against
retirement homes that do not provide
adequate care services to residents.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.
The Authority will:



® collaborate with the Ministry for Seniors and
Accessibility (Ministry) in its comprehensive
review of the Retirement Homes Act, 2010
(Act), other government agencies, industry
and public stakeholders to support efficient
and effective approaches to resident care
without compromising reasonable care stan-
dards proportionate to a resident’s needs;

® provide advice to the Ministry in its review
of the Act to identify statutory amendments
that would provide the Authority with flex-
ibility to address the evolving nature of care
service delivery in retirement homes;

© accelerate development of a purposeful
approach to regulatory oversight of varying
and evolving business models that ensures
residents are protected, while eliminating
any barriers to innovation and avoiding
unnecessary red tape;

© continue its ongoing Regulatory Program
Modernization Project, which includes more
flexible approaches to inspections that take
into account the compliance history and risk
assessment of individual homes and their
resident population;

© seek opportunities to improve systems and
processes and focus more resources as neces-
sary to ensure that non-compliant licensees
are more efficiently escalated to, and
assessed by, enforcement when appropriate;
and

© continue to assess licensees and hold them
accountable on their obligation to assist
residents in accessing external care provid-
ers should a resident’s needs exceed the care
services offered by the retirement home.

The Ministry for Seniors and Accessibility
(Ministry) has started a comprehensive review
of the Retirement Homes Act, 2010. As part of
this review, the Ministry will work with the
Retirement Homes Regulatory Authority and
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key partners, including the Ministry of Health
and the Ministry of Long-Term Care, to identify
opportunities to enhance protections for retire-
ment home residents, especially those who may
require increasing levels of care.

4.2.4 Authority Does Not Consistently Collect
Needed Retirement Home or Resident Data;
Unable to Assess Needed Care

During our audit, the Authority acknowledged,
based on its interaction with the retirement home
sector, that the level of care required by residents
has been changing, but it does not have data to
measure this change and assess its impacts. As a
result, the Authority has limited ability to analyze
and assess elements in the retirement home indus-
try that may be useful to address shifting needs and
issues facing both the retirement homes sector and
aging residents.

In terms of resident data, any information
the Authority has on residents is derived from its
inspections, inquiries from the public or manda-
tory reports made by retirement homes. Such
information is, for the most part, self-reported by
retirement homes or by complainants. The Author-
ity does not regularly collect comprehensive data
on retirement home residents, including their care
needs, care services provided either by retirement
home staff or external providers, or fees charged
for these services. The Authority is also not aware
of the types of care services that residents receive
from retirement homes, private care providers and
government-funded home care.

The Authority also does not systematically
collect or analyze data such as staffing levels of
internal retirement home staff or external provid-
ers; occupancy rates; and the financial position of
retirement homes.

We also found that the Authority does not sys-
temically collect information from other ministries
and organizations that also provide senior care
in retirement homes. As shown in Appendix 6,
while other government organizations such as the



Ministry of Long-Term Care, Ministry of Health or
Ontario Health collect the following information,
neither the Authority nor the Ministry for Seniors
and Accessibility obtain access to it:
© number of individuals living in retirement
homes waiting to be placed in long-term-care
homes (see Section 4.2.2);

® number of patients designated as alternate
level of care or short-term transition care
beds patients in a particular retirement home,
which typically represent residents with high
care needs (see Section 4.1);

© the type of care services provided to individ-
uals and the number of hours of each type of
care service required by individuals receiving
government-funded home care in retirement
homes; and

® care not provided as planned to individuals

receiving government-funded home care in
retirement homes.

The Retirement Homes Act, 2010 currently allows
the Authority to collect data on the types of care
services the licensee makes available in the home;
clinical and functional profiles of residents of the
home; and the licensee’s operation of the home and
compliance with the Act, subject to established pro-
cesses and criteria and the Minister’s approval. The
Act, however, does require data collected on the
profiles of residents of the home be de-identified
to preserve the privacy of residents. Nevertheless,
the Authority’s position is that the provision does
not specifically enable the exchange of information
among regulators; it believes it is limited in its abil-
ity to share with and obtain data from other organ-
izations. In 2017/18, the Authority commenced
the process of seeking designation under the
Regulatory Modernization Act, 2007, which would
help it to share information with other regulators.
The Ministry informed us that this work was put on
hold in 2018 but has since resumed; this work was
still ongoing when we completed our audit.

RECOMMENDATION 3

To allow it to make more effective, timely, data-
driven decisions to strengthen the oversight of
staffing and care services provided in retirement
homes and support the Ministry for Seniors and
Accessibility (Ministry) in developing policy on
senior housing and care, we recommend that
the Retirement Homes Regulatory Authority:
© work with the Ministry to obtain the neces-
sary approvals to collect needed information
as soon as possible;
® in conjunction with the Ministry, establish
processes to collect data on residents and
retirement homes from other relevant organ-
izations with consideration of appropriate
processes to respect the protection of per-
sonal health information; and
© commence the collection, analysis and use
of this information to inform policy develop-
ment in this sector.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority had, prior to the audit comple-
tion, begun drafting the criteria for data collec-
tion for submission to the Minister for Seniors
and Accessibility. These criteria, if approved,
will support the implementation of a Request
for Information Policy that contains processes
and procedures that the Authority will use to
obtain information from licensees as required
by the legislation. Once approved, the Policy is
expected to enable the Authority to collect infor-
mation to facilitate timely and evidence-based
decision-making.

The Authority will also collaborate with
the Ministry for Seniors and Accessibility in
its review of the Act by providing advice and
supporting the development of a proposed
approach to enable effective data collection,
allow for improved data sharing with its



community partners and inform data-driven
decision-making.

The Ministry for Seniors and Accessibility’s
review of the Retirement Homes Act, 2010

will include the development of a proposed
approach to improve the collection and use of
information in order to allow for more effective,
timely and data-driven decisions.

4.3 Inspections

4.3.1 Routine Home Inspection Frequency
Determined Based on Incomplete Factors

The Authority’s risk assessment model for inspec-
tions (see Section 2.6) determines the risk of harm
for each subsection of the Retirement Homes Act,
2010 and its regulation, based on the severity of
harm and number of violations at homes in the
past. However, the Authority’s risk assessment
model does not consider factors outside of inspec-
tion history that could also influence the frequency
of inspections; such factors include complaints,
input from community partners, history of harm at a
specific home where there are no violations related
to the harm, provision of home care within retire-
ment homes or residents in a retirement home wait-
ing for long-term care. This means that under the
Authority’s current model, retirement homes with
risk factors that are not connected to a history of
violations of the Act or its regulation are not required
to be inspected more frequently than other homes.
For example, both the Authority and public
health units’ responsibilities include inspecting
for infection prevention and control measures at
retirement homes. However, despite the public
health units’ expertise and specialization in infec-
tion prevention and control, the Authority does not
consider the results of public health units’ inspec-
tions in its risk-based approach. Likewise, frequency
of complaints could indicate management issues
at a retirement home. However, the frequency of
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routine inspection is not increased unless the com-
plaints lead to violations of the Act or its regulation.
The Authority and its Board have reviewed the

appropriateness of the Authority’s risk model on an
annual basis since its introduction in February 2017.
The annual review includes updating the risk for
each provision with newly collected inspections and
harms data and assessing potential new risk factors.

RECOMMENDATION 4

So that risks and harm to retirement home
residents can be more effectively reduced
through more frequent and risk prioritized
inspections, we recommend that the Retirement
Homes Regulatory Authority expand the fac-
tors considered, beyond just inspection history,
in its risk model for selecting homes for more
frequent inspection.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority has been annually reviewing
and refining its risk model since it was first
introduced in 2016, and it agrees that continu-
ing to expand the data and factors included in
the risk model will contribute to making the
model increasingly robust. The Authority will
seek to include relevant data to support risk
assessment of harm outside of its information
collected through inspection. The Authority
looks forward to using information obtained
through information sharing with other agen-
cies to provide for a more comprehensive
approach to risk assessment based on an
enhanced level of information that previously
has not been available to the Authority.

4.3.2 Authority Continues to Adjust COVID
Risk Inspection Model

As part of its work to measure retirement homes’
ability to prevent and manage a potential outbreak,



the Authority developed a risk assessment model,
separate from its other risk model that it uses

to determine routine inspection frequency. The
Authority was continuing the process of refining
the COVID-19 risk model and assessing all homes’
preparedness when we completed the audit in
August 2020.

The COVID-19 risk model, which the Authority
began developing in April 2020 and continued to
refine, considered factors such as the retirement
home’s staffing level, supply of personal protective
equipment, and information from community
partners such as public health, home staff and the
public. The Authority incorporated some elements
of the regular risk model (see Section 2.6) in the
COVID-19 risk model. For example, many homes
assessed as low risk in the regular model were
deemed to have low COVID-19 risk. As of Sep-
tember 30, 2020, about two-thirds of the licensed
retirement homes were assessed as having low
COVID-19 risk. The COVID-19 risk model, effective
in September 2020, is presented in Appendix 7.

The Authority prioritized its outreach to higher-
risk homes as assessed by its COVID-19 risk model
and made more frequent contact with them, both in-
person and via the phone. As of mid-August 2020,
the Authority had contacted all medium- and high-
risk retirement homes at least once, and still needed
to reach out to more than 200 low-risk homes.

4.3.3 More Sharing of Information on
Infection and Prevention Control Inspections
Needed between Public Health and

the Authority

Retirement homes are required under the Retire-
ment Homes Act, 2010 to complete an annual
consultation with local public health units to ensure
that their infection prevention and control program
is appropriate. Before COVID-19, the Authority’s
inspectors were checking whether the retirement
home had infection prevention and control policies
and whether retirement home staff were trained on
the policies by reviewing training records. However,

the Authority did not check whether an infection
prevention and control program had been created
and was being followed at retirement homes unless
concerns were observed while in the homes.

To better manage the risk of infection in retire-
ment homes during COVID-19 outbreaks, the
Authority introduced new inspection procedures in
April 2020 to focus more on infection prevention
and control. Specifically, it created an inspection
checklist that focuses on confirming the compli-
ance of retirement homes’ infection prevention and
control measures with the Chief Medical Officer
of Health’s directive. Between March 15 and June
30, 2020, the Authority conducted 101 in-person
inspections, including 28 inspections to specifically
assess compliance with infection prevention and
control measures. The remainder of the inspections
were mostly inspections to investigate allegations.
The Authority selected the 28 homes based on com-
plaints received from the public or public health;
these homes covered various COVID risk levels
from low to medium to high. As of September 30,
2020, the Authority had assessed 31 retirement
homes as being high risk in their ability to prepare
for COVID-19. The Authority also informed us
that, going forward, it does not intend to inspect
all retirement homes for infection prevention and
control but will continue to inspect retirement
homes based on tips it receives from the public or
concerns from public health, which retains primary
accountability for infection prevention and control
oversight in retirement homes.

According to the public health units we inter-
viewed, some public health units assess all the
retirement homes in their catchment area for their
infection prevention and control preparedness,
while others contact a portion of them. They also
informed us that it was not always possible to per-
form joint inspections of retirement homes with the
Authority. The Authority was in the process of assess-
ing lessons learned when we completed our audit.

Retirement homes are required to develop emer-
gency plans as a part of the licence application. The
Authority verifies whether retirement homes have



planned for emergencies as part of its proactive, rou-
tine inspections. Emergency plans are not intended
to incorporate pandemic emergency plans.

RECOMMENDATION 5

To confirm that retirement homes have appro-

priate infection and prevention controls in

place, we recommend that the Retirement

Homes Regulatory Authority:

© put processes, including continuing use of
its COVID-19 checklist, in place to assess
whether all retirement homes have appropri-
ate practices on infection prevention and
control;

© routinely obtain data from public health
officials on issues or concerns in retirement
homes;

® regularly incorporate into its inspector train-
ing any lessons learned from public health
inspections;

© going forward, request that retirement
homes incorporate pandemic plans in their
emergency plans that also address the
requirement to include a personal protective
equipment supply.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority has updated its routine inspec-
tions process to incorporate infection prevention
and control assessment in alignment with the
infection prevention and control guidelines it
released concurrent with the resumption of its
routine inspections that recommenced in Nov-
ember 2020 (after their suspension in March
2020 due to COVID-19).

The Authority will continue to collaborate
with local public health units, which have pri-
mary jurisdiction over compliance with require-
ments for infection prevention and control, and
explore options with the Ministry for Seniors
and Accessibility and Public Health Ontario to
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obtain access to public health orders and data on
a prioritized basis. Any high-level learnings and/
or insights from the public health data obtained
will be incorporated into inspector training.

The Authority will also continue infection
prevention and control compliance inspections
on a risk-informed basis with priority given to
those homes in receipt of public health orders.

4.3.4 Most Proactive Routine Inspections
Were Conducted within Required Time
Frames, but Pandemic Created Backlog

In each of the years between 2017/18 and 2019/20,
the Authority conducted an average of 500 routine
inspections of retirement homes. These proactive
inspections focused on areas of the Act that relate
to risk of harm, such as resident safety, care and
choices about their care options. As of February
2020, prior to the declaration of the pandemic,
there was a backlog of only 16 proactive retirement
home inspections. Four of these homes were either
being renovated or were subject to a licence revoca-
tion order. Of the remaining 12 homes, the Author-
ity was an average of 41 days behind the inspection
date determined by its risk model as described in
Section 2.6. In two cases, the delay was almost
three-and-a-half months behind the scheduled
inspection date. Given the volume of inspection
conducted, and the level of staff, these delays
appeared to be reasonable and manageable.

In the first week of March 2020, the Authority
suspended all proactive inspections because of the
COVID-19 pandemic. Instead of conducting routine
inspections, the Authority focused on a work-from-
home approach and calling retirement homes
about their outbreak preparedness. Starting April
16, 2020, the Authority surveyed each retirement
home on its level of readiness and obtained COVID-
19 case data from homes already in outbreak. We
discuss these activities further in Section 4.4.4.

Despite suspending proactive inspections of
retirement homes, the Authority continued three
other types of on-site inspections: mandatory



report, complaint and compliance. Between March
15 and June 30, 2020, the Authority conducted
101 of these three types of inspections. On average,
these inspections were conducted within five days
of the inspector being assigned, compared with 10
days in 2019.

As of June 2020, the Authority had deferred 93
planned proactive retirement home inspections.
About 95% (or 88) of these homes were assessed
as low risk. Inspections of the remaining five
homes, which were assessed as medium risk, have
been delayed up to 14 months past their originally
planned dates. None of the deferred inspections
were of high-risk homes. When we completed the
audit, the Authority had still not determined a
restart date for proactive inspections.

RECOMMENDATION 6

To return to its proactive, routine inspection pro-

cess focused on resident safety, care and choices

about their care options, we recommend that

the Retirement Homes Regulatory Authority:

© establish an appropriately prioritized action
plan that includes targeted timelines to clear
the backlog of proactive routine inspections,
enhanced with additional infection preven-
tion and control coverage;

© conduct the required inspections; and

© monitor its compliance with this plan.

The Retirement Homes Regulatory Authority

(Authority) supports this recommendation and

has taken the following action toward the end of

the audit:

© communicated with licensees on August 27,
2020, outlining its expectations of retire-
ment homes for a “Return to Normal” on
items it had temporarily paused in March
2020 due to the COVID-19 pandemic; and

® resumed routine inspections on an
unannounced basis as of November 9, 2020

and shared a communication to licensees on

this resumption.

The Authority has in place a prioritized plan
for routine inspections and will monitor execu-
tion using its pre-existing method for measuring
and monitoring any backlog of routine inspec-
tions according to its risk model schedule.

A review of the risk model was under way
when the audit was completed, which will
update inspection volume forecasts. A time
frame for addressing any outstanding inspec-
tions will be finalized concurrently with the
model update.

4.3.5 Inspectors Assigned Varying
Caseloads; Fewer but Longer Observation
Inspections Conducted

We found that Authority inspectors had vary-

ing caseloads and the Authority did not monitor
whether they were performing the expected num-
ber of inspections. We also found that, in 2019/20
(before COVID-19), almost all of the inspectors
on average conducted fewer than the Authority’s
informal target of 10 inspections per month.

In 2019/20, each inspector performed seven
inspections per month on average and the individ-
ual inspector monthly caseload ranged from five to
10 inspections. The Authority does not set a formal
target for the number of inspections each inspector
should complete in a year; however, it generally
plans on 10 per month per inspector. The Author-
ity indicated that a number of factors contribute
to the number of inspections performed, such as
when inspectors are in locations that require more
travel, when they get involved in more complex
inspections, or when they need to contribute to
other project work such as improving the inspection
processes.

We found that, between 2017/18 and 2019/20,
the lowest caseload of an inspector was an average
of five per month. As well, the caseload of each
inspector dropped between 3% and 36% in those
years, depending on the inspector. The reduction



in inspector caseloads is consistent with the 27%
reduction in the overall inspections performed
over this period, from 1,339 to 978. We examined
the cause of the drop, and noted that the primary
reason was that the Authority conducted 41%
fewer proactive inspections after the introduction
of its risk-based inspection program in April 2017
(described in Section 2.6). As well, in July 2019,
the Authority implemented a new approach to
conducting proactive inspections, whereby the
inspectors focused less on reviewing home policies
and more on direct observation of retirement home
operations. This new approach has required inspect-
ors to do more upfront preparation and to conduct
more detailed observations of conditions and care
provided within the home. The Authority also
indicated that inspectors needed to address issues
brought to its attention from the public through
inquiries in addition to completing their normal
inspection duties. We analyzed the duration of each
inspection in 2019/20 compared with a year earlier
and noted that this aligned with our data which
showed that on average, each inspector spent 37
days compared with 30 days on each inspection.

I RECOMMENDATION 7

To fully self-assess and monitor its inspection
process for coverage and distribution of work,
we recommend that the Retirement Homes
Regulatory Authority continually monitor
inspector caseloads, revisit caseload targets and
reassign cases as needed.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation and
will continue to manage its inspector caseloads,
and reassigning cases as needed.

The Authority has observed an increase in
the number of issues addressed through inquir-
ies, and inspectors are involved in completing
such inquiries as well as conducting inspec-
tions. Inspectors also participate in and lead
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other activities and initiatives in support of the
Authority’s legislative mandate. The Authority
will complete a review of applicable targets for
volumes to ensure that inspection resources are
optimally deployed across these processes, while
sustaining a focus on outcomes for residents.

4.4 Impact of COVID-19

COVID-19 cases were detected in Ontario retire-
ment homes at the end of March 2020. By August
2020, one in five retirement homes had had
confirmed cases of COVID-19. Much of the work
undertaken by the Retirement Homes Regulatory
Authority, the Ministry for Seniors and Accessibility
and other government entities to help protect
residents and staff in retirement homes was still
ongoing when we completed the majority of our
audit work in August 2020. Appendix 8 shows
each party’s roles and responsibilities in dealing
with COVID-19 while delivering accommodations,
health services and care services to seniors living in
retirement homes.

4.4.1 Authority Took Over Two Retirement
Homes; Revoked Licences when Operators
Refused to Co-operate

On May 29, 2020, the government issued an
emergency order to allow the Authority to appoint
a manager to a retirement home in the event of a
COVID-19 outbreak. This supplemented the Author-
ity’s pre-existing power to appoint a manager of a
home where the Registrar has reasonable grounds
to believe that a licensee has contravened a require-
ment of the Act and the licensee cannot or will not
properly manage the operations of the home. From
the first reported outbreak in a retirement home
on March 22, 2020 to that date, 933 residents were
confirmed as infected; of that number 191 residents
died. In the same period, 421 staff were confirmed
infected, all of whom recovered.

The Authority determined that operators of two
retirement homes were not managing the homes



properly or could not do so without assistance in
the context of the COVID-19 pandemic; one on
May 15 and the other on May 27. Both homes had
numerous non-compliance issues prior to COVID-
19. For example, one home was repeatedly cited

for failure to implement a behaviour management
strategy, resulting in a resident regularly wandering
from the home. This same home also experienced

a serious COVID-19 outbreak due to poor infection
prevention and control practices—16 residents died
in that home. For one of these homes, the Author-
ity had revoked its licence but the operator was
appealing the revocation and therefore the home
continued to operate as a licensed home at that
time. The Authority therefore issued orders to take
over management of these two homes to protect
their residents.

However, the Authority experienced significant
challenges in finding qualified managers to take
over the operations of these two homes amid staff-
ing shortages in the health sector during COVID-19.
In addition, one home that did not have a compe-
tent operator in the Authority’s view had limited
funds and could not afford to pay a manager. In this
case, the Authority absorbed the expense and paid
for the selected manager.

The effectiveness of the imposed managers was
limited, as the operators were unwilling to co-oper-
ate. For example, the managers were not able to
access funding to hire qualified staff, upgrade facili-
ties and purchase required supplies. The Authority
subsequently revoked the licence of one of these
two retirement homes. The other retirement home
abandoned its appeal of the prior revocation of
its licence. The Authority worked with LHINs and
other community partners to relocate the residents
in these two homes.

We noted that the emergency order to allow a
governing body to temporarily assume or appoint
management of a long-term-care home in the event
of a COVID-19 outbreak was enacted on May 12,
2020, more than two weeks before the same emer-
gency order was enacted for retirement homes. The
Ministry advised us that the delay was due to legal

considerations, but the government eventually con-
cluded that the benefit would outweigh the legal
risk. In comparison, the long-term-care sector is not
overseen by an independent regulator so the same
legal consideration did not apply.

RECOMMENDATION 8

To minimize the safety, health and other impacts

to residents and families of residents in retire-

ment homes that undergo management orders,

we recommend that the Retirement Homes

Regulatory Authority:

© establish a back-up network of qualified
management candidates that can be quickly
deployed to retirement homes during times
of crisis;

© establish criteria for making emergency
funding available should managers deployed
to a retirement home under management
order require justifiable financial resources;
and

® in conjunction with the Ministry for Seniors
and Accessibility, ensure that residents in
retirement homes are protected in a manner
consistent with residents in long-term-care
homes in circumstances of public health
threats during and beyond the COVID-19
pandemic.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority has developed an initial for-
mal roster of qualified management candidates
who could be deployed quickly to retirement
homes during crises. This roster was in place as
of October 2020.

The Authority will explore options for emer-
gency funding for circumstances where man-
agers identify the need for financial resources
with due consideration given to mitigating the
financial impact on residents.



In its role as advisor, the Authority will col-
laborate with the Ministry for Seniors and Access-
ibility through its review of the Retirement Homes
Act, 2010 to identify and address any necessary
actions required to ensure equity in protections
for seniors living in retirement homes that were
identified during the COVID-19 pandemic.

The Ministry for Seniors and Accessibility’s
review of the Retirement Homes Act, 2010 will
look for opportunities to address gaps that were
identified during the COVID-19 pandemic.

As part of this review, the Ministry will work
with key partners, including the Ministry of
Health and the Ministry of Long-Term Care, to
co-ordinate consistent protection measures.

4.4.2 Staffing Constraints during Pandemic
Resulted in Some Residents Receiving
Insufficient Care

Further to the staffing concerns we discuss in
Section 4.2.3, multiple Authority inspectors and
industry representatives on the Authority’s Board
noted in their interviews with us that in the early
months of the COVID-19 pandemic in spring 2020,
external care providers refused to enter retirement
homes for fear of infection. As a result, retirement
homes lacked replacement staff for homes
experiencing an outbreak.

In addition, one retirement home in the Erie-
St. Clair region had 15 personal support workers
providing home-care services to about 40 residents
at the time the home had a COVID-19 outbreak. At
that point in time, those personal support workers
were also providing services to other clients in the
community. During the outbreak, the Local Health
Integration Network (LHIN) prioritized residents
with complex or end-of-life care needs to have their
care continue to be provided by a smaller number of
personal support workers. The remaining residents
were called to discuss whether or not they would
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agree to have their services reduced or put on hold
while the LHIN worked with the local public health
unit to assess the degree of the virus spread. Any
resident who requested their service continue,
continued to receive home-care services; however,
the LHIN indicated that many residents requested
their services be put on hold. The Canadian Armed
Forces was not deployed to this retirement home.
While the Authority received only one allegation of
harm about this home between March 11, 2020 and
August 31, 2020, it concerned improper care due to
infected staff working in the facility. The Authority
then referred the concern to the local public health
unit so that it could verify the home’s compliance
with infection prevention and control requirements.
As well, this home was among the 10 retirement
homes with the highest number of residents con-
firmed to have COVID-19 as of August 31, 2020. A
total of 37 residents and 10 staff were reported by
the retirement home as having contracted COVID-
19. Six residents died from the outbreak.

In addition, commencing March 30, 2020, the
Chief Medical Officer of Health issued a directive
that retirement homes be closed to visitors, with
the exception of essential visitors. The Ministry of
Health defined an essential visitor as a person per-
forming essential support services or health-care
services, or a person visiting a very ill or palliative
resident. Retirement homes had to comply with
the directive and therefore denied access to family
members who did not meet the definition of an
“essential visitor.” The Authority informed us that
retirement homes were concerned that visitors
could bring COVID-19 in from the community and
so restricted visitors from entering the home, some-
times even if these visitors were “essential visitors”
under the directive and provided care to residents.

As of June 18, 2020, the Chief Medical Officer of
Health directed that homes could allow visitors for
residents if the home was not experiencing an out-
break. On September 2, 2020, the Ontario govern-
ment issued a visitors policy to clarify that essential
visitors include caregivers who “support feeding,
personal hygiene and meaningful connection for



long-term-care homes.” On September 8, 2020, the
Ontario government released relevant guidance for
retirement homes to reflect the same directive.

We found that between March 11 and August 31,
2020, during COVID-19 outbreaks, the Authority
was notified a total of 219 times about improper
or incompetent treatment or care that required an
investigation or an immediate inspection of the
home. These issues occurred across multiple homes
and were largely resolved in the summer when
the number of retirement homes with COVID-19
outbreaks trended downward and retirement
homes were better able to co-ordinate work among
external care providers, retirement home staff and
family members providing care.

With respect to assessing residents’ care needs,
long-term-care homes in Ontario were exempt
from immediately updating residents’ plans of care
unless there was a substantial change. Similarly,
retirement homes continued to be required to
update plans of care when there was a change in
the resident’s care needs; however, retirement
homes were allowed to pause routine reassessments
of care plans for about half a year. On March 15,
2020, the Authority communicated to retirement
homes that the regular assessment of care plans
every six months was not required. The Authority
indicated that this was done to alleviate administra-
tive burden on retirement homes. On August 27,
2020, the Authority communicated to retirement
homes a “return to normal” and expected the
homes to complete the six-month reassessments of
their residents by September 28, 2020.

The Ministry, as well as stakeholder groups
we interviewed during our audit, indicated that
it was aware of some instances in which residents
did not receive care services, such as baths, to the
same standard or frequency as provided prior to
the pandemic because of staffing shortages. The
Authority included reviewing staffing shortages in
retirement homes as part of its COVID risk assess-
ment. Starting in April 2020, the Authority would
immediately contact the home’s administrator and
key community partners, usually the LHIN or public
health, to assess the situation. Depending on the

circumstances, the Authority would follow up with
the home and/or relevant partners at least every
two weeks.

Many residents may have family members or
friends who provide critical personal care and
support, such as feeding and dressing, in lieu of
paying the retirement homes or external care
providers to provide these services for them. Given
that in Ontario, personal support workers are not
regulated health-care workers and gain experience
working in retirement homes and other settings,

a family member or a friend also gains experience
assisting their loved one.

Retirement Homes Identified Their Employees as

the Main Source of Infection
While stakeholder groups we spoke to during the
audit noted that home-care workers moving from
home to home to work did not have the necessary
personal protective equipment, thus posing a risk
to residents, our review of the Authority’s analysis
using self-reported data from retirement homes
conveys that external care providers were not
the primary source of infection in the majority
of the outbreaks at retirement homes. Based on
the Authority’s analysis of data it collected from
retirement homes, using data up to August 31,
2020, the first known case in an affected retirement
home was an unknown source in 3% of the cases, a
resident in 39% (residents could have contracted the
virus when in the community, such as when visiting
relatives or running errands), a retirement home
employee in 49%, and an external care provider
in 9% of the cases. However, this data was self-
reported from retirement homes and has not been
independently verified. As such, it is difficult to draw
absolute conclusions about the source of outbreaks.

During our audit, four for-profit retirement

living operators were facing class-action lawsuits
related to their response to COVID-19 in some of
their long-term-care homes. Sienna Senior Living,
Revera, Oxford Living and Chartwell Retirement
Residences are among the large chains that operate
both long-term-care homes and retirement homes



in Ontario. Together, they operate almost 200
retirement homes in Ontario. Appendix 9 shows
the details of the allegations. Overall, the plaintiffs
had concerns with these home operators’ staffing
levels, isolation and control measures to contain
the outbreak, and availability of personal protective
equipment for staff and residents.

. RECOMMENDATION 9

To protect retirement home residents from the
risk of neglect, we recommend that the Retire-
ment Homes Regulatory Authority communi-
cate and support retirement homes in ensuring
that family members and friends providing
critical personal care and support to retirement
homes residents are able to do so during the
pandemic, as long as appropriate infection pre-
vention and control procedures are followed.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation

and recognizes the vital role that families and
friends fulfill in critical personal care and sup-
port of residents. The Authority will continue to
communicate actively and support retirement
homes in adhering to public health directives
and guidance, including appropriate infection
prevention and control procedures for visitors.
The Authority will continue to collaborate with
the Ministry for Seniors and Accessibility and
provide advice related to changes in the Visitors
Policy for retirement homes.

4.4.3 Authority Did Not Make Public the
Number of Resident and Staff COVID-19
Cases in Retirement Homes until
September 2020

Our audit found that while the Authority daily
publishes on its website a list of homes where a
COVID-19 outbreak has been declared, for the first
six months of the pandemic it did not make public
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the number of residents and staff who tested posi-
tive or died. The Authority started publishing total
cumulative COVID case data of both residents and
staff, including deaths, in September 2020. But this
data is not broken down by retirement home. As a
result, the public cannot readily find out the extent
of COVID outbreaks in various retirement homes.
The Authority indicated that it was unable
to obtain case data from public health agencies
because public health did not release the case data,
citing reasons such as patient privacy. It instead had
to rely on self-reported data from licensed retire-
ment homes that it had begun collecting regularly
since April 15, 2020 to track COVID-19 cases in
Ontario’s retirement homes.
As shown in Appendix 5, as of August 31, 2020,
the Authority’s data on COVID-19 showed that
more than 20% of retirement homes experienced a
COVID-19 outbreak:
© There were 185 COVID-19 outbreaks recorded
in licensed retirement homes between March
22,2020 and August 29, 2020.

® Outbreaks in 179 homes were resolved,
including 14 homes that experienced an out-
break twice, and two homes had their licences
revoked during the pandemic because of
their poor handling of the outbreak (see
Section 4.4.1).

® Six homes had an active outbreak.

© There were 989 confirmed resident cases
and 491 confirmed staff cases for a total of
1,480 cases.

© The total death count was 209 residents and

no staff.

® A total of 1,241 cases were resolved and 30

cases were still active.

RECOMMENDATION 10

To better inform the public about the extent

of COVID-19 cases in retirement homes, we

recommend that the Retirement Homes

Regulatory Authority:

© work with the Ministry for Seniors and
Accessibility and the Ministry of Health to



obtain available validated data directly from
the Ministry of Health or directly from local
public health agencies; and

© publish outbreak data on a weekly basis or
more frequently as available, by retirement
home, on the number of residents and staff
who test positive or die.

The Retirement Homes Regulatory Authority
(Authority) has been providing information
about COVID-19 in retirement homes to the
public on its website. From April 2020 through
September 2020, the Authority published on its
website daily a list of homes where a COVID-19
outbreak had been declared. Since July 2020,
the Authority has made its data sets publicly
available on its online “RHRA COVID-19 Dash-
board.” In addition to the reported active and
resolved outbreak data, since September 2020,
the dashboard, updated daily, has included
reported cumulative staff and resident cases of
COVID-19 and associated deaths.

While the official record of COVID-19 case
information is collected and compiled by Public
Health Ontario, the Authority collects this data
to inform our ongoing efforts to support the
retirement home residents and communities
through this difficult time. We have made this
data available to keep the public, including
residents, families, researchers and health-care
professionals, informed on how the pandemic
is affecting licensed retirement homes. Ontario
seniors benefit from having easy-to-access infor-
mation and education needed to make informed
choices when researching retirement homes.

The Authority will work with the Ministry
for Seniors and Accessibility (Ministry) and the
Ministry of Health on directly obtaining valid-
ated data. The Authority will also collaborate
with the Ministry in its review of the Act to iden-
tify opportunities to enhance the information
available to residents and families by addressing

any data collection gaps that were identified
during the COVID-19 pandemic.

As part of its review of the Retirement Homes Act,
2010, the Ministry for Seniors and Accessibility
will be looking for additional opportunities to
enhance information available to residents and
families, and address data collection gaps that
were identified during the COVID-19 pandemic.

4.4.4 Authority Has Incomplete Data
on Occupancy for Supporting COVID-19
Planning Options

Prior to April 2020, the Authority did not track the
occupancy level of retirement homes. In May 2020,
the Authority requested that retirement homes
self-report their occupancy rate to help the Ministry
for Seniors and Accessibility plan its strategy during
the pandemic to provide for retirement home staff
and resident testing. This collection of information
was a one-time exercise and retirement homes’
responses were optional: 54 retirement homes did
not respond to the Authority’s survey. The Author-
ity therefore had to estimate the occupancy rate for
those 54 homes by assuming that they were 70%
to 80% occupied. It estimated that overall capacity
was about 73% in retirement homes.

We reviewed the occupancy data that retirement
homes reported to the Authority and found that
37 retirement homes reported more residents than
their reported capacity, which was not reasonable.
The Authority did not follow up. The Authority
informed us that it was aware of the margin of error
as the data was not verified, and that the Ministry
for Seniors and Accessibility—to whom the Author-
ity submitted this data on May 25, 2020—was
aware that the data was self-reported when it was
planning its strategy to provide COVID-19 testing
for retirement home staff and residents.



[ RECOMMENDATION 11

To identify alternative accommodations for

patients should future waves of COVID-19 over-

whelm long-term-care homes and hospitals, and

for residents who need to be moved from retire-

ment homes that are affected by outbreaks, we

recommend that the Retirement Homes Regula-

tory Authority:

© work with the Ministry for Seniors and
Accessibility to require retirement homes
to provide monthly occupancy information
(and any related requirements) to the Retire-
ment Homes Regulatory Authority; and

® collect occupancy rates of retirement homes
on a monthly basis to be used for monitoring
and planning outbreak responses that may
be needed during the COVID-19 pandemic.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority recognizes and agrees that it is
uniquely positioned to collect information from
Ontario’s retirement homes in support of the
province’s pandemic planning and response. The
Authority has contemplated including this kind
of data when submitting the criteria for data
collection for approval by the Minister for Sen-
iors and Accessibility and in the drafting of its
Request for Information Policy. Concurrent with
seeking the applicable authority, the Authority
will assess the feasibility of options related to the
data collection process with consideration of its
own current technology capabilities; cost effi-
ciency; and minimizing administrative burden
on licensees whose priority of protecting and
caring for their residents is paramount.
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4.4.5 Ontario Required Retirement Homes
to Adopt Mandatory Infection Control and
Prevention Measures to Limit Spread of
COvID-19

During the first wave of COVID-19, the Min-

istry of Health’s Chief Medical Officer of Health
issued directives to both retirement homes and
long-term-care homes to protect staff, residents
and visitors from exposure to the virus. Appen-
dix 10 shows the infection prevention and control
measures required by these directives as well as
various pieces of legislation. To complement the
directives, the Authority released guidelines to
retirement home operators related to visits, short-
stay absences, tours and new admissions.

In our audit, we compared Ontario’s timeline
for putting retirement home infection prevention
and control measures in place with that of other
Canadian provinces. Overall, we found that the prov-
inces adopted different measures in different times.

We found that Ontario enacted the directive to
retirement homes to allow only essential visitors
within two weeks of when other provinces did so—
Ontario was later than some but earlier than others.
For example, although later than British Columbia,
Ontario’s practice was similar to that of a British
Columbia regional health authority, which issued
a directive asking assisted living facilities to restrict
visitors to essential visits only, which include com-
passionate care, such as those receiving end-of-life
care or with critical illness.

Ontario also adopted relevant infection preven-
tion and control measures for retirement homes
based on the direction of the Chief Medical Officer
of Health. These other measures included directives
to retirement homes to actively screen residents,
staff, volunteers and visitors, allow only essential
visitors in homes, limit the number of retirement
home staff workplaces, refuse residents permits to
leave the home for short-stay absences, and require
all staff and essential visitors to wear masks. Based
on our discussion with local public health units and
the Authority, a retirement home’s ability to comply



with the Chief Medical Officer of Health directives
had a direct impact on whether the home could
prevent or limit the spread of COVID-19 outbreaks.

Ontario adopted a province-wide approach
to make these infection prevention and control
measures mandatory for all retirement homes while
some provinces, such as British Columbia, made
some of these measures “advisory,” or allowed for
individual public health units to make more local-
ized directives for retirement homes. For example,
with respect to refusing residents permits to leave
the home for short-stay absences, we noted that
this measure was mandatory and consistent with
long-term-care homes in Ontario, mandatory in
Quebec and only advisory in British Columbia
and Alberta. But since different provinces define
and regulate senior living settings differently, we
could not definitively conclude on whether these
measures and the timing of their adoption had any
impact on COVID-19 incident rates.

We also noted that the Ministry for Seniors and
Accessibility provided about $20 million in funding
to licensed retirement homes in the spring of 2020
through the Ontario Retirement Communities
Association, which represents about 95% of the
retirement residence operators in Ontario, but for
this initiative was asked to distribute funding to
all operators of licensed retirement homes. This
funding was to cover some of the costs that retire-
ment homes incurred in order to comply with
infection prevention and control directives and
to increase staffing to back-fill front-line staff and
provide services to residents such as helping those
in quarantine to purchase groceries. According to
the Association, as of the end of October 2020, all
licensed retirement homes that had completed the
required paperwork, representing about 99% of
licensed retirement homes, had received and spent
this funding.

4.5 Retirement Home Licensing

4.5.1 Level of Care Prompts Authority to
Review Licences

All retirement homes are currently issued the same
licence. The Retirement Homes Act, 2010 (Act) does
not distinguish between the different ways that
retirement homes are run and different resident
health-care needs. The Authority informed us that
it began to develop and assess how separate retire-
ment home licence classes could address the risk
that the existing regulatory regime does not discern
homes with higher-risk residents from homes with
more independent residents in January 2020, after
we began our audit.

The Authority identified that the following
issues need to be addressed in order to establish
separate licence classes:

® Increasing level of care required by some

residents: Retirement homes are already
offering accommodations to patients desig-
nated as alternate level of care from hospitals
to address the shortage of long-term-care
beds (see Section 4.1). However, it is unclear
which legislation—the Retirement Homes

Act, 2010, the Public Hospitals Act or the
Long-Term Care Homes Act, 2007—should
and could be used to protect seniors in new
transitional care services (for example,
patients who no longer require the intensity
of resources or services provided by hospital
and are admitted to a retirement home).
These new and aging residents of retirement
homes require a higher level of care than was
required to be provided by or available at
retirement homes in the past.

© Emerging models: New models of housing

and care delivery raise questions about what
kinds of protection are needed for senior
residents. These emerging models include
home-sharing, shared ownership, multi/
intergenerational living, naturally occurring
retirement communities and life-leases.



© New development financing: Some homes
change their operating models to avoid the
criteria of a retirement home under the
Retirement Homes Act, 2010 because there are
higher financing costs for new developments
designated as a retirement home as opposed
to other models, such as supportive housing.
This will affect their residents because they
may need to move as their care needs change
and necessary supports are not in place.
® Regulatory burden: Some homes have very
independent residents where regulatory
requirements may be beyond what is needed.
For example, the Act requires all homes to
reassess every resident’s plan of care every six
months.
At the time of our audit, the Authority had still
put this work on hold because of the COVID-19
pandemic.

4.5.2 Authority Issued Licences Despite
Identified Red Flags Regarding Applicants’
Integrity, Finances

As of March 2020, about 3% or 22 of all licensed
retirement homes were subject to conditions, with
the majority related to the installation of automatic
fire sprinkler systems (see Section 4.5.3).

The Retirement Homes Act, 2010 requires that
the Registrar consider three criteria when deciding
whether to issue a licence (see Figure 3). One of
the criteria is that the past conduct of an applicant
affords reasonable grounds to consider whether the
home will be operated in accordance with the law,
with honesty and integrity, and in a manner that is
not prejudicial to the health, safety or welfare of its
residents.

Between 2015/16 and 2019/20, the Author-
ity issued a total of almost 300 new licences and
refused eight applications at various stages of its
decision-making process. In most of these eight
cases, the Authority properly refused these applica-
tions because of concerns about the applicant’s
competence in operating retirement homes and the
applicant’s ability to operate the home with honesty
and integrity.
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However, we found that the Authority granted
licences after weighing the licensing criteria, but it
may have been prudent to refuse them:

Example 1: In November 2018, the Authority
reviewed an application to transfer ownership of
an existing home and found that the applicant pro-
vided false and misleading information. Although
this individual indicated that they had neither been
charged with nor convicted of a criminal offence,
the Authority found that they had, in fact, been pre-
viously charged with assault and uttering threats.
Those charges were dismissed, but they were
convicted of refusing to provide a breath sample.
The Authority requested that the applicant submit
further documentation including their driver’s
abstract. Based on this information, the Authority
ordered the applicant to pay a $500 administrative
penalty and issued the licence, subject to condi-
tions. The conditions required the applicant to
retain a person with experience in a senior position
at the home to ensure compliance with the Act and
its regulation and to notify the Authority immedi-
ately of any change in that individual’s contractual
status with the licensee. However, this licensee
failed to notify the Authority in late 2019 that the
individual’s contractual status changed. Although
the Authority had inspected this home six times
prior to July 2020, it was not until then that it
became aware of this issue, over half a year later.

Example 2: The Authority issued a licence in
July 2018 to an applicant whose family member had
a history of financial mismanagement operating
long-term-care homes that resulted in bankruptcies.
The family member also had about $130 million
in unpaid debts to creditors. The Authority issued
a notice of intent to impose a condition that this
family member not be permitted to be involved in
the finances or supervision of the operations of the
home. However, because of the tight turnaround
requested by the applicant, as well as internal
process and personnel changes at the Authority, the
notice of intent was issued concurrently with the
licence when it would normally be issued separately.
In effect, the licence was issued without a condition.



The Authority has since issued three enforcement
actions to this retirement home for issues related to
non-compliance with the Chief Medical Officer of
Health’s infection prevention and control directive,
as well as for defaulting on its mortgage payment
and placing the home’s residents at risk of displace-
ment. In November 2020, the Authority issued a
notice of intent to revoke the licence. The family
member in question also operated another licensed
retirement home that was inspected by the Author-
ity 12 times until the licence was revoked.

The Authority assessed both homes in Example 1
and 2 as high risk.

We also found that the assessment criteria do
not specifically include that the applicant must
provide proof of financial viability to operate a
retirement home.

RECOMMENDATION 12

To strengthen the licensing process of retire-
ment homes, and the safety and protection of
residents that may require different levels of ser-
vices as its primary focus, we recommend that
the Retirement Homes Regulatory Authority:
© accelerate and complete the development of
its licence classes;
© update its licensing procedures to include
conducting applicant background checks
to identify any indication of financially
irresponsible conduct and proof of financial
viability;
® develop a communications strategy to
remind applicants that they are obligated to
monitor their licence conditions and report
changes as needed to the Authority; and
© follow up on a timely basis on any licence
conditions made.

classes. Such licence classes would allow for
greater flexibility and ability to respond to the
evolving nature of the seniors housing sec-
tor. As well, the regulatory response to these
realities, including costs to residents, would be
strengthened. The work on licence classes was
put on hold in order to redirect resources to the
Authority’s COVID-19 pandemic response.
The Authority will:
© resume its work on licence classes on a
priority basis as part of its future operations
development plan;
® collaborate with the Ministry for Seniors
and Accessibility in its review of the Act to
examine approaches to strengthening the
licensing framework for retirement homes;
o further develop its licensing forms and
related procedures to identify indications of
financially irresponsible conduct; set stan-
dards and develop related educational tools
to clarify expectations regarding licensee
obligations to operate retirement homes in a
financially responsible manner; and explore
methods of assessing financial viability; and
© communicate through existing channels to
homes about financial responsibility and
engage with the industry association to
understand the training and other supports
that may be available for use by homes.

In September 2020, the Authority expanded
its capacity to address issues related to ongoing
compliance monitoring for certain issues,
including compliance with licence conditions.
This expanded capacity will facilitate timely fol-
low-up for conditions and other similar actions
where ongoing monitoring of compliance apart
from inspections is required.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

In January 2020, the Authority began work
to assess options related to distinct licence

The Ministry for Seniors and Accessibility’s
review of the Retirement Homes Act, 2010 will
examine approaches to strengthen the licensing
framework for retirement homes in Ontario.



4.5.3 Five Licensees Operating without
Required Automatic Fire Sprinkler Systems

As of August 2020, 12 retirement home operators
had licence conditions stating that they had not
yet installed automatic fire sprinkler systems that
effective January 1, 2019 were required under the
Ontario Fire Code. These licences all included a
condition that required the operator to provide

a monthly progress report on the status of the
installations. The Authority indicated that the
licence conditions were intended to provide public
transparency with respect to fire sprinkler system
status because it publicly reports the conditions
on these licences. However, we found that the
condition does not include a time frame. The
Authority explained that it did not impose time
frames because the Ministry’s subsidy program to
assist homes that needed financial support to install
the fire sprinkler systems was still under way after
January 2019.

Subsequent to our audit, the Authority informed
us that five of these 12 homes still did not have
working sprinklers on either some floors or the
entire facility; it revoked the licence of one home;
it was in the process of revoking the licence of one
home; two homes were awaiting third-party valida-
tion that the sprinklers were installed; and three
homes were awaiting sign-off by the municipality,
which is required for the Authority to recognize
that the sprinklers were fully installed.

RECOMMENDATION 13

To protect retirement home residents from the

risk of fire, we recommend that the Retirement

Homes Regulatory Authority:

© impose a deadline for all licensees that have
not completed the installation of their fire
sprinkler systems to have this done as soon
as possible; and

© if a licensee does not comply, follow up with
enforcement action where appropriate.

Retirement Homes Regulatory Authority “

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority has placed conditions on the
licences of all homes that have not yet installed
automatic fire sprinkler systems. The Author-
ity will monitor the installation progress of all
homes that do not have a sprinkler system and
communicate a timetable for completion to
homes that have not made significant progress,
failing which further enforcement action may be
taken suitable to the specific circumstances of
each home.

4.5.4 234 Retirement Homes Previously
Deemed Not Requiring Licence Under Review

As of July 2020, we found that the Authority was
in the process of reviewing 234 homes it had previ-
ously assessed as not meeting the definition of a
retirement home to determine its next steps in re-
assessing whether these homes were operating as a
retirement home without a licence.

Some congregate living settings in Ontario
function similarly to a retirement home as defined
in the Retirement Homes Act, 2010 but because they
do not meet the Act’s strict definitions of a retire-
ment home, they are not subject to the Authority’s
regulatory oversight. The Authority can conduct
inspections of a residential complex to determine
whether it is operating as a retirement home
without a licence only if there are reasonable and
probable grounds to do so. The Authority has a
procedure to follow up on tips regarding unlicensed
homes. Starting in early 2020, the Authority began
to expand that procedure to include more ongoing
monitoring of unlicensed homes based on assessed
risk, in collaboration with community partners.

When the COVID-19 pandemic began in March
2020, the Authority recognized that there was an
increased risk to seniors and vulnerable residents,
even in homes that do not require a licence. In
May 2020, the Authority reviewed its approach on



unlicensed homes and updated it to include the
following:

® assess the likelihood that the status of

previously identified unlicensed homes had
changed and therefore could lead to a poten-
tial risk to residents; and

© categorize unlicensed homes into different

groups based on the Authority’s previous
involvement with the homes and assign
priorities to the groups, depending on the
assessed probability that homes in that group
could potentially be within the Authority’s
jurisdiction.

The Authority was following up with homes
within the prioritized groups at the completion
of our audit. The result of this work could lead to
licensing or enforcement actions. The Authority
indicated that its plan for subsequent waves of
COVID-19 includes action regarding these homes
by sharing with the Ministry, public health and
the Ministry of Municipal Affairs and Housing for
awareness of other types of locations.

RECOMMENDATION 14

To protect consumers from unknowingly

purchasing accommodation and care services

from retirement homes that could possibly

be unlicensed and unregulated under the

Retirement Homes Act, 2010, we recommend that

the Retirement Homes Regulatory Authority:

© expedite the completion of its strategy to
follow up on the 234 retirement homes
that may possibly require a licence and take
appropriate enforcement actions as required;
and

® expedite the consideration and reduction
of the potential risk to these homes in
subsequent waves of COVID-19 by either
addressing the risk or bringing these risks to
the attention of the Ministry for Seniors and
Accessibility.

The Retirement Homes Regulatory Authority
(Authority) will assess, on a risk-informed

basis, which of the 234 congregate settings as

of July 2020 that previously did not meet the
legislative definition of a retirement home under
the Retirement Homes Act, 2010 (Act) may now
be subject to the Act due to a change in their
circumstances. The Authority will follow its
established enforcement process to take action
where warranted.

In its role of advisor, the Authority will
inform the Ministry for Seniors and Accessibility
(Ministry) of the scope and scale of the risk to
seniors living in these congregate settings that
do not meet the legislative definition of a retire-
ment home. Further, the Authority will col-
laborate with the Ministry on its review of the
Act to support the establishment of appropriate
oversight of congregate settings.

The Ministry for Seniors and Accessibility’s
review of the Retirement Homes Act, 2010 will
consider approaches to improve protection for
consumers who may be unknowingly purchas-
ing accommodation and care services from
homes that are not licensed under the Act.

4.5.5 Authority Rejecting Licence
Applications, Imposing Penalties and
Prosecuting Have Not Always Worked as
a Deterrent

We found that the Authority has increased its
enforcement efforts for managing retirement
homes in the last three years; however, the tools it
has at its disposal such as turning down a licence
application and imposing financial penalties have
not always stopped an owner from continuing to
operate an unlicensed home.
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Figure 12: Enforcement Actions Taken against Retirement Homes by Retirement Homes Regulatory Authority

Registrar, 2017/18-2019/20

Source of data: Retirement Homes Regulatory Authority

# of Actions?
2017/18 2018/19 2019/20

Warning letter Given a written warning? 16 10 16
Notice — Intent Given written notice of Registrar’s intent to refuse to issue a 2 293 26
licence to an applicant or of intent to impose a condition on a
licence at or after the time the licence is issued
Notice — Decision Given written decision to refuse to issue a licence to an 1 e 22
applicant, or of decision to impose a condition on a licence at
or after the time the licence is issued
Order to cease Order served on an operator to cease to operate a premises 6 9 8
operations or apply as a retirement home or to apply for a licence if Registrar
for a licence believes on reasonable grounds that a retirement home is being
operated without a licence
Compliance order Ordered to do something or refrain from doing something to 2 4 8
achieve compliance with the Retirement Homes Act, 2010 (Act)
Management order Ordered to employ or retain, at the home’s expense, one or 1 2 0
more persons acceptable to the Registrar to manage or assist in
managing all or some of the operations of the home
Administrative penalty Ordered to pay a financial penalty for breaching a requirement 4 4 5
of the Act ($10,000 is the maximum)
Revocation order Order revoking licence 0 B 3
Total 32 70 88

1. One retirement home can account for more than one action in a single year; for example, it could receive a warning letter and compliance order in the same

year.

2. One retirement home could account for more than one warning letter in a single year. A warning letter typically gives the home until its next inspection to

comply, but the date of the inspection is not given.

3. As of January 1, 2019, all licensed retirement homes in Ontario must be equipped with automatic fire sprinkler systems to meet Ontario Fire Code
requirements. The majority of the increases in notices issued in this year were related to installation of fire sprinklers.

Enforcement actions taken by the Authority
increased from 32 in 2017/18 to 88 in 2019/20
(Figure 12). Almost all of the increase in enforce-
ment actions in 2019/20 was the result of the
number of notices issued related to a new regula-
tory requirement under the Fire Protection and Pre-
vention Act, 1997 for homes to install fire sprinkler
systems (see Section 4.5.3). Between 2017/18 and
2019/20, the Authority revoked a total of eight
licences, representing about 1% of the operating
licensees, and refused in total five licence applica-
tions, representing 3% of the incoming applications.
From March 2020 to August 2020 during COVID-19,
the Authority issued management orders to two
retirement homes (see Section 4.4.1).

The Act permits the Authority to serve an order
on a retirement home to either cease operation or
apply for a licence, and the Authority has done so
on 24 occasions between 2017/18 and 2019/20.
We found, however, that issuing an order was not
always effective in managing problematic retire-
ment home operators.

For example, in July 2013, the Authority decided
to refuse a licence to an applicant because of mul-
tiple concerns, including:

© abuse and neglect of several of its residents;

® not having the required policies and

procedures;

© the owner misled the Authority during

inspections of the home; and

© the home did not pay the fees required under

the Act.



However, after being refused a licence, the owner
still continued to operate as an unlicensed retire-
ment home. Since July 2013, the Authority has
been involved in several proceedings against

the owner of the home, including appeals to the
Licence Appeal Tribunal, the levying of a total of
$30,000 in administrative penalties on three occa-
sions, and two prosecutions regarding the owner’s
continued operations of the unlicensed retirement
home, which led to two jail sentences.

In October 2019, the Ontario Court of Justice
ordered the home to not admit any residents 65
years of age or older. While the home is still operat-
ing, it had been complying with the court order at
the time of our audit.

The Authority had to go through a time-
consuming court process to ensure that there were
legal grounds to govern this home. The Authority
also incurred about $477,000 in legal costs to date
in relation to this home. The Authority’s enforce-
ment tools such as financial penalties and refusing
to licence the home did not stop the owner from
operating in another form that does not contradict
the Court Order the Authority obtained so the
Authority will be required to continue to monitor
this home. The Authority has published a convic-
tion summary related to this case on its website.

Penalty Limited to Maximum of $10,000
The Act allows the Registrar to impose an admin-
istrative penalty of up to $10,000 on retirement
home operators who have contravened legislative
requirements. In practice, the Authority typically
levies penalties between $500 and $10,000. We
compared this maximum amount with penalties
allowed in legislation pertaining to other admin-
istrative authorities and found that while the
Authority’s penalty limit is the same as that of the
Technical Standards and Safety Authority and the
Travel Industry Council of Ontario, other author-
ities set higher amounts. For example, the disciplin-
ary committees—either already in place or once
established—of the Real Estate Council of Ontario,

the Condominium Management Regulatory Author-
ity of Ontario and the Bereavement Authority of
Ontario may order a fine of up to $25,000 for these
authorities’ licensees. In addition, a penalty of up to
$200,000 may be levied under the Environmental
Protection Act, 1990. Within Canada, we found that
Alberta can impose fines of up to $100,000 on sup-
portive living accommodation and British Columbia
can issue fines up to $10,000 for community care
and assisted living.

Authority Mindful of Not Letting Enforcement
Actions Lead to Pressure on Homes
In determining enforcement actions—if any—to
address inspection findings, the Authority says it
is mindful of the pressures that it could place on
already struggling homes.

The Authority also informed us that in consid-
ering whether to take enforcement action or refuse
to license a home that may result in the closure of
a home, it considers any unintended consequences
to the residents. These consequences for residents
may include:

® not being able to find alternative and afford-

able housing;

® not being able to access care services; and

® the negative physical and/or emotional

effects of being displaced if the home were to
close.

The Authority’s considerations do not impact
whether or not there is a finding of non-compliance
during an inspection.

While it is important to be mindful of the impacts
on residents, there is the risk that the Authority may
be inadvertently weighting the financial welfare of
the operators higher than the Authority’s mandate to
protect residents of these homes.

RECOMMENDATION 15

To improve the Retirement Homes Regulatory
Authority’s effectiveness in overseeing the
retirement home sector and protect public
safety, we recommend that the Authority work



with the Ministry for Seniors and Accessibility
to critically assess the effectiveness of its
enforcement tools. In particular, an increase of
the maximum administrative penalty amount
allowed under the Retirement Homes Act, 2010
could be considered.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority will work with the Ministry
for Seniors and Accessibility in its review of the
Retirement Homes Act, 2010 to critically assess
the effectiveness of the enforcement tools and
to identify additional regulatory processes that
are available to other regulatory authorities
that could help to achieve desired compliance
outcomes.

4.5.6 No Minimum Amount of Insurance
Required to Cover Residents’ Housing, Care
Costs in Event of Displacement

We found that the regulation under the Retirement
Homes Act, 2010 does not require licensed retirement
homes to obtain a specified minimum amount of
extra expense insurance to reduce the risk that they
would be unable to provide accommodation and
care to residents in the case of damage to a home.
The regulation requires all retirement homes
to have extra expense insurance that would cover
the costs of alternative housing and care services
for every resident for at least 120 days in the event
there is a loss of or damage to the home (such as by
a fire or flood) and the licensee is unable to safely
provide other accommodation or continuing care to
residents. We found that homes had no set coverage
amount for this insurance, even though an expert
consultant contracted by the Authority in July 2019
recommended that a minimum limit of $7,500
per resident may be appropriate. At that time, the
Authority had determined that about 37% of retire-
ment homes had coverage for less than this amount.

Retirement Homes Regulatory Authority “

The Authority indicated that coverage for each
resident could range from a few hundred dollars to
millions of dollars, depending on the home. As well,
it has assessed that currently the risk is not great
enough for it to support a change to the regulation
on the amount of extra expense insurance coverage
required for its licensees. Its view is that merely
having any extra expense insurance mitigates the
risk.

We reviewed all cases of expired extra expense
insurance policies as flagged by the Authority’s
document management system in September 2020
and found that 25 retirement homes had expired
policies. All other homes had insurance that had
not expired. One home’s policy had expired over
334 days but the Authority informed us that this
home was closed temporarily for renovations.
Excluding this home, the length of time that cover-
age had expired for the 24 homes averaged 31 days
and ranged from two days to 130 days. The Author-
ity has an internal policy to refer homes with more
than a 31-day insurance lapse to its enforcement
department for follow-up. For nine homes that had
alonger than 31-day expiry lapse, the Authority, as
of September 30, 2020, was still conducting addi-
tional follow-ups prior to escalating to its enforce-
ment department. The Authority believed that
these homes had experienced delays in providing
certificates because of COVID-19-related issues.

RECOMMENDATION 16

To reduce the risk to retirement home residents

that could be affected by loss or damage to their

homes, we recommend that the Retirement

Homes Regulatory Authority:

® request that retirement homes renew poli-
cies 30 days prior to expiry and notify the
Authority that ongoing coverage of residents
is available;

© assess current research, and as necessary
supplement, to derive an appropriate specific
minimum amount of extra expense insur-
ance coverage for licensees to obtain; and



® recommend a regulatory change that
either specifies a minimum amount of extra
expense insurance coverage to the Minister
for Seniors and Accessibility or provides
authority for the Authority to set a minimum
amount of extra expense insurance coverage.

The Retirement Homes Regulatory Authority
(Authority) accepts this recommendation.

The Authority will complete an assessment of
its current research on an appropriate minimum
amount of insurance, and will undertake further
research as necessary to establish an appropri-
ate minimum standard for implementation.
Additionally, the Authority will work with the
Ministry for Seniors and Accessibility as part of
its review of the Retirement Homes Act, 2010 on a
revision to the regulation that will appropriately
enable the implementation of a minimum stan-
dard for extra expense insurance coverage.

4.6 Complaints

4.6.1 Public May Not Know It Should Direct
Complaints to the Authority

Multiple stakeholder groups we spoke to during the
audit indicated that staff who work in retirement
homes have witnessed neglect and abuse, but may
not know that they can report these incidents to
the Authority. This lack of knowledge about the
Authority limits the Authority’s ability to effectively
execute its mandate to protect residents.

The Authority received 79 formal written
complaints in 2019/20, down from 95 in 2017/18
and 99 in 2018/19. The Authority explained that
the decline was partly due to its new process
introduced in January 2020 that focuses on early
intervention to resolve potential formal complaints.
We found only four complaints in this three-year
period came from former retirement home staff
members. Our observation is consistent with
what the Authority itself found in a June 2019

brand awareness survey of Ontarians aged 55 and
over. Survey results showed that only 2% of the
approximately 1,500 respondents knew that the
Authority is responsible for protecting seniors living
in retirement homes in Ontario.

To improve outreach to the public and increase
awareness of the Authority’s mandate, the Author-
ity launched an education and awareness campaign
in January 2020. The campaign includes social
media and Google search advertisements to attract
consumers to the Authority’s website where they can
find support tools for retirement home selection.

RECOMMENDATION 17

To enhance the public’s knowledge and aware-
ness of the Authority’s oversight role for the
retirement home industry and to minimize
safety risks to retirement home residents, we
recommend that the Retirement Homes Regula-
tory Authority develop a more comprehensive
communications strategy to specifically target
groups that include residents and families,
retirement home staff, and the public about its
role, emphasizing how complaints can be best
brought to its attention or to the attention of
other appropriate parties.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.
The Authority has implemented an educa-
tion and awareness campaign that includes
paid advertising targeted to retirement home
residents and their families, as well as others
with interest in the sector. The campaign also
seeks to leverage media coverage to incorporate
messages that encourage the public to report
any harm or risk of harm to retirement home
residents. While the original campaign plan was
suspended in March 2020 to redirect resources
to the Authority’s COVID-19 response, the cam-
paign re-launched in early October 2020 and
focused on messages about reporting concerns
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Figure 13: Written Complaints Received by Retirement Homes Regulatory Authority Registrar and Appealed to
Complaints Review Officer, 2017/18-2019/20

Source of data: Retirement Homes Regulatory Authority

2017/18  2018/19  2019/20 3-YearAvg

# received by the Authority! 95 99 79 91
# outstanding as of Aug 24, 2020 0 0 25 n/a
Average # of months to resolve 2.5 6.8? 4.0 4.6
Complaint Referrals to Other Regulatory Bodies

# to Landlord and Tenant Board 11 10 3 8
# 1o Local Health Integration Networks 2 1 1
# to local fire department/Office of the Fire Marshal 8 0 0 1
# to health regulatory colleges g 1 5 3
Total 19 12 9 13
Average # of months for the Authority to issue decision letter 2.2 3.3 2.5 2.7
Concerns®

# of concerns raised in complaints received by the Authority* 280 239 241 253
# of cor)cerns validated by the Authqrity to be.in contravention of 59 69 30 50
the Retirement Homes Act, 2010 or its regulation

% of concerns validated as contraventions 19 29 21 23
Complaints Review Officer®

# of complaints appealed to Complaints Review Officer 9 9 11 10
% of complaints appealed to Complaints Review Officer 9 9 14 11
Z(; ;fs icoanses in which Complaints Review Officer upheld Registrar's 78 56 67 67
Average # of months for the Complaints Review Officer to complete 29 5.0 16 49

review

1. Includes all formal complaints submitted to the Authority. The Authority does not initiate the complaint process until a written complaint is received. When a
complaint is received by telephone, or does not provide sufficient information, the Authority informs the complainant of expectations, scope of the Authority
and whether the complaint is out of scope, and informs the complainant of the appropriate regulatory body that could address the complaint. If the
complainant chooses not to proceed with a formal written complaint, the Authority does not investigate the complaint under the formal complaint process,
but may investigate it under the mandatory report process if the allegation meets criteria for investigation (as described in Figure 8).

2. According to the Authority, the delays were caused by staffing issues, which were addressed in late 2018.

3. As determined by the Authority, for example, a complaint with concerns relating to an unsanitary room, inadequate care and missing meals would be split
into three concerns.

4. Includes 118 concerns from 71 complaints that the Authority deemed to be not within its jurisdiction.
5. Cases appealed to the Complaints Review Officer during the fiscal year, which could include complaints initially made in a previous fiscal year.

regarding harm or risk of harm to residents, 4.6.2 Authority Does Not Have Complaint
residents’ rights and the Authority’s role in resi- Turnaround Time Targets
dent protection. The Authority will sustain, and

We found that the Authority d t set blish
where needed expand, these efforts as part of a ¢ found that the Aurhority ¢oes ot set or publs

. . . targeted turnaround times to inform consumers on
multi-year campaign to raise awareness among )
. e . what to expect when they lodge a complaint about
residents and families, retirement home staff,
and the public about its role and how to raise

complaints related to retirement homes.

aretirement home. As shown in Figure 13, between
2017/18 and 2019/20, the Authority took an aver-
age of four-and-a-half months to resolve formal
written complaints received by the Authority. When



complainants then chose to request a review of the
decision to the Authority’s Complaints Review Offi-
cer, cases took another four months on average to
resolve. For the five complaints that the Officer did
not find the Registrar’s decision to be reasonable
and requested the Registrar to further investigate,
the Authority took another eight months on average
to investigate before reaching its final decision.

The Authority explained that the decision delays
were partly a result of the time complainants took
to gather documentation as well as staffing issues,
the latter of which were resolved as of late 2018.

As of July 23, 2020, 24 written complaints
that had been filed prior to April 2020 were still
unresolved with an average delay of nine months
from the time the complaint was filed. The Author-
ity attributed the further delays for outstanding
cases to the COVID-19 outbreak.

4.6.3 Public Must Discern Where to Send
Complaints That Are Outside Authority’s
Jurisdiction

The Authority addresses complaints relevant to

the welfare of residents in retirement homes only
within the parameters of the Retirement Homes Act,
2010. For other issues such as residential tenancy
issues (within the purview of the Landlord and
Tenant Board) or concerns about incompetent care
(within the purview of the related health regulatory
college), the Authority will give general advice to
the complainant but they must find the appropriate
organization on their own, even though their con-
cerns pertain to a retirement home.

Between 2017/18 and 2019/20, the Authority
took about two-and-and-half months on average
from the time a complainant filed a formal written
complaint to reach a decision from its own investi-
gation and to inform the complainant in writing to
direct their concern to the relevant regulatory body.
These complaints often related to urgent health and
safety matters such as inadequate care and medica-
tion administration issues.

As soon as it receives a complaint, the Authority
verbally informs complainants about its jurisdiction
and other relevant regulatory authorities, but it
does not inform them in writing until after it com-
pletes its investigation. At that point, the Authority
provides contact information in writing only for
the Landlord and Tenant Board and not for other
regulatory bodies such as the College of Nurses of
Ontario. The Authority also does not communicate
with regulatory bodies to confirm that they have
received the complaint.

We also found that the Authority informs the
public on its website that it does not oversee issues
relating to employer/employee relationships, rent
and evictions, and power of attorney disputes.
Accordingly, it refers the public to contact the
appropriate parties, but it does not inform the
public about other parties, such as the Local Health
Integration Networks, the Office of the Fire Marsal
or health regulatory colleges. Based on our review
of formal written complaints, these parties are also
helpful to the public who have filed a formal com-
plaint to the Authority about concerns that may be
within the purview of these other parties.

In addition, when a complainant files multiple
concerns with the Authority and some concerns
are not within its jurisdiction, the Authority issues
a decision letter only after all concerns have been
examined. It does not issue a separate decision let-
ter for concerns that could have been resolved more
quickly, such as those that should be redirected to
another regulatory body.

RECOMMENDATION 18

To provide for more clarity and timely responses

to retirement home residents, family members

of residents, or other persons who may have

concerns about retirement homes, we recom-

mend that the Retirement Homes Regulatory

Authority:

© develop a form letter containing contact
information for other regulatory bodies and
send the letter to all complainants at the



earliest opportunity before it investigates the
complaints;

© establish a process to refer complaints
not within its jurisdiction directly to the
appropriate regulatory body and follow up
with the complainant and the other regula-
tory body to ensure that the complaint has
reached the appropriate organization;

© update its website to include contact infor-
mation of relevant regulatory bodies to
address concerns that the public commonly
brings to the Authority’s attention but are
outside of the Authority’s jurisdiction;

© establish a performance indicator to meas-
ure turnaround time for investigating and
resolving complaints, set and review targets
on an annual basis and monitor relevant
performance; and

© publish expected service standards about its
complaint resolution process and its actual
performance against these standards on its
website.

The Retirement Homes Regulatory Authority
(Authority) agrees with the importance of
responding to persons with concerns about
retirement homes in a clear and timely manner,
and with reducing any administrative barriers
that impair the complainant from having their
complaint heard and adjudicated.

The Authority will refine its existing pro-
cesses for intake of complaints to provide con-
tact information to other regulatory bodies and
referral of inquiries not within its jurisdiction to
the appropriate regulatory body. The Authority
recognizes the importance of removing barriers
to access for complainants who are referred to
other regulatory bodies, and will provide advice
to the Ministry for Seniors and Accessibility as
part of its review of the Retirement Homes Act,
2010 regarding the removal of barriers to infor-
mation sharing among the Authority and other
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regulators as it relates to enhancing complaints
handling.

While recognizing that there is significant
variation in the complexity of complaints
the Authority receives, and that information
gathering to adjudicate complaints can be
delayed due to availability of interviewees, the
Authority will develop a framework to measure
turnaround times for investigating and resolv-
ing complaints. The Authority will set baselines
for these metrics and subsequently review and
monitor the performance against the target on
an annual basis, which will be published on the
Authority’s website. These indicators and stan-
dards will necessarily focus on responsiveness
to complainants and promptly escalating issues
that pose a significant risk to residents.

4.6.4 Complaints about Retirement Homes
Difficult for Consumers to Access

Consumers cannot easily access information about
complaints made about a retirement home, which
limits their knowledge when making choices on
which retirement home they or their loved one
would select as their residence. The Authority’s
online database does not provide complaints’ infor-
mation for individual homes nor for all retirement
homes in total.

The Authority’s practice is to publish complaint
details within an inspection report after it has valid-
ated a complainant’s concerns that the retirement
home has failed to comply with the Retirement
Homes Act, 2010 (Act) or its regulation. The Author-
ity’s substantiation process often involves collecting
evidence that an event underlying the complaint
occurred, but this may not always be available.

For example, an interaction between a resident
and a home operator or staff would not produce
any evidence that the Authority can collect after
the fact. The Authority noted that its staff make
reasonable determination about whether an event
transpired and whether it needs to take any subse-
quent actions. Between 2017/18 and 2019/20, the



Authority concluded that only 23% of the concerns
raised in written complaints it received were con-
traventions of the Act or its regulation.

The Act requires the Authority to inspect a
retirement home when there is suspected harm
or risk of harm to residents because of improper
care, abuse, neglect or unlawful conduct. However,
information about the nature of these violations is
not easily accessible for retirement home residents
and their families because they would have to read
through each inspection report to identify each
violation at a home.

Furthermore, we analyzed the Authority’s data
on complaints and found that 56 homes were sub-
ject to multiple complaints between 2017/18 and
2019/20—and they were therefore more likely to be
problematic. However, only 15% of the complaints
related to them were deemed valid after investiga-
tion and therefore disclosed in published inspec-
tion reports on the Authority’s website. While it is
important to eliminate unsubstantiated complaints,
there is a risk that consumers are not fully informed
that multiple complainants have had concerns
about a home, even if they did not result in a find-
ing, which can inhibit their ability to make informed
decisions when choosing a retirement home.

We reviewed all 273 complaints filed with the
Authority between April 2017 and March 2020 and
noted that the public raised a total of 760 concerns.
As shown in Figure 14, more than half of the con-
cerns raised by complainants related to resident
care, which included abuse and harm, meals,
medication administration and hygiene. Another
13% of the concerns raised by complainants were
regarding maintenance of the retirement home
facility. Toward the end of our audit, in September
2020, the Authority informed us that it had begun
to track this information. However, as the Authority
did not analyze complaints data, complaints that
the Authority could not substantiate were not used
in inspector training to identify areas of interest.

The Authority’s Risk Officer (see Section 2.2.1)
also identified the limited use of overall complaints
data in his 2019 report, and recommended that

the Authority enhance its public reporting on
complaints-related data by reporting a breakdown
of common complaints areas. The goal of the rec-
ommendation is to improve educational outreach
and help consumers make informed choices.

RECOMMENDATION 19

To more clearly and effectively communicate

information about retirement home complaints

to existing and future residents and family

members, and to improve the effectiveness of

retirement home inspection choices by inspect-

ors, we recommend that the Retirement Homes

Regulatory Authority:

© publish data publicly and regularly on com-
mon complaint areas raised by consumers
about the retirement home industry;

© publish the nature and quantity of com-
plaints filed with the Authority for each
retirement home on the Authority’s web-
site while respecting the privacy of the
complainant;

© analyze complaint trends to identify signifi-
cant areas of focus and to better inform its
selection of retirement homes for routine
inspections; and

© establish a training module for the retire-
ment home sector and update training for
its inspectors based on the most frequent
and significant complaints raised to identify
areas of focus for inspections.

The Retirement Homes Regulatory Authority

(Authority) supports this recommendation.
The Authority agrees that residents, pro-

spective residents and their families can benefit

from even greater transparency related to

complaint areas and trends. The Authority will

expand on its current practice of publishing

an annual analysis of complaints and trend-

ing and make this information available with

greater frequency and detail. The Authority will
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Figure 14: Concerns Raised Through Written Complaints Received by Retirement Homes Regulatory Authority
Registrar by Category, 2017/18-2019/20

Source of data: Retirement Homes Regulatory Authority

No Citation
Concern Category! Citation Citation® Total Rate (%)
Resident Care
Abuse/zero tolerance policy for abuse and harm 1 29 14 44 33
Access to external care providers 0 3 2 5 40
Behavioural management 6 27 9 42 25
Eviction from retirement home/resident required to transfer to 3 16 3 22 16
long-term care
Infection prevention and control 0 4 0 4 0
Meals B 39 15 59 28
Medication administration 4 37 12 53 24
Plan of care* 9 23 13 45 36
Risk of falls 9 19 9 37 32
Care - other® 13 49 26 88 35
Subtotal 50 246 103 399 30
Non-Care Services
Missing or inadequate services® 2 22 8 32 271
Theft/damage of resident property 2 16 B 23 24
Subtotal 4 38 13 55 25
Administration
Complaints process 4 34 12 50 26
Emergency plan 0 9 0 9 0
Facility maintenance 7 85 7 99 8
Family notification” 2 7 4 13 36
Fee 8 31 4 43 11
Staffing level or competency - administrative staff 0 14 1 15 7
Staffing level or competency - care staff? 7 31 2 40
Other 7 24 6 37 20
Subtotal 35 235 36 306 13
Total® 89 519 152 760 23

1. Categories determined and classified by the Office of the Auditor General of Ontario.
2. Complaints for which the Authority had not issued a decision letter as of August 24, 2020.

. Concerns validated by the Authority to be in contravention of the Retirement Homes Act, 2010 or its regulation. The Authority notes that where a concern did
not result in a citation, it may have been already addressed by the home, and it serves to prevent future issues as the home is now more aware of how to
handle the situation.

. Plan of care issues such as inadequate assessment or dietary requirements not followed.

. For example, hygiene, misdiagnosis and medical negligence.

. Reduction or inadequate non-care services paid by residents such as laundry, shuttle service and pool operating hours.
For example, a family member was not notified of an injury or death.

. Includes director of care, personal support workers, registered nurses and registered practical nurses.

. Includes 118 concerns that the Authority deemed to be not within its jurisdiction. When those concerns are excluded, the total citation rate increases
to 27%.
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augment its current practice of reporting the
enforcement measures taken against a home
that originated with a complaint to include

the nature and quantity of complaints for each
home with appropriate context. The Authority’s
annual complaints analysis currently informs
the frequency of routine inspections, and the
Authority will reinforce complaints trends with
inspectors through additional training. The
Authority will amend its existing complaints-
related compliance assistance module, as well
as other modules as appropriate, to reflect com-
mon complaint areas.

4.7 Information on Pricing of Rent,
Care Services and Performance
History Not Easily Available to
Consumers

Our audit found that publicly available informa-
tion on prices for retirement home services was
difficult to obtain online. In our review of related
complaints received by the Authority we found
there have been only four instances over the last
three years where residents complained about the
rising price of care services and price increases
when ownership changed. However, the Retirement
Homes Act, 2010 indicates that residents have a
right to know what care services are provided in the
home and how much they cost. When conducting
research on retirement homes, seniors or their
family members considering different accommoda-
tion options cannot easily compare costs of living
without visiting retirement homes in person.

We randomly selected a sample of 10 chain
homes and 10 independently operated homes and
looked for pricing information on their websites.
We found that 75% of the sampled retirement
homes did not have pricing information available
online. The homes that did disclose pricing infor-
mation online published only the cost of accommo-
dation and not care.

As well, neither the Retirement Homes Act, 2010
nor the Residential Tenancies Act, 2006 define

what constitutes a fair price for care services.
Stakeholder groups we spoke to during this audit
indicated that affordability of housing is becoming
a critical issue for seniors. There are no organiza-
tions or statutes that prevent retirement home
residents from being charged unreasonably high
prices for care services. The Residential Tenancies
Act, 2006 sets out the rights and responsibilities

of both landlords and tenants, and the Landlord
and Tenant Board receives complaints of disputes
between landlords and residents (including those
in retirement homes) regarding rent and other
aspects of that Act. Between 2017/18 and 2019/20,
the Authority referred 50 complaints to the Land-
lord and Tenant Board about retirement homes, 10
of which were disputes regarding rent. The remain-
ing complaints related to concerns such as evictions
and inadequate services that are not covered in the
Retirement Homes Act, 2010.

To assist potential residents and their families in
selecting a reliable retirement home, the Authority
is developing a public report card that is intended
to provide real-time performance measurement
data for each retirement home. During our audit,
the Authority had not yet determined how the
performance of these homes would be measured;
however, it informed us that it does not intend to
include pricing because retirement home costs are
not within its mandate, but the Authority is con-
sidering including information on homes’ perform-
ance on complying with legislation and regulation.
At the completion of our audit, the Authority was
still assessing its plan for a public report card.

. RECOMMENDATION 20

To better inform and protect consumers when

purchasing accommodation and care services

from retirement homes, we recommend that the

Ministry for Seniors and Accessibility:

© evaluate whether the Retirement Homes
Regulatory Authority should have oversight
of retirement home care services fees and
consider proposing amendments to the



Retirement Homes Act, 2010, as appropriate;
and

® request the Authority to require all licensed
retirement homes to make price lists (for
rent and services) available—both in paper
form and electronically—when asked by
phone, online, through emails or in person.

The Ministry for Seniors and Accessibility
(Ministry) agrees that there is an opportunity to
enhance the information available to consumers
when making decisions about their care and
accommodation options.

Retirement homes are subject to both the
Retirement Homes Act, 2010, which governs
care and safety in retirement homes, and the
Residential Tenancies Act, 2006, which governs
the landlord-tenant relationship, including rents
and fees in retirement homes (referred to as care
homes in the Residential Tenancies Act, 2006),
including service fees.

The Retirement Homes Act, 2010 reinforces
and reiterates the obligations and protections
of landlords and tenants under the Residential
Tenancies Act, 2006 and notes the primacy of the
Residential Tenancies Act, 2006.

Given this regulatory framework, the Min-
istry will work with the Ministry of Municipal
Affairs and Housing, which has primary respon-
sibility for the Residential Tenancies Act, 2006, to
explore measures to better inform and protect
consumers purchasing accommodation and care
services from retirement homes.

RECOMMENDATION 21

To better inform and protect consumers when
purchasing accommodation and care services
from retirement homes, we recommend that the
Retirement Homes Regulatory Authority accel-
erate its efforts to develop a public report card
for each retirement home.
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The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

The Authority will resume developing a
public report card, commencing with enhancing
the information currently contained in the
Retirement Homes Database to make existing
information more accessible and user friendly,
and subsequently with a standard evaluation.

4.8 Board and Ministry Lack
Sufficient Oversight of Authority’s
Activities

4.8.1 Authority’s Board Had Vacancies for
More than 30 Months between 2017 and
2020

Over the past four years, the Authority’s Board of
directors had its full complement of nine members
only between April 2016 and October 2017 and after
July 2020. While many of the Board of Directors
indicated they faced challenges in making quorum
at meetings because they did not have a full board
for the majority of the past four years, there were no
instances where quorum was not made.

When we began our audit in January 2020, the
Authority had three provincial appointment vacan-
cies on its nine-member Board—one since Decem-
ber 2017 and the remaining two from December
2019. During our audit, all three vacancies were
filled: The Minister appointed one director in May
2020 and the remaining two directors in July 2020.

4.8.2 Authority’s Board Has No Consumer
Protection Representation

In February 2012, the Authority’s Board estab-
lished a Stakeholder Advisory Council (Council)

as required under its MOU with the Ministry. The
Council provides advice on matters relating to the
Authority’s mandate and prepares an annual report
of its activities to be included in the Authority’s



annual report. The Council is not a committee

of the Board and has no decision-making power.
The Board appoints members to the Council for
their relevant knowledge and experience in the
retirement homes sector. The Council consists of a
diverse group, which includes at least one retire-
ment home resident, a retirement home licensee,
regulated health professionals and individuals with
seniors’ interests in mind.

While the Authority’s Board members collect-
ively met the competencies and governance require-
ments, as of August 2020, the Board does not have
a member who represents either a seniors’ organiz-
ation or is an individual who advocates for seniors.
During a few meetings in 2017/18 and 2018/19, the
Council discussed suggesting that there be an indi-
vidual with seniors’ interests in mind on the Board.
It included this suggestion in the 2019 and 2020
Stakeholder Advisory Council Annual Report to the
Board. Board members indicated that, while the
Board supports the idea, the Board currently does
not have an individual with seniors’ interests in
mind because the required competencies and gov-
ernance requirements were not met. The candidate
whom the Board elected in the 2019 recruitment
process is an executive of a retirement home who
met the qualifications outlined in the MOU.

We interviewed some Stakeholder Advisory
Council members to obtain their views on whether
the Authority’s Board would benefit from someone
advocating for retirement home residents. Their
opinions were mixed: While a retirement home
resident representative could help provide direct
consumer feedback to the Board and enhance
decision-making on important matters affecting the
sector (such as fee increases), the representative
would still need to have defined governance compe-
tencies to perform well as a Board member. As well,
an individual with seniors’ interests in mind could
be more beneficial than a resident representative
in that they could speak more freely on important
matters and would not have to fear losing their
residency in a retirement home.

The Authority has established competency
criteria for Board members; each member is
assessed on governance, knowledge of the regula-
tory environment and individual skills. The Chair
and Vice-Chair are assessed on additional areas
such as leadership, performance management
and influence. We analyzed the background and
composition of the Authority’s Board and found
that, at the time of the audit in August 2020, four
of the nine Board members were current or former
retirement home industry executives, as shown in
Appendix 11. In previous years, industry execu-
tives also represented a significant portion of the
Board—four of nine members in 2017/18, 2016/17
and 2015/16. With this composition history, we
examined decisions made by the Board to deter-
mine whether its decisions favoured the retirement
homes industry rather than seniors. We found no
such instances where the Board made biased deci-
sions favouring the industry.

RECOMMENDATION 22

To improve effective governance and the

Board of Directors’ oversight of the Retirement
Homes Regulatory Authority’s operation, we
recommend that the Ministry for Seniors and
Accessibility work with the Public Appointments
Secretariat to propose appointees to the Board
with seniors’ interests in mind or request the
Board Chair to consider such individuals as cur-
rent directors’ terms expire.

The Retirement Homes Regulatory Authority
(Authority)’s Board of Directors is expected
to act in the best interests of the public and
residents and to fulfill the mandate of the
organization set out in the Retirement Homes
Act, 2010 (Act) in accordance with the Act’s
fundamental principles—that residents are
entitled to live with dignity, respect, privacy
and autonomy, in security, safety and comfort
and can make informed choices about their



care options. The Ministry for Seniors and
Accessibility (Ministry) appreciates the Auditor’s
confirmation that the Board is acting in
accordance with this expectation.

When making appointments to the Board,
the skills and experience necessary to fulfill this
purpose are considered. However, the Ministry
recognizes that there is an opportunity to work
with the Authority to broaden the list of skills
and competencies to include consumer/resi-
dent/tenancy knowledge.

4.8.3 Ministry Cannot Properly Assess
whether Authority Effectively Met Mandate

The Ministry does not fully monitor the Authority
to confirm that it meets all of its obligations under
the MOU between the two parties. The MOU sets
out the roles and responsibilities of the two parties,
as summarized in Appendix 12. The Ministry is
responsible for conducting reviews of the Authority
and its operations and recommending policy and
regulatory changes as a result if needed.

We highlight the following areas for improve-
ment with the Ministry’s oversight of the Authority:
© The Ministry has not fully defined what
further documents it needs the Authority

to regularly submit to it for oversight
purposes. As outlined in the Act and the
MOU, the Authority is required to submit
certain documents such as the annual report
and business plan to the Ministry on a regular
basis for oversight purposes. The current
MOU, which was last reviewed in October
2018, has a placeholder schedule for the
Ministry to further define the documents it
expects the Authority to submit on a regular
basis for its review. The Ministry originally
expected this schedule to be finalized

by January 1, 2020, but it deferred the
development of this schedule to align with
updates to legislation that the government
passed in July 2020. Nonetheless, the
schedule was still not completed when we
completed our audit work.
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© The Ministry has not requested the Author-
ity to develop benchmarks to measure the
Authority’s performance toward effective
operation. While the Authority publishes key
activity data with prior-year comparisons in
its annual report, it does not set benchmarks
for this data. This means the Ministry does
not have an appropriate baseline to which
it can compare the Authority’s performance
in key risk areas. For example, the Authority
publicly discloses the year-over-year results
of a province-wide public survey to assess
the public’s awareness of whether there is a
regulatory body that is responsible for licens-
ing retirement homes in Ontario and whether
licensing is mandatory for retirement homes in
Ontario. However, the Ministry is only able to
compare current-year to prior-year results and
not against a benchmark on an issue as key as
raising awareness of the Authority—we dis-
cuss the implications of this in Section 4.6.1.
At the time of our audit, the Ministry told us
a timeline has yet to be set for the Authority
to adopt full performance measurement—
almost a decade after its inception.

© The Ministry does not charge the Authority
oversight fees as required in the MOU. The
MOU states that the Authority is to pay the
Ministry oversight fees. The administrative
authority model is meant to be cost neutral to
the government. The purpose of an oversight
fee is to recoup the government’s cost to pro-
vide legislative and accountability oversight.
At the time of our audit, an oversight fees
schedule was still not developed in the MOU.
The Ministry informed us that it deemed
these fees not applicable at the inception of
the Authority, and it maintained that position
when it reviewed the MOU in October 2018.
However, the requirement is still included in
the MOU. The Ministry has never calculated
or charged the Authority oversight fees. In
comparison, other administrative authorities
and delegated administrative authorities



such as the Electrical Safety Authority and
the Bereavement Authority of Ontario, pay
oversight fees to their oversight ministry.

RECOMMENDATION 23

To improve its ability to oversee the Retirement

Homes Regulatory Authority (Authority) to

confirm that it is operating in accordance with

the Retirement Homes Act, 2010 and the Memo-

randum of Understanding between the Author-

ity and the Ministry for Seniors and Accessibility

(Ministry), we recommend that the Ministry:

© develop a schedule of reporting require-
ments with input from the Authority and
update the Memorandum of Understanding
accordingly;

© request the Authority establish targets for
its performance indicators, and require the
Authority to publish actual versus targeted
performance annually; and

© assess the level of resources it requires
to oversee the Authority and determine
whether it needs to levy an oversight fee—if
not, the Memorandum of Understanding
should be updated to reflect this fact.

The Ministry for Seniors and Accessibility
(Ministry) recognizes that effective oversight
processes and measures are important tools to
assess whether the Retirement Homes Regula-
tory Authority (Authority) is achieving its
mandate under the Retirement Homes Act, 2010.
The Ministry will continue to work closely with
the Authority to review and strengthen the
Memorandum of Understanding and respond to
the recommendations by:
© developing as part of the Memorandum
of Understanding, a schedule of reporting
requirements with input from the Author-
ity that includes a formalization of current
practices;

® requesting the Authority establish targets
for its performance indicators, and publish
actual versus targeted performance each
year in its annual report; and

® deciding whether to require the Authority
to pay a fee to cover the costs of Ministry
oversight and updating the Memorandum of
Understanding accordingly.

4.8.4 Authority Did Not Monitor
Implementation of Risk Officer Report
Recommendations

The Authority does not have a standard targeted
time frame for enacting recommendations provided
in Risk Officer reports, nor does it have a specific
process to track the application of these recommen-
dations. As a result, some recommendations were
either not yet implemented or implemented several
years later.

As explained in Section 2.2.1, the Risk Officer
reports directly to the Authority’s Board on the
effectiveness of the Authority’s administration of
the Act and its regulation. Between 2014/15 and
2018/19, the Risk Officer issued annual reports
covering topics such as the inspection process,
Emergency Fund payments, and the compliance
support program for retirement homes.

The Authority indicated to us that its business
plans incorporate the Risk Officer’s recommenda-
tions but may not specifically establish a targeted
time frame to phase them in. While the Board
receives and reviews the Risk Officer’s annual
report, the Authority does not report the status
of implementation of the Risk Officer’s recom-
mendations to the Board. The Ministry for Seniors
and Accessibility also does not ask for any updates
regarding the status of the Risk Officer’s recom-
mendations. We identified the following examples
of recommendations by the Risk Officer that have
not been implemented in a timely manner:

® In 2014/15, the Risk Officer recommended

that the Authority identify third-party organ-
izations that have a role in overseeing or



are otherwise involved in retirement homes
and review their accountability to identify
gaps and reduce potential regulatory and
reputation risk. These third parties include
public health, the Office of the Fire Marshal
and other regulatory authorities. During our
audit, the Authority informed us that because
the Act prohibits it from sharing personal
information externally, it would not put this
recommendation into effect. However, we
noted that the Act has an exemption on the
requirement on the Authority to preserve
secrecy under certain circumstances; for
instance, if permitted or required under
another law.

® In 2015/16, the Risk Officer noted that the
Authority inspectors did not look beyond
written retirement home policies on abuse
and neglect to determine what steps are
actually in place to mitigate the potential for
such risks. The Risk Officer also noted that
there were no defined practices or actions
that homes must take to anticipate and pre-
vent incidents of abuse and neglect. The Act
specifies the content that should be included
in the retirement home policies regarding
abuse and neglect, but does not prescribe the
form of the policies. Retirement homes must
therefore create their own individual policies
to meet the legal requirements. During our
audit, the Authority indicated that it had
developed modules to address this in its com-
pliance assistance program, but has delayed
their launch in order to focus on COVID-19
priorities. In October 2020 the Authority
launched one of these modules—on behav-
iour management—to assist retirement home
operators to address this risk.

RECOMMENDATION 24

To improve the safety and protection of
retirement home residents and to support the
work and effectiveness of the Risk Officer,

Retirement Homes Regulatory Authority

we recommend that the Retirement Homes

Regulatory Authority:

© establish targeted time frames to phase in
the Risk Officer’s recommendations;

© track the enactment of these recommenda-
tions; and

© report this information to the Board of
Directors and to the Ministry for Seniors and
Accessibility semi-annually.

The Retirement Homes Regulatory Authority
(Authority) supports this recommendation.

In late September 2020, the Authority’s
Board of Directors confirmed the scope of
the Risk Officer’s work for 2020-2021, which
contemplates the actions outlined in this
recommendation. The Authority will proceed
with its previously identified plans to develop
and implement time frames to phase in recom-
mendations from the Risk Officer and to track
implementation of the recommendations. As
part of its accountability and regular reporting,
the Authority will provide this information to
the Board of Directors and to the Ministry for
Seniors and Accessibility.

4.8.5 Ministry Has Limited Role Determining
Policy for Seniors on Housing, Delivery of
Care Services

Ontario has one of the highest life expectancy rates
in Canada based on 2017 data published by Statis-
tics Canada, at 84.4 years for females and 80.4 for
males. This compares with British Columbia (84.6
for females and 80.1 for males) and Quebec (84.2
for females and 80.6 for males). As Ontarians have
a high life expectancy, it is paramount that seniors
are supported in their later years. The Ministry for
Seniors and Accessibility has a mandate to help sen-
iors stay independent, active and socially connected.
Multiple ministries are responsible for delivering
services to seniors in a variety of settings, including



long-term-care homes, retirement homes and in
the community. For example, the Ministry of Long-
Term Care oversees long-term-care homes that
some seniors in the community, including those in
retirement homes, may need to access in the future.
The Ministry of Health oversees the Local Health
Integration Networks, which provide funding for
home care services that may be delivered to seniors
living in retirement homes, as well as their own
homes. The Ministry of Municipal Affairs and Hous-
ing is responsible for social housing, affordable
housing and supportive housing.

The Ministry for Seniors and Accessibility
acknowledges that it is responsible for developing
an updated seniors’ strategy in Ontario. Ontario’s
Action Plan for Seniors was released in November
2017, building on a 2013 action plan and 2012
report called Living Longer, Living Well. It outlined
how to support seniors in living healthy and pro-
ductive lives while reducing hospital readmissions
and pressure on long-term-care homes. At the time
of our audit, the Ministry had not yet finalized its
work on an updated strategy, although it expects
to communicate more details publicly at the end of
2020 or early 2021.

Despite taking responsibility for the seniors’
strategy, the Ministry informed us that it is not
responsible for determining policy relating to sen-
iors’ housing or congregate care. The Ministry indi-
cated that it will consider exploring and investing
in new models of seniors’ housing when a new
seniors’ strategy is implemented, but the Ministry of
Municipal Affairs and Housing will lead the seniors’
housing strategy.

RECOMMENDATION 25

To improve the co-ordination and effectiveness
of overall services to seniors in Ontario in an
environment where multiple ministries are
involved in providing services and care to this
population group, we recommend that the Min-
istry for Seniors and Accessibility:

® seek the responsibility to serve as the lead
ministry that will work with all applicable
ministries that have a mandate to provide or
oversee the provision of seniors’ congregate
living and care services to develop a co-
ordinated seniors’ housing policy framework
that defines the health, independence and
financial profile of seniors for whom these
settings are intended, or identify another
ministry that will act as the lead; and

© incorporate in its seniors’ strategy specific
actions to undertake to achieve various goals
and a timetable for these actions.

The Ministry for Seniors and Accessibility (Min-
istry) acknowledges the need for a co-ordinated
seniors’ housing policy framework and will work
with all applicable ministries to determine how
to implement the recommendation.

In the 2019 Ontario Budget: Protecting What
Matters Most, the government announced that
“the province will be developing a new cross
government strategy to improve the lives of
seniors and provide the supports and resources
to help them live independently, ensure their
safety and security, connect them to the com-
munity and help them achieve greater financial
security and social connections.” This commit-
ment was reiterated in the 2019 Fall Economic
Statement.

To inform the cross-government strategy, the
Ministry undertook extensive, province-wide
consultations in the summer of 2019 and has
collected feedback to inform the strategy and
improve the lives of older Ontarians to:

® age at home and in communities;

remain healthy, active and socially engaged;

stay safe and secure; and

participate in the labour market and econ-
omy, if they choose.

The Strategy is being developed with
multiple ministry partners including the



Ministry of Health, the Ministry of Municipal
Affairs and Housing, and the Ministry of Long-
Term Care, which have the accountability for
supportive housing, seniors housing and long-
term care homes.

4.9 Authority Lacks Financial
Capacity to Fully Meet Regulatory
Mandate

The Authority does not receive funding from the
Ministry. It finances its operations primarily by
collecting fees from the retirement homes that it
regulates. In 2019/20, the Authority received about
$8.0 million in revenue, $7.6 million of which was
from annual fees that all retirement homes are
required to pay, with the remainder being licence
application fees and other miscellaneous revenue.
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According to the Authority’s internal fee-setting
policy, which formed a part of the MOU between
the Authority and the Ministry, the Authority can
adjust its fees to provide for “a moderate surplus of
revenues over expenses to allow for contingencies
and unplanned events.” The Authority needs to
notify the Minister prior to making fee changes but
does not require the Minister’s approval.

The Authority operated with an annual surplus
between 2015/16 and 2018/19 and incurred an
annual deficit in 2019/20, as shown in Figure 15.
There was a general decline in annual surplus
between 2015/16 and 2019/20, primarily because
expenses increased 40% during this period while
revenue increased by only 8%.

The Authority has increased its annual licensing
fees every January since 2014. As of January 1, 2020,
the annual fee rate was $10.09 per suite per month,

Figure 15: Summary of Retirement Homes Regulatory Authority’s Financial Information, 2015/16-2019/20 ($)

Source of data: Retirement Homes Regulatory Authority

2015/16 2016/17 2017/18 2018/19 2019/20
Revenues 7,363,935 7516,297 7,722,238 8,085,826 7,940,781
Expenses 6,249,261 6,866,475 7554950 7,823,440 8,686,163
Operational surplus 1,114,674 649,822 167,288 262,386  (745,382)
Net increase/(decrease) to Emergency Fund (7,134) 5,751 25,146 94 17,303
balance (see below)
Total surplus 1,107,540 655,573 192,434 262,480 (728,079)
Emergency Fund (Fund)
Opening Fund balance 273,414 566,280 572,031 597177 597,271
Administrative monetary penalties collected during 13,040 4,844 17,500 24,500 9,500
the year
Interest income collected during the year? 5,665 5,681 7,646 12,004 13,579
Contributions to the Fund?® 300,000 - — - —
Total additions to the Fund 318,705 10,525 25,146 36,504 23,079
Disbursements from the Fund* 25,839 4,774 — 36,410 5,776
Closing Fund balance® 566,280 572,031 597,177 597,271 614,574

1. Administrative monetary penalties are a form of enforcement action the Retirement Homes Regulatory Authority (Authority) can take on retirement homes
that do not comply with the Retirement Homes Act, 2010 (Act). According to the Act, all administrative monetary penalties shall be contributed to the Fund

each year.

2. According to a Regulation made under the Act, the entirety of its interest income earned is contributed to the Fund each year.
3. One-time contributions are recommended by a Board committee, taking into consideration annual risk assessments. Such contributions were made in

2012/13, 2013/14 and 2015/ 16 since the creation of the Authority.

4. According to the Authority’s internal policy, the Board has authorized the Registrar for a maximum of $1.5 million to be paid out of the Fund within a
12-month period. The Authority can concurrently draw down its unrestricted and restricted funds if this Fund is insufficient for payouts.

5. The Authority’s targeted balance is $500,000 in any given year.



up from $9 per suite per month as of July 1, 2012,
when the fees were first levied on retirement homes.
This represents a 12% rate increase over more than
eight years, or an average of 1.4% per year.

The Authority recorded about $473,000 in
licence application fees in 2019/20. These fees,
at $5,000 plus $25 per suite to a maximum of
$10,000 per newly licensed retirement home, have
not changed since January 2014. Prior to January
2014, the licence application fees were $800 for
homes with 20 or fewer suites and $1,200 for all
other homes.

RECOMMENDATION 26

To collect sufficient fees to cover the Retirement
Homes Regulatory Authority’s mandated activ-
ities to protect current and former retirement
home residents, we recommend that the Retire-
ment Homes Regulatory Authority annually
reassess the appropriateness of its fees or iden-
tify other revenue sources to cover its operating
expenses in performing more inspections and
other mandated activities.

The Retirement Homes Regulatory Authority
(Authority) agrees with this recommendation.

Annual reassessment of its fees is a practice
that currently exists within the Memorandum
of Understanding in the Authority’s Fee Setting
Policy.

The Authority will continue to work within
this framework to address shortfalls in the
funding required for resources and infrastructure
to continue to meet its mandated activities,
including to implement the recommendations in
this report.

Additionally, as part of its future strategic and
business plans, the Authority will work to identify
and assess other viable revenue sources to cover
operating expenses for its mandated activities.
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Appendix 1: Comparison of Retirement Homes and Long-Term-Care Homes

Prepared by the Office of the Auditor General of Ontario

Retirement Homes Long-Term-Care Homes

# of licensed homes 770! 6272

# of homes operating both Retirement ~ 101° n/a

Home and Long-Term-Care Homes

# of residents 58,500* 77,1992

Average age 86 years® 83.5 years?

Capacity # of residents 80,200%¢ 78,797
(average 104; lowest 6; highest 646) (average 126; lowest 9; highest 543)

Funding source No government funding. Residents pay Funded by provincial government with a
the full costs for rent and care. resident co-payment.

Costs to residents Vary depending on what the resident and  As of July 2019, resident co-payment was

the home agree to. Residents can pay between $1,900 to $2,700 per month
at least $1,500 to $6,000 per month depending on type of room, such as
for rent and basic care services such as basic, semi-private or private.* Includes
meals and medication administration. accommodations, 24-hour nursing
Additional services provided by the home, care, help with daily living activities and
such as dementia care, may cost extra. meals. The Ministry of Long-Term Care

Residents choose their care services. also provides funding to long-term-care
homes.
Ownership For-profit: 94%? For-profit: 57%?
Not-for-profit: 6% Not-for-profit: 27%?
Municipal: 16%?
Resident eligibility There is no special health eligibility There are minimum care needs required
requirement set out in the Retirement for residents to be eligible. Home and
Homes Act, 2010, because people Community Care Support Services,
reside as tenants under the Residential ~ formerly Local Health Integration
Tenancies Act, 2006 and choose their Networks and Community Care Access
services. Centres, will determine eligibility in
accordance with law and government
policies.
Health status of residents Residents have varying needs but More people are entering long-term-care
generally need less care than in long- homes at a later stage of their conditions.
term-care homes. They have more complex health issues

and are more physically frail. A larger
proportion have dementia and many
more have psychiatric diagnoses along
with dementia. Over 85% of long-term-
care home residents need extensive or
complete daily assistance with activities
such as eating, bathing or toileting.

Supportive and medical care Retirement home chooses which services  24-hour nursing care, restorative
to offer. Residents may purchase any care, dietary services, medical service
of the services offered such as drug accommodations.

administration or assistance with
bathing. Alternatively, residents may
have external providers offer the services
including government-funded home and
community-care services. On average,
retirement homes offer 10 care services.®




Retirement Homes Long-Term-Care Homes

Legislation

Retirement Homes Act, 2010,
administered by the Retirement Homes
Regulatory Authority on behalf of the
government.

Tenancy agreements are governed under
the Residential Tenancies Act, 2006,
administered by the Ministry of Municipal
Affairs and Housing with the Landlord
and Tenant Board resolving any disputes.

Long-Term Care Homes Act, 2007,
administered by the Ministry of Long-Term
Care

Requirements/Standards per Applicable Legislation

Have a family council No Yes
Have a resident’s council Allowed, but up to the residents if they Yes
want to establish one

Report unnatural/unexpected Yes Yes

deaths (i.e., residents dying from

complications of a fall, or choking, as

opposed to someone naturally dying

due to old age) to the Office of the

Chief Coroner

Have a physician/medical director on No Yes

site

Have a Registered Nurse on site No Yes

Have a director of care on site No Yes, must have a Director of Nursing and
Personal Care who is a Registered Nurse

Have fire sprinkler installed in each Yes Yes, by 2025

living unit

Have admission criteria

No, but homes have an obligation to
ensure they can meet the care needs of a
resident when admitting

Yes, the person must have care needs
that require 24-hour nursing care,
frequent assistance with activities of daily
living, and on-site supervision to ensure
his or her safety or well-being

Provide a minimum # of hours of No No
nursing services

Specify # of residents per care service  No No
provider

Have a falls prevention program Yes Yes
Publish inspection reports publicly Yes Yes
Provide care services using in-house Sometimes, resident can obtain services  Yes
staff from private providers.

Prepare plan of care at admission Yes Yes

Reassess plan of care at regular
intervals

Yes, at least every six months

Yes, at least every six months

Review plan of care upon return from No No
hospital

Have a complaints process Yes Yes
Ability to evict residents Yes, but residents have protection No

afforded by the Residential Tenancies
Act, 2006, which adjudicates evictions
through the Landlord and Tenant Board
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Retirement Homes Long-Term-Care Homes
Requirements/Standards Related to Infectious Diseases (e.g., COVID-19)
Report if there is an outbreak of Yes Yes

infectious diseases (e.g., flu, gastro,

COVID, etc.) to public health

Report # of cases of infectious Yes Yes
diseases to public health

1. Data as of March 31, 2020.
2. Data as of December 31, 2019.

3. Data as of June 5, 2020, determined jointly by the Retirement Homes Regulatory Authority (Authority) and our Office using a list of long-term-care homes
from August 2019, matching locations of retirement homes and long-term-care homes based on facility address and licensee information.

4. Estimated occupancy as of May 25, 2020.
5. See Figure 2 for care services offered in licensed retirement homes.

6. While two people could live together in a retirement home suite, the Authority indicated that in reality about 80% of the suites are occupied by singles. In
contrast, capacity of long-term care is measured in number of beds.
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Appendix 3: Audit Criteria

Prepared by the Office of the Auditor General of Ontario

Retirement Homes Regulatory Authority (Authority)

1. Licensing and inspection activities are efficiently and effectively executed such that the retirement home sector complies
with legislative and regulatory requirements and protects residents from harm, including supporting public health
authorities with respect to harm resulting from exposure to infectious diseases such as COVID-19.

2. Complaints and incidents in retirement homes are documented and reviewed and timely corrective action is taken when
required.

3. Current information on the retirement home sector and the Authority is provided on a timely basis to inform and educate
the public, residents and the retirement home sector.

4. Resources are allocated with due regard for economy and efficiency to fulfill mandated responsibilities.

5. Accurate, timely and complete information is regularly collected and analyzed to help guide management decision-making.

6. Meaningful performance measures and targets to assess the effectiveness of the Authority are established, monitored and
publicly reported, and corrective actions are taken on a timely basis when issues are identified.

1. The Ministry follows effective processes to monitor and address the Authority’s performance in protecting retirement home
residents from harm and in regulating retirement homes.

2. The Ministry collaborates with other relevant ministries and health system partners, engaging the Authority as appropriate,
to strategically plan for seniors’ services, including housing for seniors, and address identified risks faced by retirement
home residents, including implementation of infection prevention and control in retirement homes and incorporating
lessons learned from other similar sectors.

3. Governance structure and processes are in place to effectively oversee the Authority’s ability to fulfill its mandated
responsibilities.




Appendix 4: Additional Work Conducted for Our Audit

Prepared by the Office of the Auditor General of Ontario

We conducted the following additional work:

obtained information and data from Ontario Health regarding the use of retirement homes for hospi-
tal patients and the provision of home care services to retirement home residents;

obtained internal documents and data from the Ministry of Long-Term Care regarding its long-term-
care home inspection process, resident profile, and analysis of older adults waiting for admission to
long-term-care homes while residing in retirement homes;

obtained program details and data from the Ministry of Health on an initiative called “short-term
transitional care,” which leverages vacant retirement home spaces to provide accommodation and
deliver care to patients upon discharge from the hospital while they wait for space in their destina-
tion of choice, such as long-term care;

interviewed representatives from seven of the province’s 34 public health units that are responsible
for managing respiratory and enteric outbreaks in retirement homes to understand how their work
relates to the Authority’s. These health units were Halton; Kingston, Frontenac, Lennox and Adding-
ton; Leeds, Grenville and Lanark; Niagara; Ottawa; Thunder Bay; and Toronto. Five of these public
health units reported almost 60% of all retirement home COVID-19 cases as of June 24, 2020, and
two of them had very few or no cases;

interviewed representatives from the industry associations that represent the retirement home sec-
tor—the Ontario Retirement Communities Association and AdvantAge Ontario;

interviewed representatives from stakeholder groups, including the Advocacy Centre for the Elderly,
the Ontario Health Coalition, the Ontario Personal Support Workers Association, the Ontario Nurses’
Association; and the Registered Nurses’ Association of Ontario;

interviewed representatives and obtained perspectives from the Licence Appeal Tribunal and the
Landlord and Tenant Board on matters that are brought to their attention relating to retirement
homes;

interviewed a researcher from McMaster University whose research focuses on seniors and geriatric
care to support development of better models of care and decision support systems for seniors;
interviewed a representative from the National Institute on Ageing at Ryerson University, a think tank
focused on Canada’s ageing population; and

researched how other Canadian provinces and territories deliver and operate congregate living servi-
ces for seniors, including how they implement infection prevention and control measures, to identify
areas for improvement in Ontario.



2
=
o
=
wfd
=
<
>
S
o
.
S
=
o0
[<5)
o
N
[<5]
£
o
=
wfd
o
[<5]
£
[<5]
S
-
[<5]
o

0 ] G> Gz G> ze € ey g ldy 80UBPISBY JUBWAINAY [euUIpIB) BYL  'GC
0 0 0 > 0 > C ._Q< ¢ ‘_Q< :>>9.mm‘_ow® ealwuy e
0 ) 8 1) 8 e 1 few T Jdy I0UB YIOJON €T
0 0 0 G> 0 G> 0z Jdy T dy Aunwwo) Juswainey saioys AGUUM VAIA 2T
0 o1 81 zs 81 29 8¢ Idy 1€ Jei 80UBPISAY MBIAUIRIUNOY  °TT
0 > > 0 > > I >mS_ T€ IeN 1JN0H poomusaly ‘0¢
0 81 4 8¢ 4 9G 1€ fe 1€ JeN Jouely Apun7 "G
0 0 0 0 0 0 9.udy 0€ Jei ;oeld JojeL 8T
0 G> 01 81 01 e 6T few 0€ Jei ApISIONY UO Sawnay| LT
0 ] 1 9 7 €l 8¢ Idy 0€ Je 13usyay| SaoUBPISAY MAIAYSIH  "OT
0 0 0 G> 0 G> ge idy 0€ Jei Jouely ameag ‘Gl
0 0 0 G> 0 G> €g idy 6C JeN folyreng suosess T
0 8 €l 8¢ €1 oY gunr 6C 1elN 30UapISaY JUBWainay euljoe) €T
0 G> ar 44 ar 144 0c fen 8T JeIN apisienly edIWY ‘T
0 G> 0 14! 0 91 6T few 8z Jei ed poom puesny 1T
0 G> S 8 G (0]8 T Aepy 8¢ JeN Aunwwo) uswainay poomsidely 0T
0 G> 9 1 9 Gz Ge unr rAL 21U a1e) BdR|d UOSLY B
0 0 0 0 0 0 17 4dy LT e ¢90UBPISAY JusWaINSY 80e|d Wed '8
0 0 0 0 0 0 17 Jdy LT BN ¢zSONNS SI0IUSS BIB|d Yied 1
0 G> G> 11 G> 0c 6T few 9z Jei suspien ansuyy 9
0 G> G 8 S 4} 87 e 9z Je sopeuswold s G
0 9 (0]8 1€ o1 1€ 9 e Gz Je Aunwwo) uswainay aimeusis age|iA yewpue
0 G> 0 0 0 G> €z Idy Gz JeN 90UBpISaY Wawalney suipue sajddng K>
0 0] 7 61 7 6C 6T few (ZAL pue|lom suosess g
0 G> G> 9 G> 6 6¢ Jdy 2C e\ suaplex) ajells| T
yeis sjuapisay  yeis sjuapisay  Jjels sjuapisay panjosay  papoday SWOH Juawainay

syjeaq Jo # S9sk7) Palan0daYy JO #

Sase9 POULIJUOD JO # yeaiqing

yeaiqing

foyiny A1012|nSay SOLIOH JUBWaINaY :eI1ep JO 32IN0S

0202 ‘T€ ¥SNENY—0Z0Z ‘2T Y2IBIN ‘SIWOH JUaalijay pasuasl]

Ul Jjels pue sjuapisay jo syjeaq pue sases gT-aIN0D P3I2A023Y pue paunuos jo saqunpy :G xipuaddy




0 0 G> 0 G> 0 8¢ Jdy 1 1dy Jouey weysumang GG
0 0 G> 0 G> 0 0¢€ Jdy €1 Jdy suapie paipeng  y§
0 S 6 8T 6 €C 1T unr €1 Jdy BIIA PIRYAIO €S
0 0 G> 0 G> 0 T el 1 1dy 80UBPISAY Juswalney Aemyied 1) 'ZG
0 0 0 G> 0 G> ) Reln 21 Jdy 20UBPISAY 1USWAINSY 9JB|d UOYdZRH TG
0 L / 1 L 81 1€ Aein 17 4dy "0U| SBWOH JuBwiaINay wieyd;]  "0G
0 0 G> 0 G> 0 0c Jdy 17 4dy [emeng - Auunwwo) uswainey piopslem syl 6y
0 0 0 G> 0 G> 1¢4dy 11 Jdy 90UdPISAY SI0IUAS dde|d Auagssuly '8y
0 G> 1 0] 7 v1 Gt few 1T Jdy 3|[IAuoluN Jo BUIAI JOJUBS dsuuUNS 1y
0 9 81 8 81 1 0c fen 01 dy 20UBPISAY JuBWaINRY dde|d Ainqiae)  ‘9of
0 0 G> G> G> G> 0t Aei 0T Jdy 83poT |IIH ®nuds Gy
0 G> 4} 1 4} GT 1€ Ao 64dy swiy elegpelg  py
0 8 A 144 A 4% T unf 64dy 19MO] SUOZUOH MON "€
0 0 g> 0 G> 0 0¢ 1dy g Idy 90UBPISAY WUBWAINAY SUISS0I) MBINBa( [[MURY)  “Ci
0 0 G> G> G> G> 61 Jdy 8 Jdy Aunwwo) Juswainay siiiH el lIemueyd Ty
0 0 G> 0 G> 0 ¢ idy 8 Jdy duipuel ayuesy  of
0 G> G> G> G> G> 1T Aei g8 idy d0UBPISAY JUBWINAY |IIH 119SSNY dUL  “6E
0 0 0 G> 0 G> 1 fen 1 1dy ANUBAY BY UQ BOIWY  "8E
0 0 0 G> 0 G> 0c Jdy 9 4dy "ou| Joue|y poomlijy sheuniy /€
0 1T 0C 1€ 0c 8y 1T unr G udy S1ySieH Jaquiny Jo 88e|lIA BYL  "9€
0 G> o G> G G g1 fey ¥ 1dy 20UBPISAY JUBWaINAY Y3noioqieds  ‘GE
0 0 0 G> 0 G> €1 Jdy € idy 30USPISAY JUBWBINAY PIOpIAIRM [lPMUEY)  ¥E
0 0 G> 0 G> 0 8¢ ldy ¢ idy 90UDPISAY JUBWINAY SUIOH UBA ||oMuey) ‘€€
0 G> / €T / Gl g unf € idy 90UPISY JUBWIAINAY B[EPMO|IIM [ldMMeYD  Z€
0 G> / 71 / 8T ¢ idy € idy 90UBPISaY JusWalNaY slelsg susand)  Tg
0 0 G> 0 G> 0 ge idy € Jdy 80UBPISBY JuBWBINBY SuisueT [amuey)  “0g
0 0 0 0 0 0 ¢ idy ¢ dy ¢3eld [IIH1sa104 6T
0 0 G> 0 G> 0 €¢ idy ¢ dy 90UBPISAY JUBWaINRY Solfisay yeuel '8
0 0 G> 0 G> 0 0¢ 1dy ¢ Jdy SWOH JUSWAINSY JOUBIA BNUBAY Wed /T
0 G> 9 l 9 ) 6T feiN ¢ Jdy Aunwwo) Juawainay suissol) sejgnoq  '9¢

sjuspisay  Heis sjuapisay el sjuapisay parjosay  papioday aWOH JuswWainay

syjeaq Jo # SaSes) Palan0daY JO # | SISED PIWALUOD JO # yeaiqing  Xeaiqing

Y-
—

2]
)
(7}



= 0 0 0 G> 0 G> 1T Aei 8¢ Jdy d0UPISAY JUBWIAINSY UIBQeZIT IS 'G8
m 0 0 G> G> G> G> 8z feiy 8¢ Jdy BWOH Judwainey maimeg  v8
Aw 0 0 > 0 G> 0 61 Aen 8¢ 4dy SIII ui8[3 Jouewjag ‘€8
S 0 G> G> S G> 9 Tunr 8¢ 1dy poomisem ayl  'Z8
m, 0 0 G> 0 G> 0 8 fei 8¢ Jdy Spoop Asjsue] jo agefiA YL I8
2 0 G> 0 0 0 G> AR 1z Jdy ade|lIA Juswainey Aemusary 08
m 0 0 0 0 0 0 T el Lt idy £90UBPISAY JusWaINay BIsIA A3]|ep ([emuey) 6.
£ 0 G> 1) 74 1) 8¢ 9 unf 1T Jdy 90UBPISaY JUBWIAINSY eleuey| ssaidwd [amuey) gL
g 0 0 G> 0 G> 0 9 e 9z Mdy aoe|d pueluysiH - 2L
m 0 0 0 0 0 0 0€ Jdy Gz ldy glouey Aodas "9,
m 0 0 G> 0 G> 0 1T Aei €z ldy aSnoH owfeg  ‘G.
0 0 G> 0 G> 0 T few €c ldy age|liA moiMeg eolwy  “p/
0 0 0 0 0 0 ¢ ey ge ldy ¢7SONNS SI0IUSS dIB|d Wed "€/
0 0 0 G> 0 G> G few geidy 83poqeunls gL
0 0 G> 0 G> 0 € ey 0c Jdy foqqy usi Jouewipg 1L
0 G> / 61 ] €C 1 few 6T Jdy aoe|d BUOWIA 0L
0 0 G> 0 G> 0 g fei LT idy sied UOISUIM Jo 83e(liA YL "69
0 0 0 0 0 0 1T idy LT 4dy BWOH JudWiaIney 8uapisay Uelely  '89
0 0 G> 0 G> 0 1 fey )T Jdy louely uaAeyleg /9
0 0 > g> > > o unr A ‘_Q< 9JUBPISaY 1udWBINBY MBIAISBI0H JUBAPY ‘99
0 0 0 G> 0 G> G fely JT Jdy 30UBPISAY JUBWaINSY edjewelg ‘GO
0 G> G> G> G> G> L fei JARLL wowase ayL  v9
0 0 0 0 0 0 ¢ Jdy L7 4dy £90UPISAY JusWiaINSY BulpueT s,eylely lomuey) €9
0 > > 4 > i) 6¢ >m_>_ A ‘_Q< 9JUDPISaY 1udWaIlvy \Aocmmmm |[emlieyd ¢9
0 0 G> 0 G> 0 L fei 91 Jdy suspien sfeN 1S 19
0 G> G> G> G> G> vz fen 9T Jdy 2.1us) Jayeg aodely pue pjojeH  "09
0 0 G> 0 G> 0 6T ey GT Jdy e3nessISsI|\ 40 SUIAIT JOIUBS 8SUUNS  “BG
0 G> G> G> G> G> Gt few GT Jdy aoe|d UozUoH 8§
0 G> G> ) G> 8 et few GT Jdy 80UapISaY JuBWaINeY anuad AiY Suusxald [lamueyd 4G
0 G> 4} 1 4} €7 o1 Aei 1 4dy SUIAIT JUBWIBINSY JOUBI MBIAYDYY "G

yeis sjuapisay  Hels SjuapIsay  yels sjuapisay | L[ T 3O JuawaInay

syjeaq Jo # S9Ses) PAISN0dIY JO # | SBSED PIWIALUOD JO # yeaiqing  yeaiqing



70

0 0 0 G> 0 G> 1 few 6 ke 80UBPISaY JUBWBINBY IDUIA BQ BIIA  GTT
0 0 0 G> 0 G> T1¢ >m_>_ 6 >m_>_ 9JUBPISOY JusWialey adells] yied ¥eQ [|emueyd v11
0 0 G> 0 G> 0 €c fepy 6 ke xouuy 8yl €Tl
0 0 G> G> G> G> zunr g el luisem 8yl g1t
0 0 G> G> G> G> €c fepy 8 fei "0U| UIAIT JUBWaINRY d0ig [efoy  “TTT
0 0 0 G> 0 G> e ey L RelN  M3IAYINOS - 83e||IA UBLUAINAY UBNSUY) SMOPESN Malvied  "OTT
0 0 > g> > > 1€ >ms_ ] >m_>_ 90UDPISaY JuswWalilay Jalpeualy) |[amlieyd ‘60T
0 0 G> G> G> G> 1T Rei L fei OpIseaT  "g0T
0 0 0 G> 0 G> 6T few 9 e d0UBPISAY JUBWINAY B|IIASFUIY [[oMMeYD /0T
0 0 G> 0 G> 0 e Rey G e 90UBPISDY JUBWBINAY BIBPUOAY [|dMUEYD  "90T
0 0 G> 0 G> 0 a1 few G e 80UBPISAY JUBWIBINAY B|[eSET Hied YeQ [1BmMuey)  "GOT
0 G> G> 0 G> G> Gz kel G e suspien uny 0T
0 0 G> 0 G> 0 Gt few G e £90UBPISAY JudWBINAY SIYSISOH NB|IRIS ([BMUBYD  “€0T
0 0 G> 0 G> 0 0c fen G fe £90UBpISAY JuBWaINBY |IIH [8deyd  "Z0T
0 G> G> G> G> 9 0T unf 7 Aei Aunwwo) Juswainay SPOOM [IYuIoyL YAIA  “TOT
0 0 0 G> 0 G> LT Rei 7 Aei 80UBPISaY JUBWBINSY SUOMIPEIL BYOYSN|A [[BMMEYD 00T
0 0 > G> G> > (74 >m_>_ 74 >m_>_ ese) 9d|0Qq ese) ‘66
0 0 0 g> 0 > ST >m_>_ 74 >m._>_ 9JUBPISTY JusWialllay aumopsue] pioT |[amliey) ‘86
0 0 0 G> 0 G> LT Rei 7 Aei £90UBPISAY JUBWIBINSY PIBYUAM [lPMMEYD 6
0 0 0 G> 0 G> 1T Ae 7 Aen 90UBPISAY JusWalINaY oFe|lIA uood  "96
0 0 G> 0 G> 0 Gz el ¢ e ade|d sayovag ysnog  ‘G6
0 0 0 G> 0 G> 6 unr Z fein 90UBPISAY JUBWaAINAY Weyng Jo suonipell  v6
0 0 G> 0 G> 0 0c fen C ke 30UBpISaY JUBWaINAY YeQ PaY €6
0 0 0 G> 0 G> 9z fen ¢ Repy £0UBPISAY JUBIAINAY BHONI0Y [I9MUBYD  'C6
0 0 G> 0 G> 0 €z fe C kel ae] uems BIIWY  °T6
0 0 G> G> G> G> yT Aeiy 1 Ae\ 89UBPISAY JUBWBINBY Sauld Suuadsiym [ldmueY)  "06
0 0 0 0 0 0 G fep 0€ Jdy fiunwwo) wewainay soeld splelepy 68
0 0 0 g> 0 G> 6T fe\ 0€ Jdy QWOH SuisinN /Auswainay ade||IA uoiduisuay ‘88
0 G> g 0C g 174 g unf 0€ 1dy femsgury 8
0 0 0 0 0 0 €1 few 6¢ 1dy gzSUapIen poomisalg  '98
yers sjuapisay  yeis sjuapisay  jye1s sjuapisay parosay  papioday 3WOH juawainay

syjeaq Jo # SasSes) Palan0daY JO # | SISED PIWLUOD JO # yeaiqing  Xeaiqing



-
~

Retirement Homes Regulatory Authority

0 0 G> G> G> G> geunf 9z fei SNOH Uosuaqoy "Gl
0 0 G> G> G> G> ot unr 9z e e ay) Aq saung JawaIney T
0 0 0 G> 0 G> gunr (74 >m_>_ 9JIUBPISBY JusWiainey m‘_m:_uw w.cmm:O [[emueyd eyt
0 0 G> G> G> G> Lunr Gz few edrjwoq gyl
0 0 0 > 0 G> 7 unr €C >m_>_ 9JUBPIS9Y JusWalllay Suspiey uaapleqy ‘TiT
0 0 0 G> 0 G> Lunf 12 fei aoe|d puagiany  “0pT
0 0 0 G> 0 G> g unf 12 fei 80UapISay usWalnay SIYSIeH MaINBAlY  “6ET
0 0 G> 0 G> 0  unf 1C few suspien maimeg ealwy  “geT
0 0 0 G> 0 G> gunr 0z few AJOUBI 33ellIA  L€T
0 0 0 G> 0 G> v unr 6T few £90UBPISAY JUBWIBINSY PIBYUAM [[oMMEYD  "9ET
0 G> > 0 g> > 7 unr ST >m$_ uoisue >w:m>m>> ‘GET
0 0 G> G> G> G> gunr 81 Aepy uoyiweH soe|d Isil4  pET
0 0 G> 0 G> 0 6 unr LT Rei SuiA Jojuas 1sam Assequiy €€t
0 0 G> G> G> G> gunr 91 Aei a3e||IA [99d ealWY  "ZET
0 0 0 G> 0 G> T unf o1 Aeiy Aunwwo) wawainay guissoi) andwy  “IET
0 0 G> 0 G> 0 zrunr o1 few 30UDPISAY JUBWBINSY %B3I] JO1eM||NG |[BMURYD  "OET
0 0 G> 0 G> 0 12 fe 91 Aeiy BWOH 8HUOUUBA UOISUIWEes] “6ZT
0 0 G> G> G> G> 1€ Aeny o1 e 81)U8Y BUIYSUNSHIEd BY} UO BFe||IA S8y "8ZT
0 0 0 G> 0 G> 8¢ fei at few J1e[) 1S 8y uo agelIA - 22T
0 0 0 G> 0 G> 6¢ fey GT Aepy Aunwwo) uswaiey guissol) Jepa) 9zl
0 G> 1 1T 1 6C einr €1 fepy d0UPISY JUBWIAINDY SUBPIED UOISOM  "GZT
0 0 > 0 > 0 T unf A >m_>_ 9JUBPISY JusWalllay Saye] eyuemey ‘¢1
0 0 G> G> G> G> 9z fei AR 8SNOH uowIg 8yl €T
0 0 0 0 0 0 8z fei 1 few £808|d UonmAsuoy ‘gzl
0 0 G> 0 G> 0 e fepy 1T Aei aoe|d sndied  '1ZT
0 91 e 81 e 9 0€ fen 1T Aew ,P0UBPISDY JUBWRINY UAISSOY  "0CT
0 0 G> 0 G> 0 0z e o1 few ellIAJ01exT  “BIT
0 0 G> 0 G> 0 Gz fei o1 few BWOH JuBWaINaY SW3IoH eyuemey Q1T
0 0 G> 0 G> 0 0c fen 6 fe 80UBPISaY JuswalIney piyuNg 8yl 21T
0 0 0 G> 0 G> 1C fe 6 fe Suinr JuswiaInay eNA 89100 9T
yeis sjuapisay  yeis sjuapisay  jyeis sjuapisay parjosay  papoday 3WOH Juawainay

syjeaq Jo # S9se7) Palan0daYy JO #

sase) Pauuuod Jo #

yeaiqang

yeaiqinQ




0 0 0 0 0 0 €1 8ny 8 8y dWOH JUBWaINAY 3de|d dyIouioyl  "G/T
0 0 G> 0 G> 0 g 3ny 8z Inf [BMENQ - AUnWwo) Juawainay pIopelem 8yl /T
0 0 0 0 0 0 7 8ny Lz inr Aiunwwo) wawsaimay yedyeg "g/T
0 0 G> 0 G> 0 v 8ny gzinr 80UapISaY Juswiainay uojduiwea [emuey)  “Z.T
0 G> G> 0 G> G> 74 m:< ceinr S9IUBPISOY cm_w‘_om_o T.T
0 0 0 G> 0 G> 1 8ny Teinr ouepy poomsgulig 0.7
0 0 G> 0 G> 0 Teinf 1z Inf Zllyuioy] jo dsuung 69T
0 0 G> 0 G> 0 8z Inf 6T Inf ANunwiwo) Juswainey saspiy Heo [lPmMuUeY)  '89T
0 0 G> 0 G> 0 o€ Inf 8T Inf ua|9 apisianly jo agelliA auL 29T
0 0 G> 0 G> 0 € 8ny LT Inf Wawainay spoompay 99T
0 0 G> 0 G> 0 6¢ Inf ot Inf "0u| udpiey [efoy ulper  "GoT
0 0 G> 0 G> 0 vz Inf 1T Inr (Sudpien poomiaug 9T
0 0 G> 0 G> 0 g1 8ny ot Inf BUIAIT palsISSY pue SWOH Juswiainay Sej|iA aunsngny  “£97
0 0 G> G> G> G> o€ Inf ot Inf ;SMOpe3N UL Jo 88e|lIA 8yl “Z9T
0 0 G> 0 G> 0 T Inf G Inr sed 01003SaM BIIWY  °T9T
0 0 G> 0 G> 0 ARl g Inf Aunwwo) awalinay ¥00iqyinos ‘091
0 0 G> 0 G> 0 zrinf 6c unr 30UBPISaY JUBWIAINGY BlIYsuoASd  “6ST
0 0 0 G> 0 G> Jg unf 81 unr SONNS poomyied "8GT
0 0 G> 0 G> 0 6z unr GT unr oe|d BBl /6T
0 0 G> 0 G> 0 eInr 7 unf (opIsea] 9G]
0 0 0 G> 0 G> 6T unr 1T unr 90UBPISAY JUBWAINAY SMOPeSI Auno) °GGT
0 0 G> 0 G> 0 oz unf g unr S30UBPISAY UPaI) MOd  "HGT
0 0 G> 0 G> 0 Tgunf g unr £90UBPISBY JusWaINBY SWSI9H NaledS [|eMueY)  "€GT
0 0 G> 0 G> 0 g1 unf T unf ;SMopes|A uug Jo mwm___> 9yl ‘¢GT
0 0 G> 0 G> 0 1 unr T unf SIIN uug ey 16T
0 0 0 G> 0 G> L1 unf 0€ e Aunwwo) uswainsy yed Aesipyy  “0GT
0 0 G> 0 G> 0 zrunr 0€ e louey poomydasg  '6YT
0 0 G> 0 G> 0 17 unf 0€ el Jouel %o21) apuk]  "8YT
0 0 G> 0 G> 0 0T unf 8¢ el (80UapISaY Juswiainay [IIH 13deyd LT
0 0 8 6 8 6 vauls 1T fe Jllyuioy] jo esuung  "9yT
yeis sjuapisay  jjers sjuapisay  jjeis sjuapisay panjosay  papoday 9WOH Juawainay

syjeaq Jo # Sases) Palan0ddY JO # | SISED PIWLUOD JO # yeaiqing  Xeaiqing




=
=
o
=
=
=
<<
>
S
S
ot
<
>
B0
[«5)
(-3
[%2]
<5}
£
(=}
==
et
=
<5}
=
<5}
S
=
[5)
(-3

‘020z ‘TE 1SN3ny JO Se }ealqino dAlde YIM BWOH *G
‘pajeadde Buiag Sem UORIOAS 8Y} ‘YUPNE N0 JO UONB|dWOod BU} 1Y "0Z0Z ‘T dunf UO 8duddl| SJ03esado S|} payorsl Aoyiny ayl ‘¢

*SJUN0J 8SEI By} Ul dn MOYS J0U PIP 2J0J3I8Y} PUE JJLIS Se PSjunod Uusaq sAey Jou pjnom
Japinoid 81ed [eulaIxe ay| oARISod Palsa)l swWoy 8y} 18 YoM 0} umouy Japinoid 1ed [euIBIXd Ue Udym uonnesald e Se ¥esiqino ue palejaap syun yyesy algnd [ea0] sy} ‘Sased Juapisal J0 44e1s Aue Inoyym sawoy 104 ¢

*YBSIQIN0 SUO URY) 2I0W pey Jey) SSWoH g
‘1ye1s Buiues|d pue sioyiom oddns jeuosiad ‘9sinu pasalsigal apnjoul Jels Jo sojdwexy T

0 602 vy 11:] 16% 686 lejoL
0 0 0 0 0 G> e/u 6¢ 8ny gHnoJ ylewpuel GgT
0 0 0 0 G> 0 e/u 9g 8ny ¢Slleaf Inoguy jo agejliA 8yl “¢8T
0 0 G> G> 0 G> e/u Gz 8ny ¢z80UDPISY JUBWIBINSY BII[OMO0Y |[BMURYD €8T
0 0 0 0 G> 0 e/u gz sny 4lI9J0S uteld 881eqny  Z8T
0 0 G> 0 G> 0 0€ 8ny 8T 8Ny MIIALINOS - 8e|IA 1UBLIAINGY URNSLUD SMOPR3IA Malmvied  “T8T
0 0 G> 0 G> G e/u L1 8ny ¢ZIOUB pooms3ulllg 08T
0 G> 0 0 G> 81 e/u 01 8ny OWOH 18y sguluuigag maN  “6/T
0 0 0 0 0 0 Gz 8ny 01 8ny ¢OPISIBAY 1o MaIABIOYS Byl "8/T
0 0 G> G> G> G> Lz 8ny 01 8ny SIIN UM ey /7
0 0 G> 0 G> 0 ¥z 8y 01 8ny SBOUBPISBY JUBIBINSY POOMIBH [|BMURYD  "9/T
yeirs sjuapisay  yeis sjuapisay  ye1s sjuapisay panjosay  papioday SWOH Juawainay

siyea( Jo # S3SE) POION0IOY JO # | SASED PIUWLILUOD JO # yeaiqing  yeaiqing



$s990.d Juawdojansp Aaljod
ay3 1noysnoiy [fwoyiny] syl a3elus 03 s10y0
8|qeuoseal ayeul |[eys Jasiuly 8yl (€)2 NOW

EETRUETEINEY]
01 3unejal s1enew Ad1j0d uo J8ISIuIl dY) aSIApe
0} a1 Aoyiny ay} Jo s10a(qo 8y (P)9T 'S YHY
9Z 'S ‘0T "PaYdS ‘Gz "0 2102 (1)
80T 'S ‘TT "0 ‘0T0C "19Y SIu} Yum soue||dwiod
pue awoy 8y} Jo uonelado s,89sud91| ay} (9)

[**] 01 se1ejai 1eYL pue sanoidde
181SIUI\| 8Y3 1ey) pue saysljgelss AuoyIny ay}
ey} eudld pue sassaa0id Yim aauepioade ul

sol0ads Jensiday syl 1eyl uonewsolul Jensigay
a1 Aq pawioads pouad awin ayy ulym ‘Jensigay
3U3 9AI3 01 BWOY JUBWAINAI B JO 99SUdI| B 1Sanbal
awn Aue 1e few sensi8ay ay] (T) 80T 'S VHY

ejep Jo uoi}o9|jod ayjy poddns

ey} fioyiny pue Ansiuly ay3 ussmiaq (NOW)
Suipuejsiapun Jo wnpueiowdp pue (YHY)

‘0102 0y sawoy Juswainay sy} ui (s)uonoas

Auoyny ayy Ag paynuapi Suisnoy
S101USS Ul SpudJ] JuLIBPISUOI
guisnoy sIo1uas Jo puewap pue
Addns ay1 Buipsegai suoisioap
£aijod anoidwi 01 ‘Buisnoy pue
sileyy [edidlunyl Jo Ansiuly

31 Se yans ‘sauisiuiw Jaylo

UM I0m 01 ANSIUIA BY) SMOJ|Y

10198S awoy
1UBWAIN3I BY} JO SPadU ainny
1099(01d 01 uoneso| aiydesgoag

£q Suisnoy sioiuas o Ajddns ayy
auIwWILep 0} AOYINY By SMO||Y
SAWOH

JU3WIAINBY JO JYSISIaAQ 10} e
sy} Suriopuoj Jo asueysodwy]

SOA

éeled

ureqo (Ansiuiin)
Riqissaday

pue siojuas 10}
Ansiuiy ay3 saoq

I

éeieq
ure3qo (fuoyany)

fuoyny K10je|ngay

SOWOH JusWaInay
ayy saoq

Ruoyiny
fi01e|n30Y SOWOH
UBWaINAY

eleq 3unda|j09
10} 3|qisuodsay
uoneziuegig
/Asiuipy

(swoy uswalnal
Jejnaiued e

Ul S9UNS JO #)
Aoeded

awoy Juswainsy

0LBIUQ JO |eJBUBY) JOUPNY By} JO 3910 dY) Aq paledaid

SJUSPISIY SWOH JUBWAII}AY pue SAWOH Juawal}ay uo pajasjo eyeq :9 xipuaddy




2
=
o
=
wfd
=
<
>
S
o
.
S
=
o0
[<5)
o
N
[<5]
£
o
=
wfd
o
[<5]
£
[<5]
S
-
[<5]
o

[Awouiny]

YYHY 8u3 yum sdiysuonees [+*] Suneyjioey ul

S3LISIUIW JBYI0 yum Yiom ‘Brendoidde swasp

IBISIUIA By} 1aym Aew selsiuly 8yl (). NOW
payuapI-ap aie sa|iyoid ay) 4 swoy ay)

10 SjuapIsal Jo sajioid [euonauNy pue [ealuld (q)

[**] 01 se1eja1 1eY) pue Sanoidde
131SIUIA| 8Y1 1ey} pue saysljgelss Auoyny sy}
1ey) eudld pue $assaa0id Yim 99uUepIodde Ul

sol0ads Jensi3ay ayi 1eyl uonewsoul Jensigay
a1 Aq pauioads pouad awn syl ulyum ‘Jensigey
3} 9AI3 0} BWOY JUBWAINAI B JO 99SUDII| B 1Sanbal

SOW0Y 91ea-WJa)-3uo| 4o 1S

1lem ssaippe 0} ale) wJa| guo] Jo
AnsiulN 8y yum siom o1 Ansiuliy
8y} pue Auoyiny ay) smo||y

aley wJa)-guo

10 Ansiuip a8yl Aq pazipisgns ale
UOIyM ‘Salioy 81ea-Wia)-suo)

£q papinoid AjjealdAy sjans| 1e
2/ SPIdU eI 9SOYM SUBPISa)
3WOY JUsWaIB) JO Jaquinu a8y}

sawioy
2189-WIB)-3Uo|

01Ul Juswaoed

ale) wisl Sunieme sawoy

-3u07 jo AnSiuIN  Juswainal Ul JuiAy|

awn Aue e few Jensigay a8yl (1) 80T "SYHY  duilslep 01 ALoyIny ay) smojly ON ON /-UMesH ouewQ S|enpiaipul Jo #
$s9901d Juawdojansp £aijod
ayy 1noygnoiyy [woyiny] sty o3eBus oy spoye  WHOLINY BU3 Aq paynuap! Buisnoy
91qeUOSEal 3w [[eys JAISIUIN YL (£), NOW SI01UdS Ul SpudJ) SULBPISUOI
Aujigepioye guisnoy pue
SOUIOY JuBWAINAY - gy15n0y si0jUas JO puewap pue
01 3unejal sianew Aa1jod uo Ja1SIUIN dY3 aSIApe Addns a1 SupieSal suoisIHap
0l ale >H:O£.3< 9yl Jo w_uow_.QO |yl A—uvw.ﬂ 'S YHY >O__OQ ®>O._QE_ 0] .WC_WDOI pue
92 's ‘0T "PaYdS ‘Gz " 210¢ (1) siley [edidiun|y jo Ansiulp
80T 'S ‘TT "0 ‘0T0C "9V SIu} yum daueldwod 9} Se yans ‘sausjui Jaylo
pue awoy sy} Jo uonesado s,8asuddl| aY} (9) YUM YoM 01 ANSIUIA dY) SMO||Y
[+] 01 se1eja1 1ey) pue sanoidde duisnoy
J9ISIUIN By 1eY1 pue SaysI|gelsa Aoylny ayl  Joluss Jo Aljigepiole syl Jojuow
1ey eudld pue $a8ssaooid Yim aduepiodde ul  pue uoneao| olydel3oad Aq J0108S
So1j109ds Jensigay ayi 1eyl uonewsoul ‘Jensigoy 3WOoY JusWaInal 3y} JO Spaau sewoy
3y} Aq paioads pouad awin ayl ulyum Yensigay  aimny199foid 01 uisnoy sioluss 1uswWainal Jo salel
3U1 9AI3 0} BWOY JUBWSINAI B JO 99SUdI| e 1Sanbai 40 Aiddns o Aousioiyns ayl |euas pue Aoueoen
awn Aue je few Jensi3ay ayl (T) 80T 'SYHY  dulwialep 01 ALoyINy ayl Smoj|y ON ON {P8109]|09 10U ele( /KouednaoQ

ejep Jo uonad|j0d ayj poddns

18y} fuoyiny pue Ansiuly 3y} usamyaq (NO)
Suipuejsiapuq Jo wnpueloway pue ‘070z

‘(VHY) 39y Sawop Juawaiay ayy ul (s)uonoas

SOWOH
JU3WAINAY JO JYSISIaAQ 10} Bjed
S1y} Suno)yuol\ Jo asueyodw|

éereq éereq

ureyqo (Ansuiiy)  wieaqo (Auoyyny)
Anqissesoy  Muoyny Kiojengay
pue sioluas 10}  SAWOH JU3WAINAY
Ansu ay3 saoq ayj saoq

ejeq sundajjo)
10} 3|qisuodsay
uoneziuegig
/Ansiug




ss9204d Juawdojanap Aaljod ayy
1noygnoiyy [Auoyiny] yyHY oyl 88edus 0 slioje
8|qeuOoseal a)ew [[eys JaISIUIN ayL (€). NOW

"SOWIOY JuUdWaINal

01 3unejai sienew Ad1j0d uo J8ISIUIN Y asIApe

0} a1e Aoyiny ay} Jo s1aafqo ay] (p)9T 's VHY
‘payynuapl-ap ale sa|yoid dy3 Ji dWOY dY}

JO SjuapIsal Jo sajiyoid [euonauNy pue [ealuld (q)
‘aWoy 8yl ul a|gejieAe sayew

995UdII| B 1.Y] SAIINIBS a1ed Jo SadAy ay) (B)

‘01 Se1ejal 1eyl pue sanoidde

JISIUIA BY1 1By} pue saysi|qeisa Aoy sy}
1By} BLISIUO pue $9s$9904d YlIM 89UBpPI0dJE Ul
sol0ads Jensiday ayl 1eyl uonewsoul Jensigay
a1 Aq paioads pouad awin ayy ulyIm ‘Jensiday
a1 AI3 01 BWIOY JUBWINBI B JO 99SUdJI| B 1Sanbal

SylomiaN
uoneigaiu| yyeaH |eao] ayl Aq
papuny asouy se yans siapiroid
99IM3S aled pue Auoyiny ayl
usamiaq sdiysuonejal gunpom
Aue a1ey|ioe} 01 pue sIoluss

£q pasinbal spaau aied ay)
puelsiapun 0} AISIUIA dY1 SMO||Y

[ERINVES
819 Jo puewsap pue A|ddns ayy
Jojluow 0} SaWoy uawalnal

ul 3uInl sluapIsal Aq pasinbal
Spaau 21ed dy) pueisiopun

sewoy
JUSWAINAI Ul 3Ied
awoy papuny
-NIH1 8uiAi@98)
slenpiaipul Aq
palinbal ad1M8s
aled Jo adAy yoes
JO SInoy JO # pue
S|enplaipul 0}
papiroid S82IMBS

awn Aue e Aew sensigay syl (1) 80T 'S VHY 0} Ayoyiny syl smojly ON +ON ZUHeaH ouewQ aled Jo adAL
UlesH

paynuapI-ap aie sa|iyoid ay) 4 swoy ay} 10 Ansiup o Aq

10 SJuapIsal Jo So|ijoid [euonauny pue [ealuld (q) uesy papuny Spaq aie)
[+] 01 se1eja1 1ey) pue sanoidde oueQ pue yyeaH Jo Aisiuly |euonisuel] wial

J9ISIUI 8Y) 1eY) pue Saysi|qeIss Auoyiny ayl 31 yum uonounfuod ui ssedoud -1Joys ayj se yans
1By} BLISIIO pue $9sS8904d YlIM 8IUBPI0IJE U sjuleidwod pue uopaadsul ayy ‘saLsIuIW Jay1o Aq
sol10ads Jensi3ay ayi 1ey) uonewsoul Jensigay ysnoayy 1ysisiano Alessageau ayy pazipisqns saoeds
3yl Aq pawoads pouad awip 8y} UlyUM ‘Jensiday apInoId pue SowWoy JudWaINRa) SJUBWIUIBNOZ awoy Juswiainai
a1 dAI3 0} BWIOY JUBWJIIBI B JO 99SUdJI| B 1Sanbal ur Suinll syuapisai Jo ajijoid ayy [90] pue SalsIuIW ur paoeyd
awn Aue 1e Aew Jensiday ayl (T) 80T "SYHY puelisiapun 01 ALoyIny syl SMoj|y ON ON [e1ouinoid snouep S1UBPISal JO #

ejep Jo uon}d9|jod ayj poddns

1eyy fuoyny pue Ansiulyl ayy usamiaq (NOIN)
Suipuejsiapun jo wnpueiowa\ pue ‘010z
‘(VHY) 19V sawo Juawailjay ayy ul (s)uonass

SaWOH
JUaWaiNayY Jo YSISIaAQ 10j eleq
sy} Supopuoly Jo ssuepodwy]

éeled
e1q0 (Ansuin)

éeleq
e3q0 (fpoyany)

Anqissasay  fuoyny Kioje|ngay

pue si01uas 10}
Ansiuiy ayy saoq

SBWOH JusWwaInay
ayy saoq

ejeq Sundeyjo)
10 3|qisuodsay
uonezjuesig
/knsiuin



N~
~

Retirement Homes Regulatory Authority

(@) 19°s

‘TT "0 ‘0T0OC "S)uspISai 8yl 199[3au J0u Op dwoy
3y} JO JJe1S 3y} pue 9asuddl| dY} 1eY) 8INSUD ||eys
3WOY JusWaInal e Jo 83suadl| A18A3 (Z) 19 'S VHY

Sumes awioy uswainal
JejnanJed e ut ,81e9 passiw

03 Jugisul foyiny ayy smojly

Pa199]|00 10U SI BB  PA193]|09 10U SI 1R

EIRE][o)
10U SI B1RQ

SOWO0Y Juawainal
ul 81ed papuny
Aj91eAud Buingoal
S|enpiaipul 01
pauue|d se
papiroid 10U aie)

() 19°s
‘TT "0 ‘0T0C "SIuUspISal 8y} 1a3[Fau J0u Op awoy
3y} JO JJe1S 8y} pue 93suddl| aY} 1Lyl aINSU? |leys
aWOoY Juswainal e Jo 8asuddl| £19AT3 (Z) 29 'S VHY

Sumaes awoy uswainal
JenonJed e uj ;a1eo passiw

01ygisul AyoyIny ayl smojly

ON

ON

<YHEH OoleuQ

sawoy
1UBWaIN3I Ul 8Ied
awoy papuny
-NIHT Suinigoal
S|enpiaipul 01
pauue|d se
papinoid J0uU ai1e)

ss9004d Juawdojanap Aaljod ayy
1noy3noay [Auoyiny] vyHY ay1 a3esus 0} suoye
a|qeuoseal ayew |[eys Jaasiully ayl ()2 NOW

"Sawioy Juawalnal

01 3unejai sienew Ad1j0d uo JSISIUI By SSIApe

0} a/e Aioyiny a3 Jo syasfqo ayL (p)9T 's YHY
‘paynuspl-ap ale sa|yoid ay3 JI awoy ayy

0 SJuapIsal Jo sajiyoid jeuonouny pue [eauld (q)
‘owoy ay} Ul ajqejiee sayew

99SUDII| BY) 1eY] SBIINBS B1ed JO S8dAl 8yl (e)

‘0] sa1e|al 1ey) pue sanoidde

J31SIUIN BY3 Jey} pue saysijgeiss Auoyiny sy}
1ey} eudlld pue $assaaoid Yyim aauepioade ul
$a11199ds Jensigay ayl 1ey) uonewJoul ‘Jensigay
ay1 Aq panioads pouad awn syl uiyum ‘Jensigay
3U} 9AI3 0} BWOY JUBWSJNAI B JO 99SUdI| e 1Sanbal
awn Aue 1e Aew sensigay 8y (T) 80T 'S YHY

ejep Jo uonda|j0d ayj poddns

jey} fiioyiny pue Ansiully ay) uaamiaq (NOW)
Suipuejsiapuq jJo wnpueiowa\ pue ‘pIoz

‘(VHY) 39y Sawioy Juawaigay ayy ui (s)uonoas

sJoluas Aq paiinbal saoIn9s a1ed
10 AljIgepioye ay) pue sioluas
Aq paiinbai spaau aied ayy
puejsiapun o) ANSIUI 8UY1 SMO||Y

S1USPISAI SLIOY 1UBWIINA)

0} 189 papuny Ajg1eaud jo
10edwi |eloueuly syl Ayuenb
palinbal a1ed

10 puewsap pue Addns ay1
J10jluUoW 0} SaWOoY UdWalNaI
u1 3uIAl sluapisal Aq paiinbal
Spaau aJed ay) pueisiapun

101 Aouny ayl smojly

SOWOH

JU3WAINDY JO JYSISIaAQ 10} Bjed
S1Y} Supo)yuol Jo asueyioduw|

éeeq

ureyqo (Ansiuin)
Aunqissasoy

pue sioiuas 10}
Ansuip ay3 saoq

Pa109]|00 10U S BIRQ  PA198]|09 10U SI L1

éeeq
uteyq (Kuoyyny)

fuoyyny Kiojengay

S3WOH Juswainay
ay} saoq

pa199]|02

10U S| eleQ
ejeq Sundajjo)
10} 3]qisuodsay
uoneziuegig
/Ansiug

SETTRUETTEINEY]
ur 8189 papuny
Aj91eaud Suinigoal
S|enplAipul 1o}
palinbal 92109
a1ed Jo adA) yoes
10 sInoy Jo # pue
S|enpiAipul 01
papinoid S9dIMeS
aled Jo adA




"SJUSPISAI BI0W 10 BUO J0 A1948S 10 Y328y ay} sazipredosl 1eyy uonoeul Jo uisned
2 10 UONORUI S3pNjoul pue SuIag-{[am Jo A1a4es ‘yijeay Jay Jo Sy Joj palinbal S0ULISISSe PUE 219 3} YIIM Juspisal e apiaoid 0} ain|iey 8y} SUBSW ‘S)UBPISal 0} UONR[a) Ul ,193[88U, ‘0T0Z 10V SaloH Juawaimay ayy Jad 9

"pakejap 40 ‘ajoym Jo 1ed Ul JayN8 ‘PanIWO S| 1.yl 81ed AIESSa0aU Se paulap Si 8180 PassIN ‘G

*pa109]|09 Aj|eanewalsAs Jou sI uonewloul ‘Apnis swn-auo SIYY UBYY JBYIQ "SOIMSS 9SO} JO 9d0DS Y1 pue Sawoy Juswalnel
Ul S391M3S 9189 SAPIA0ID OUM ‘SJUBPISSI SLIOY JUBWIBINLI JO SNIBIS Y}eay ay} pueisiopun 0} 1odal awn-suo e 8onpoid 0} Aisianiuf J81seNoN Yum diysiaunied yoieasas Jeak-omy e ojul paisjud Auoyiny syl ‘gTog Ul v

‘8umes a1eudoidde ay) 0] srow 1o swoy
uimal 0} Apeas ale foyy [nun a1ed seudoidde 919931 0) (BWIOY JUSWINLI B SB YINS) AUNWWO0D dY) Ul Pag a1ed-UonIsues) e 0} paq |eidsoy e woij sAoW ued oym syusned aie susined pag-aied-|euonisuel) ‘Wiskoys ¢

"Y}eaH Jo Ansiuly 8y 01 papiroid si yyjesH oueuQ Aq paios|jod uonewlou| g

020¢ ‘Gz Ae|y uo siseq
aW[-8UO B U0 SaWOY Juawainel Aq peviodaljes ejep fouednaoo pelosiiod AOUINY 8y ‘Sawoy juaweinal oj A3erens Sunse 61-QIAOD U} 8¥epdn 0} BIep UIEIO 0} Lo Ue Ul “Pajos|jod Ajaunnol Jou si eep USnouiy '

[-] @8sua9l| Aue Jo 83us1adwod
pue A10iSIy |eloueul 1930eIeYD 8 03Ul
SUONe3ISaAul 19Npuod pue sauinbul ayew (e)

siojelado

‘few Jensigay sy ‘1B Udaq aWOY 1UBWIBINSI JO

aABY GE UO0NIBS Jo {7 01 T sydeiesed ul euayud (siskjeue Apinbij
aU] JOUIBYM BUILLIBYSP 01 JapIO U] (T) L€ 'S VHY paoe|dsip ai1e SyuapISal pUE SJUBWIALE]S
[**] 18w udaq aney pue UMOop 1Nys ale Sawoy MO[} yseo

BLBIUO 3UIMO||0} 8Y} PUB 7€ UONIBS YUM PalidWod  JUSWIINSI SI9YM SSIURISWNIIID ‘SjusWale]S SSO|
sey ealdde ayy “ensigay ayi Jo uoiuido ayy ui i ploAe 01 Si01eiado awoy pue ujoid ‘ajdwexs
1uedidde ue 0} swoy juswalinal J19ads e aesado 1UBWaINAI JO AljIgeIA [RIOURUL p8199]|02 10}) uonewuoyu
0} 80UB|| B BNSS| ||eys Jensi3ay 8YL GE'SYHY 9yl SSasse 0] AoyINy 8yl SMO|lY  Pa199]|09 10U Sl ele@  Paldaj|09 Jou S eleq 10U S| elRQ [eloueuld

e}ep Jo uo1}a3||09 ayj Moddns SOWIOH éeled éeled ejeq Sunaajo)

jey} fioyiny pue Asiully ayj uaamiaq (NOI) Juawiainay Jo Jysisianp Jojyejeq  ulelqo (Answuily)  ureqo (Huoyiny) 10} a|qisuodsay

Suipuejsiapun jJo wnpueiowd |\l pue ‘pIoZ sy} Suriopiuoj Jo asueysodwy] Anqissasay  MQuoyiny L10)engay uoneziuesgig

‘(VHY) 19V sawoH yusawaifpay 3y} ui (s)uonass pue si101UdS 10}  SIWOH JU3WAIIY /Ansiug
Ansiuiy ay3 saoq ay} saoq




=
=
o
=
=
=
<<
o)
S
o
ot
o
=
a0
[«5)
o=
n
<5}
£
(=}
= =
et
=
<5}
=
<5}
S
=
[5)
o=

70T e/u

PaA|0Sal [|2 SUI3IU0D

10 ‘paljusp! SUIBIU0I ou ‘[eroidde JeBeurw SUIMO||0) JO YIBBINO SANIROI]

(Ajuo sasea yoeanno
9A11or0Id 109]9S)
pasinbai dn moj|o} ON

skep Jlepus|ed

T ueyl Jaduo| ou Ing Aieuonalosip ‘Aousnbaly

9Se2I09P URD ‘UoNENYS 8Y) IN0Qe UoKReWIoUI

Suiuieg pue swoy sy yum aseq Suiyonoy

6CS Jayy “Adam si Ajjeniur Aouanbaly yneyaq

‘wea) diysiapes| Aio1eingal Aq pa1e|eass-ap usaq Sey INg Buald YSU-ysiy S19a\

"¥SU Y31y J0 WinIpaw oy SPjOYSaly} 8y} 18w 10U SeY swoy Ing ‘uoneniis
)SI 9]qISsod e Inoge paAladal Indul asnedaq pauado usaqg Ssey ased Juaplou|

dn mojj04 :m07

skep

lepuajed Tg uey) Ja3uo| ou Inq Aleuonaiosip

“AMoam-1q 10 Apoam 01 Ajjeaidfy Aouanbaly

9S22J29P URD ‘UONENYIS 8Y) INOCR UONRULIOLUI

Suiuled pue awoy ayl yum aseq Suiyonoy

oIT 18y “Ajtep st Ajlenul Aousnbayy ynejeq

d0uauadxa 10

93pamouy S}oe| 1l 8Sneaq Uone|sI3s| 10 SaAIBIIQ YIM Jueljdwod 10U S| dWOH e
‘wea) diysiapes| A101einal Aq pa1e|eass-op USaQ SeY INQ BLU1LI YSU-YSIY S1I99|\ e

92In0S 0} ue|d aAeY 10U SBOP pue puey uo 3dd Jo Alddns skep />
BUBLLO YSU-YSIY 199W 10U SBOP INQ ‘PAIAUSPI SUIBIU0D FUILeIS e
aWoy ay} 0} payoene awoy aied-wisl-3uo] e

BLB1UO YSI-YBIY 199W 10U SBOP INQ YeaIgINo Ul—yeaiqing e
:PalSIeS S| M0|aq Y} JO duo Aue Ing ‘eusiud ¥SU-ySiy 198w 10U $90Q

dn mojjo4 :wnipapy

skep Jepus|ea T ueyl

Jaguo| ou Inqg Aleuonasosip siauyed Jueaajal

pue awoy awainal yum auoyd Aq aseq yanoy

1€ Jeingay “Ajiep si Ajjemur £ousanbaiy ynejeq

020z ‘o€ das

dn mojjo4 jo £ouanbai4
JO Se SOWOH JO #

10U 10 YBe2IgIN0—Uuone|sI3a| 10 SeARdaIIg MOJ|0) 01 Buljimun
(wea) diysiapea| A101e[n3a1 JO UONLBIISIP 1B) UONUSNIE RIPA\
UORUBNE JUBWUIBA0Z /A|IQISSEIIY puUB SIOIUDS JO) ANSIUIN o
ueld AouaBunuod Jie1s aAey 10U S90P SWOH e
pa10ajje SJUSPISal BWOY JO 040T< e

Apusuiwwyi 0s op 0} Spusiul Jo

awoy ay) 1suleSe Japio ue panssi sey YijeaH a1jand ‘YyijeaH aijand Woij uiaguoy) e

Kem au uo saijddns aiow aARY 10U SS0P BWIOY dY) pue

‘(3dd) wawdinba aanosioid jeuossiad Jo (shep t7-T) Alddns Jo agelloys [eonU) e

S|ang| guiyels alwapued-aid

10 €/ aney o) Ajiqeur “a°1 ‘jaAs] SuilLIS YlM UoReNus aiIp [enualod sa1eoipul
a0y Jo S)nsal 1891 QIA0D Sulpuad sey jyeis awoy Jo Auolew - Suiels

aInso[d 1dnige |enualod/1spualing e
:MO|3q 8y} Jo auo Auy
elsly

wea) diysiapes|
sfwowyny ayy 0}
uone|easy :ysiH
[9AaT ySIY
6T-AIN0D

fuoyiny A101e|nZay SOWOH 1UBWAINBY :90IN0S

|9POIAl JUBWISSASSY YSIY 6T-AIN0ID f1oyny L10)e|nSay SAWOH Juawaiiay :2 xipuaddy




Appendix 8: Roles and Responsibilities of Ministries and Organizations

Relevant to Retirement Homes and Seniors During COVID-19

Source: Ministry for Seniors and Accessibility

Minister for Seniors
and Accessibility/
Ministry for Seniors and
Accessibility (Ministry)

Works with ministry partners, including the Ministry of Health and the Ministry of Long-Term Care,
to set policies and guidelines to support prevention and containment of COVID-19 in retirement
homes

Advocates for retirement home sector needs across government

Oversees the Retirement Homes Regulatory Authority and collaborates with it on data analysis and
information sharing

Retirement Homes
Regulatory Authority

Communicates expectations to retirement homes
Addresses reports of harm or risk to residents
Prepares risk assessments of retirement homes for potential COVID-19-related crisis

Provides guidance to retirement homes to support compliance (such as screening, infection
control, testing)

Works with local agency partners including public health to provide direction and support
retirement homes in crisis

Issues enforcement orders to homes to ensure care needs of residents are met

Gathers and provides the Ministry with daily updates on outbreak data from retirement homes
(homes are required to report this as per the emergency order 0. Reg. 118/20).

Ministry of Long-Term
Care

Works with the Ministry for Seniors and Accessibility to set policies, develop and disseminate
guidance and resources related to COVID-19 prevention and containment for long-term-care
homes and retirement homes, using advice and direction from the Ministry of Health and the Chief
Medical Officer of Health.

Chief Medical Officer of
Health

The Retirement Homes Act, 2010, regulation was amended in March 2020 to require all retirement
home programs for infection prevention and control to follow the guidance, recommendations and
directives provided to the homes by the provincial Chief Medical Officer.

Local Health Integration
Networks (LHINS), now
part of Ontario Health

The province provided LHINs with the ability to direct home-care service-provider organizations to
reassign and redeploy front-line staff to areas where they are most needed, including retirement
homes.

The province provided the LHINs with the ability to seek Ministry approval to enter into an
agreement to purchase some or all home-care services from a retirement home operator on a
temporary basis.

Appoints care co-ordinators or care co-ordination teams to each retirement home as the point of
contact for the retirement home

Establishes and expands full-time, shift-based care by LHIN-contracted service-provider
organizations working in retirement homes

Collaborates with community partners to assist in crisis situations within retirement homes,
including finding alternative accommodations in the community

Local Public Health
Units

Under the Health Protection and Promotion Act, local public health units (headed by the local
medical officer of health) can use broad order powers. For example, they can require persons

or a broad class of persons (for example, retirement home operators) to do or not do anything
specified in the order in respect of a communicable disease. This can include requiring closing
premises, isolating persons who may have the disease, and requiring persons subject to an order
to be under the care of a physician or do anything so as not to expose others to infection.

If there is an outbreak, an order can require an institution (including a retirement home) to take
any actions specified in the order for the purposes of monitoring, investigating and responding to
an outbreak.

Hospitals

On April 16, 2020, the government issued a memo to hospitals to temporarily pause discharging
patients to long-term-care homes and retirement homes. On April 23, 2020, the government
issued a memo to hospitals to resume discharging patients to retirement homes (but not long-
term-care homes) if certain conditions are met.




Retirement Homes Regulatory Authority

Appendix 9: Long-Term-Care and Retirement Home Operators Facing

Class-Action Lawsuits, June 2020

Prepared by the Office of the Auditor General of Ontario

# of Licensed

Retirement Homes
Operator Owned in Ontario Details

Sienna Senior Living 22 The law office of Thomson Rogers has issued a class-action proceeding claiming
$20 million on behalf of two plaintiffs representing all residents of Altamont
Care Community long-term-care home and their families. As of June 2020, 53
residents at Altamont had died as a result of contracting COVID-19 and related
illnesses.
The lawsuit alleges that Altamont:

* failed to implement screening measures of its staff and basic social
distancing practices, including separating infected and non-infected residents;

¢ had severe under-staffing; and
¢ failed to provide basic personal protective equipment to staff.

Sienna Senior Living  Sienna: 22 Diamond & Diamond Lawyers issued a $150-million class-action lawsuit on

and Revera Revera: 68 behalf of six plaintiffs, including two whose fathers lived at Madonna Care
Community long-term-care home and died after contracting COVID-19. As of June
2020, 47 residents and two staff members had died of COVID-19. The lawsuit
alleges that Revera and Sienna were negligent in failing to:

» follow acceptable practices regarding the prevention and containment of
contagious respiratory iliness, such as COVID-19;

* properly and adequately plan for and respond to the COVID-19 pandemic;

¢ have adequate staff within the homes to care for the residents in a safe and
competent manner; and

e communicate adequately with families of residents.

Chartwell Retirement 94 Neinstein Personal Injury Lawyers issued a class-action lawsuit against Chartwell
Residences and has proposed that 27 of Chartwell’s long-term-care homes be included in the
lawsuit. The lawsuit alleges that facilities had systemic failures including:

¢ inadequate infection outbreak planning;

* inadequate screening and testing of residents, staff and visitors;

¢ inappropriate isolation and control measures;

* insufficient staff levels;

¢ failures to transport patients to hospital; and

¢ lack of appropriate personal protective equipment for residents and staff.

Oxford Living 15 Will Davidson LLP issued a $20 million class-action lawsuit against Oxford
Living on behalf of a plaintiff representing all residents of Lundy Manor and their
families. As of May 31, 2020, 18 residents at Lundy Manor had died as a result
of contracting COVID-19.

The lawsuit alleges that Lundy Manor had lax infection-prevention standards and
held card games, communal dining and group events even as health authorities
warned otherwise.




Appendix 10: Infection Prevention and Control Measures Required of
Retirement Homes during COVID-19

Prepared by the Office of the Auditor General of Ontario

Effective Date Authority

For Staff

Ensure sufficient personal protective equipment (PPE) is Mar 30, 2020 Directive #3!

available

Require staff to wear mask and/or other appropriate PPE Mar 30, 2020 Directive #3

Actively screen? staff Mar 30, 2020 Directive #3
Other Authorities

Restrict movement between facilities Apr 22,2020 0. Reg. 146/20 under the Emergency
Management and Civil Protection Act

For homes in outbreak, test selected staff May 14, 2020 Ontario Public Health®

Provide training in infection control Jun 8, 2010 Retirement Homes Act, 2010, s. 65(2)(h)

Provide hand sanitizer Jun 8, 2010 0. Reg. 166/11, s.27(6)(7) under the
Retirement Homes Act, 2010

For Residents

Ensure sufficient PPE is available Mar 30, 2020 Directive #3

Isolate infected residents Mar 30, 2020 Directive #3

Isolate admitted and re-admitted residents for 14 days on Mar 30, 2020 Directive #3

arrival at home

Actively screen residents Mar 30, 2020 Directive #3

Test residents within 14 days from arrival Apr 8, 2020 Directive #3
Other Authorities

For homes in outbreak, test selected residents May 14, 2020 Ontario Public Health®

Provide information on maintaining proper hand hygiene and Jun 8, 2010 0. Reg. 166/11, s.27(6)(7) under the

hand sanitizer Retirement Homes Act, 2010

For Visitors

Restrict non-essential visitors from entering homes when in Mar 30, 2020 Directive #3

outbreak

Actively screen? essential visitors Mar 30, 2020 Directive #3

Require essential visitors to wear mask and/or other Mar 30, 2020 Directive #3

appropriate PPE
For Facility at Corporate Level

Have a plan and use, to the extent possible, staff and resident ~ Mar 30, 2020 Directive #3
cohorting as part of their approach to preparedness as well as
to prevent the spread of COVID-19 once identified in the home

Other Authorities
Consult with local medical officer of health or designate about ~ May 16, 2011 0. Reg. 166/11, s.27(2) under the
identifying and addressing health-care issues in retirement Retirement Homes Act, 2010

home in order to reduce the incidence of infectious disease
outbreaks in the home




Retirement Homes Regulatory Authority m
Effective Date Authority

Establish a written surveillance protocol to identify, document May 16, 2011 0. Reg. 166/11, s. 27(4) under the
and monitor residents who report symptoms of respiratory or Retirement Homes Act, 2010
gastrointestinal illness

1. COVID-19 Directive #3 for Long-Term Care Homes under the Long-Term Care Homes Act, 2007, issued under Section 77.7 of the Health Protection and
Promotion Act. On March 19, 2020, the regulation under the Retirement Homes Act, 2010 was updated to require retirement homes to take all reasonable
steps to follow existing and future COVID-19 directives issued to long-term-care homes.

2. For example, take an individual’s temperature at regular intervals.

3. Testing of COVID-19 is administered by local public health units. On May 14, 2020, the Ministry of Health released a COVID-19 Provincial Testing Guidance
Update. Symptomatic residents living in or persons working in congregate living settings should be tested as soon as possible if they are experiencing any
symptom or sign compatible with COVID-19. In the event of an outbreak of COVID-19 in a retirement home, asymptomatic contacts of a confirmed case,
determined in consultation with the local public health unit, should be tested including: all residents living in adjacent rooms, all staff working on the unit/
care hub, all essential visitors who attended at the unit/care hub and any other contacts deemed appropriate for testing based on a risk assessment by local
public health.



Appendix 11: Board of Directors of Retirement Homes Regulatory Authority,
July 2020

Prepared by the Office of the Auditor General of Ontario

Board-Elected or

Member  Minister-Appointed Background Member Since
1 Minister-appointed Legal, tax May 2020

2 Minister-appointed Long-term care, Registered Nurse Jul 2020

3 Minister-appointed Military, engineering, manufacturing Jul 2020

4 Minister-appointed Governance, public policy Dec 2013

5 Board-elected Financial management Jun 2018

6 Board-elected Senior living sector,* municipal government Dec 2012

7 Board-elected Senior living sector* Dec 2012

8 Board-elected Senior living sector,* legal Dec 2019

9 Board-elected Senior living sector* Dec 2012

* Senior executives of companies that operate retirement homes only or both retirement homes and long-term-care homes.
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Appendix 12: Key Responsibilities of Ministry for Seniors and Accessibility and

Retirement Homes Regulatory Authority in Their Memorandum of Understanding

Prepared by the Office of the Auditor General of Ontario

Responsibilities
Ministry for Seniors and Accessibility (Ministry)

Frequency

Recommend regulatory changes to the Lieutenant Governor in Council and propose legislative Not specified
changes to the Legislative Assembly

Co-ordinate policy, legislative and regulatory reviews and make changes if necessary Not specified
Conduct performance, governance, accountability or financial reviews (including audits) and Not specified
recommend changes as a result

Minister should meet semi-annually with the Board Chair Semi-annual
Retirement Homes Regulatory Authority

Provide Ministry with a three-year* strategic plan Not specified
Provide Ministry with a business plan and annual report Annually

Conduct an effectiveness survey of its stakeholders. The effectiveness survey of its stakeholders
shall be facilitated by an independent third party

Once every three years

Appoint a Complaints Review Officer

Term of at least 3 years

Appoint a Risk Officer

Term of at least 3 years

Appoint a Registrar

Term length not specified

Establish an advisory committee to advise the Authority Not specified
Provide Ministry with performance measures with year-over-year comparison if information is Quarterly
available

Maintain appropriate performance measurements, governance, and financial and risk Not specified
management processes with sound internal controls

Follow a communication protocol with the Ministry for serious incidents Ongoing
Hold a general meeting open to the general public Annually

* While the MOU requires a three-year strategic plan, the Ministry and the Authority agreed to a five-year plan.
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