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 Public Report 
 

Report Issue Date: September 25, 2025 
Inspection Number: 2025-1051-0005 
Inspection Type:  
Complaint 
 
Licensee: Axium Extendicare LTC II LP, by its general partners Extendicare LTC 
Managing II GP Inc. and Axium Extendicare LTC II GP Inc. 
Long Term Care Home and City: Iler Lodge, Essex 

 

INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): September 16, 17, 18, 19, 
22, 23, 24, and 25, 2025. 
 
The following intake(s) were inspected: 

• Intake #00157868 -complaint related to residents’ rights and allegations of 
abuse 

• Intake #00157895 -complaint related to residents’ rights and allegations of 
abuse 

 
 

The following Inspection Protocols were used during this inspection: 

Resident Care and Support Services 
Medication Management 
Prevention of Abuse and Neglect 
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INSPECTION RESULTS 
 
WRITTEN NOTIFICATION: Residents' Bill of Rights 
NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: FLTCA, 2021, s. 3 (1) 1. 
Residents’ Bill of Rights 
s. 3 (1) Every licensee of a long-term care home shall ensure that the following rights 
of residents are fully respected and promoted: 
 1. Every resident has the right to be treated with courtesy and respect and in a way 
that fully recognizes the resident’s inherent dignity, worth and individuality, 
regardless of their race, ancestry, place of origin, colour, ethnic origin, citizenship, 
creed, sex, sexual orientation, gender identity, gender expression, age, marital 
status, family status or disability. 
 
The licensee failed to ensure that a resident was treated with respect and dignity 
when there was an interaction that made the resident feel as though their pride was 
hurt.  
 
Sources: Critical incident report, the home’s investigation notes and resident 
interview. 
 

WRITTEN NOTIFICATION: Plan of Care 
NC #002 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 29 (3) 21. 
Plan of care 
s. 29 (3) A plan of care must be based on, at a minimum, interdisciplinary 
assessment of the following with respect to the resident: 
 21. Sleep patterns and preferences. 
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The licensee failed to ensure that three residents' plans of care included direction 
on their sleep patterns and preferences. 
 
Sources: Residents' plans of care and staff interview. 
 

WRITTEN NOTIFICATION: Administration of Drugs 
NC #003 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 
Non-compliance with: O. Reg. 246/22, s. 140 (2) 
Administration of drugs 
s. 140 (2) The licensee shall ensure that drugs are administered to residents in 
accordance with the directions for use specified by the prescriber. O. Reg. 246/22, s. 
140 (2). 
 
The licensee failed to ensure that a resident was administered their medication 
whole, as per the physician's order, when they were administered crushed.  
 
Sources: Resident's medication administration record and staff interviews.  

 
 


