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Dafe(s)' of inspection/Date(s) de Inspection No/ No de l'inspection Type of Inspection/Genre
Pinspection d'Inspection
Feb 22, 23, 24, Mar 7. 8,21, 23, 29, ADI' 5445 031104 0009 Complaint

20, 24, 25, 26, 27, 2012
Licenses/Titulalre de permis

2063414 ONTARIO LIMITED AS GENERAL PARTNER OF 2063414 INVESTMENT LP
302 Town Centre Blvd.,, Sulle #200, TORONTO, ON, L3R-0E8

Long-Term Care Home/Foyer de solns de longue durés

LEISUREWORLD CAREGIVING CENTRE - ELLESMERE
1000 Ellesmere Road, SCARBOROUGH, ON, M1P-5G2

Name of Inspectar(s)/Nom de PInspecteur ou des Inspecteurs
CHANTAL LAFRENIERE (194)

Inspection Summary/Résumé de 'Inspection

The purpose of this Inspectlon was to conduct a Complalnt Inspection.

During the course of the inspection, the Inspector(s) spoke with Adminlstrator, Director of Care (DOC),
Assistant Directors of Care(ADOC), Environmental Manager, Malntenance Supervisor, RAI Co ordinator, three
Reglstered Practical Nurses(RPN), six Personal Support Workers(PSW),L.aundry alde, Voluntesr, an Identifled
resident, Substitute Decision Maker (SDM) for identlfled resldent, Pharmacist.

During the course of the Inspection, the Inspector(s) raviewed ldsntlfled resldents clinlcal health record,relevant
policies,and observed the licensee’s response communleation system

The following Inspaction Protocols wera used during this Inspection:
Pravention of Abuse, Nedlect and Retallation ‘

Reporting and Complalnts

Responsive Behaviours

Findings of Non-Compllance were found during thls Inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES .
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‘Legend - o ' Legendéd

WN - Written Notificallon : WN —  Avls écrit

VPC — Voluntary Plan of Correction VPC — Plan de redressernant volonlalre

DR — Dlrector Relerral DR — Algulllage au dlrecteur

CO - Complianca Order - CO — Ordre de conformilé

WAO — Work and Aclivily Order WAOQ — Ordres : travaux el aclivités

Non-compliance wilh raquiremants under the Long-Term Care Lo non-respect des exigences de la Lol de 2007 sur les foysrs de
Homes Act, 2007 (LTCHA) was found. (A requirement under the}soins de longue durée (LFSLD) a été consfatd, (Une exigance de [a
LTCHA Includes the requirements contalned In the {tems listed in}lol comprend les exigences qul font partie des éléments énumérés |
the definitlon of "requireament under ihis Asl" in subsectlon 2(1) Idans Ia déflnlllon de « exigence prévue par la présente lof », au

of the LTCHA.) paragraphe 2(1) de ta LFSLD. . '

The following constitutes written notification of non-compllance  }Ce qui suit conslitue un avis dcrit de non-respact aux termes du
“under paragraph 1 of secllon 152 of the LTCHA. paragraphe 1 de ['article 162 de la LFSLD. oo

WN #1: The Llcenses has falled to comply with O.Reqg 79/10, s. 17. Communlication and response system
Specilfically falled to comply with the following subsections:

8. 17. (1) Every licenses of a long-term care homa shall ensure that the home Is equipped with a resident-ataff
communicatlon and response system that, ‘

(a) can be easlly seen, accessed and used by resldents, staff and visitors at all times;

(b) I= on at all times; ‘

(c) allows calls to be cancelled only at the point of activation;

{d} Is avallable at each bed, tollet, bath and showar locatlon used by residents;

(e) Is avallable In every area accesslble by residents;

(f) clearly indicates when activated where the slgnal Is coming from; and

{d) In the case of a system that uses sound to alert staff, Is properly callbrated so that the level of sound Is
audlible to staff. O. Reg. 79/10, 5. 17 (1). '

Findings/Faits =alllants :
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1. O. Rag 79/10, s.17 (1)(f) identifies that, the resldent-staff communlcatlon and response system clearly indicates when
aclivaled where the signal Iz coming from; and

0. Reg 78/10, s.17 (1)(g) indicates that, in Ihe case of a system (hat uses sound to alert siaff, il is calibraled so that lhe
level of sound is audible to staff,

On February 22, 2012 the inspeclor verified with the managers and direct care staff that the ficensee ulillzes pagers on
unil 1A as a component of the resldent-staff communlcation and response system, The Environmental Manager aiso
verifled that the resident-staff communication and response system had the capablilty of belng changed lo a system lhat
uses sound to alert the slaff. The inspeclor acllvated the residsnt-staff communlcatlon and response system in the
Aclivily roam an unit 1A, across from the nursing station. The sound audible from the panel at the nuraing station could
only be heard for 2-3 rings, within close proximity of the nuraing station, then became sllent. The Indlcator light outside
(he actlvation room remained on. Personal Support Workers on unit 1A verlfled that only one functional pager was
availabe for the three Personal Support Workers working the 700-1500 shift.

On March 5, 2012 the inspector aclivated the resident-staff communlcallon and response system in room # 126 in the
back hall of unlt 1A, The Indicator light was aclivated outside the resident room, but no audible sound could be heard In
the hall way. Nane of the three Persanal Support Workers working on unit 1A had access to funclional pagers. The
Director of Care activated the audible compenent to the resldent-staff communication and response system, after the
Inspector Inquired aboul the lack of functional pagers on unit 1A. The Inspector was Informed by the Director of Care
that the pagers from unit 1A, were broken and replacements had been ordered.

On February 22, 2012 unit 1A had one functional pager and the resldent-staff communication response system was nol
calibrated so that the level of sound was audlble to staff.

On March 05, 2012 the resldent-staff communication and response system when aclivated did not clearly Indlcate where

the signal was coming from and was not callbrated so that the level of sound was audlble to staff posing a potential high
risk {o the comfort, safely and wall being for resldents living in unit 1A at Leisure world Caregiving Center (Ellesmere)

Addltlonal Requlred Actlons:

CO #- 001 will be served on the llcenses. Refer fo the “Order(s) of the Inspector”.

WN #2: The Llcensee has falled to comply with O.Reg 79/10, s. 131. Adminlistration of drugs
Speclflcally falled to comply with the following subsectlons:

s. 131. (3) Subject to subsections (4) and (5), the llcensee shall ensure that no person administers a drug to a
resldent In the home unless that person is a physiclan, dentlst, reglstered nurae or a reglistered practlcal nurse,

0. Reg. 79/10, s. 131 (3).
Findings/Falts salllants :

1. The licensee falled to comply with O.Reg 131.(3) by ensuring that no person administers a drug lo a resldent In the
home unless thal person js a physlclan, dentist, ragistered nurse or registered practical nurse

The physlclan wrote an order far an identified medication and has Indicated on (he order that the famlly Is to supply.

Reglstered Pracllcal Nurses interviewed have confirmed (ha! they do not administer the ldenlified medication (o the
resident as ordered.

The Substitute Declslon Maker(SDM) for the resident has confirmed that the SDM adminlsters the jdentifled medlcation
to the resldent daily .
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Additlonal Required Actlons:

VPC - pursuant fo the Long-Term Care Homes Act, 2007, S.0, 2007, c.8, s.152(2) the licenseo Is hereby
requestad to prepare a wrltten plan of correciion for achleving compllance by ensuring that no person
administers a drug to a resldent In the home unless that person is a physliclan, denllst, reglstered nurse or
reglstered practical nurse, to be implemented voluntarlly.

WN #3; The Llcensee has failed to comply with O.Reg 79/10, s, 132, Natura! health products

Findings/Falts salllants : <132 (s

1. The licenses falled to comply-with O.Reg, 3:342(1 y ensuring that where a resldent wishes to use a drug that is a
nalural health product and that has not been prescribed, there are wrlllen policies and procedures lo govern the use,
adminlstralion and storage of the natural health product.

The substitute decision maker (SDM)for an identified resldent has been providing the resident with natural health
producls on a dally basls

The Reglslered Practical Nurse, has confirmed that the SDM for the ldenlifled resident, has been giving the natura)
health products to the resldent dally.

The Dlreclor of Care has confirmed that the licensee does not have a palicy specific to govern the use, administration
and slorage of the natural health products,

WN #4: The Licensee has failed to comply with O.Reg 72/10, g, 53, Responslve hehaviours
Spacliically falled to comply with the following subsectlons:

s, 53. (4) The licensee shall ensure that, for each resldent demonstrating responslve bahavlours,

(a) the behavloural triggers for the resident are identifled, where possible;

(b) strategles are developed and Implemented to respond to these bahaviours, where possible; and

(¢) actlons are taken to respond to the needs of the resident, Including assessments, reassessments and
interventions and that the resident's responses to Interventions are documented. O. Reg. 79/10, s. 53 (4),

Findings/Falts saillants :
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1. The licensee falled to comply with O.Reg 79/10 s.53(4) by ensuring that resident #001 and #002 who were
demonsatrallng responsive behaviour, had triggers idenlifled, strategles developed and Implemented and acllons taken to
respond to thelr needs.

An incidenl oceurred in February 2012 in the aclivation room, between resident #001 and resident #002. Resident #001
was restless at the beginhing of the shiff, screaming loudly. The day staff reported (hat resident #001 had been very
loud that day. Resident #002 became agilaled by the screaming and a PSW who wilnessed the incldent states that
while she was sitting af the nursing station, she noliced that resident #002 walked Into the activalion room, picked up the
dangling end of resldent #001 scarf and pull li across the resldeni’s mouth. The PSW states thal resldent #002 did not
do il aggressively or forcefully. The PSW stales thal resident #001 did not fight back or become agitaled but did stop
velling. The RPN who was sitting at the nursing station with the PSW, separated the resldents, notifled ADOC and
assessed resldent #001 noling no slgns of Injury or distress.

Staff Interventions for resldent #001 descilbed as;

An RPN slales resident #001 will spend time visiting, watching TV In the TV room or in bed, The RPN slales that
resldent #001 Is easlly re-directed when asked lo stop chanting, but only for very short perlods of ime.

Another RPN stales lhat resident #001 screaming, Is constant on the unit, uniess (he family is present. The RPN stales
(hat as soon as the famlly Isaves agaln the screaming resiimes. The RPN slated that you If you approach resldent #001
and ask the resident to stop, the resident will stop for a brief lime and then the behaviour resumes.

Two PSW's Interviewed stated that resldent#001 Is brought (o the nursing station If the resident becomes 100 loud In the
bedroom room, or taken out of the dining room if the resident Is disruptive. The resident's response lo the Interventlons
are sometimes effective

The Plan of care for resident #001 identifies sacially Inappropriate or ﬂlsruptiVe behaviours with Interventions such
as;administering medicalions to calm lhe resident and staff are to watch and guard against upset resident from
approaching. The plan of care does nat ldentlfy triggers or interventions described by the staff.

The Critlcal Incldent submlited for the February 2012 Incldent stated that resident #002 "hecame agitated by the
screaming”. RPN's and PSW have stated that resident #002 Is resistive to care and will wander around ths unit.

The Plan of care for resldent #002 idenlifles thal ths resldent [s resislive to care and can become physlically aggressive
towards staff, with Interventions listed. The plan of care does not idenlify nolsy sltuations, as a lrigger for resldent #002
as demonstrated by the incidenl in February 2012 and there are no strategies developed and implemented for this
behavlour.

WN #5: The Licensee has falled to comply with O.Reg 79/10, s. 107. Reporis re critical incidents

Page 50of 7




Minlstry of Health and Minlstére de la Santé et des

™o
if":} s s Long-Term Care Soins de longue durée
~ Ontario -

Inspection Report under Rapport d’'inspectlion
the L.ong-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Specifically falled to comply with the following subsections:

s. 107. (4y A llcensee who Is requlred to Inform the Director of an Incldent under subsection (1) or (3) shall,
within 10 days of becoming aware of the incident, or sooner if required by the Director, make a report In writing
to the Director setting out the followlng with respect to the Incldent:

1. A description of the Incldent, Including the typé of Incldent, the area or locatlon of the lncldent the date and
time of the incident and the events leading up to the incident.

2, A description of the Individuals Involved In the Incldent, Including,

l. names of any resldents Involved In ths incldent,

il. names of any staff members or other persons who were present at or dlscoverad the Inclident, and

111, names of staff members who responded or are responding to the Incident.

3. Actlons taken In response to the Incldent, Including,

i. what care was given or actlon taken as a rasult of the incident, and by whom,

il, whether a physlclan or reglstered nurse [n the extended class was contacted,

11l. what other authorities were contacted about the Incldsnt, if any,

Iv. for incldents Involving a resident, whether a famlly member, person of importance or a substitute decision~"
maker of the resldent was confacted and the name of such peraon or persons, and

v. the outcomae or current status of the Individual or Indlvlduals who wers Involved In the Incldent.

4. Analysls and follow-up action, including,

I. the Immediate actlong that have been taken {o prevent recurrence, and

li. the long-term actlons planned to corract the sltuatlon and prevent recurrenca.

5. The name and title of the person who made the initial report to the Director undar subsectlon (1) or (3), the
date of the report and whether an Inspector has been contacted and, If so, the date of the contact and the name
of the Inspector. O. Reg. 79/10, s. 107 (4).

Findings/Falts salllants ;

1. The licenses falled to comply with O.Reg 79/10,5.107(4)1.2. by providing the correct date and ime and providing the
name of the resident involved in the incident

Interview conductad with RPN and PSW Indlcated that an Incldent occurred beiween two residents, In February 2012 at
the beginning of the evening shift. The aggressor of lhe incident was not identified.

The Crilical Incident submilted Indicates the incldent occurred at 2320 hours, staff confirm Incldent occurred at 1530
hourg, The Cl does not idenlify the resident who was the aggressor in the incident.

WN #6: The Licensee has falled to comply with LTCHA, 2007 §.0. 2007, c.8, s. 6. Plan of care
Specifically falled to comply with the following subsectlons:

s. 6. (1) Every licenses of a long-term care home shall ensure that thers Is a written plan of care for each
resident that sets out,

{a) the planned care for the resldent;

{b) the goals the care Is Intended to achleve,; and

{c) clear directlons to staff and others who provide dlrect care to the resident. 2007, . 8, 5. 6 (1).

Findings/Falts salllants :
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1. The licensee has falled to comply with LTCHA S.0.2007,¢.8,5.6.(1)(c) by ensuring that the writlen plan of care for
resident #001 provldes clear dirsction to staff and olhers who provide direct care.

The inspector was provided with a written plan of cars for resldent #001 on February 22, 2012 and a compulerized plan
of care for resident #001 on February 23, 2012. There were areas of discrepancies noted in the two plans of care for
resident #001 as follows; ,

- The written plan of care for resident #001 slales that the resldent requires 2 staff plvot transfers for tollsting and
transferring. The computerized plan of care for resldent #001 states that the staff are lo use mechanical lift for
transferring and toileling. Interviews conducted with staff have confirmed that ataff are mechanically (ransfen‘lng the
resident for toileling and transfers at (his Ume.

- The written plan of care for resident #001 indicales that the resident has no behaviours, and the compulerized plan of
care for resident #0071 identifies soclally Inappropriate or disruptive behaviours with Interventions such as; administering
medlcatlons to calm lhe resldent and staff are to waich and guard against upset resident from approaching. Interview
with RPN and PSW confirms that resident frequently has epizodes of yelling and calling aut, where staff will bring the
resident out of the dining room when disruptive or bring resldent lo nursing slation lo be monltored by staff.

-The written and compulerized plan of care have not idenlilled the SDM’s request to be nollfied with all care needs.

SDM was not Informed of the Incldent that occurred in February 2012 between resldent #001 and resldent #002,
Immediately as per the SDM's direction.

Issued on thls 1st day of May, 2012

Slgnature of Inspectr(s)lignature de 'inspecteur ou des Inspecteurs
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Ministry of Health and
My Long-Term Care

s

/7 Ontario Order(s) of the Inspector

Pursuant o seclion 153 and/or
saclion 154 of the Long-Term Care
Homes Act, 2007, S.0. 2007, c.8

Health System Accountability and Performance Divislon
Performance Improvement and Compllance Branch

Ministére de la Santé et
des Soins de longue durée

Ordre(s) de I'inspecteur

Aux termes de l'adicle 153 ef/ou

de I'arlicle 154 de Ja Loi de 2007 sur les foyers
tle soinis de longue durée, L.O. 2007, chap. 8

Divizion de la responsabllisation et de la performance du systédme de santd

Diraction de I'amélioration de la performance et de fa canformlté

Publlec Copy/Cople du public

Name of Inspsctor (iD #)/

Nom de Pinspecteur (No) : CHANTAL LAFRENIERE (194)
Inspection No. /
No de I'inspection : 2012_031194_0009
Type of inspectlon/
Genre d'Inspaction! Complaint
Date of Inspection /
Date de I'inspection Feb 22, 23, 24, Mar 7, 8, 21, 23, 29, Apr 20, 24, 25, 26, 27, 2012
"Llcensee /
Tltulalre de permis : 2063414 ONTARIO LIMITED AS GENERAL PARTNER OF 2063414
INVESTMENT LP
302 Town Centre Bivd.,, Suite #200, TORONTO, ON, L3R-0ES8
LTC Home / :
‘Foyer de SLD : LEISUREWORLD CAREGIVING CENTRE - ELLESMERE

1000 Ellesmere Road, SCARBOROUGH, ON, M1P-5G2

Name of Administrator/
Nom de Padministratrice

ou de I'adminlstrateur : DENISE BROWNA DUOO.L»\M,, érezzr\

To 2063414 ONTARIO LIMITED AS GENERAL PARTNER OF 2063414 INVESTMENT LP, you are hereby required to

comply with the following order(s) by the date(s) set out below:
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Ministry of Health and fdinistére de la Santé et

My Long-Term Care des Soins de longue durée
iz Onta”O Order({s) of the Inspector Ordre(s) de l'inspecteur
Pursuant to section 163 and/or Aux termes de l'article 153 el/ou
seclion 154 of the Long-Term Care de l'arlicle 154 ds la Lol de 2007 sur les foyers
Homes Act, 2007, S.0. 2007 ¢.8 tle soins de longue durée, L.O. 2007, chap. 8
Order #/ Order Type/
Ordre no : 001 Genre d’ordre : Compliance Orders, s. 153. (1) (a) -

Pursuant {o/ Aux termes de :

O.Reqg 79/10, s. 17. (1) Every licensee of a long-term care home shall ensure that the homs Is equlpped with a
resident-staff communication and response system that,
(a) can bo easlly seen, accessed and used by resldents, staff and visitors at all times;

(b) Is on at all times;

{c) allows calls 1o be cancellad only at the paini of aclivation;

(d} Is avallable at each bed, toilet, bath and shower localion used by residenls;

(e} is available in every area accesslble by residents;

(f) clearly indicates when aclivated where the signal Is comlng from; and

(g) In the case of a system lhat uges sound to alert staff, Is properly calibraled so that the levsl of seund Is audible

to staff. O. Reg. 79/10, . 17 (1).
Order / Ordre :

The licensee will snsure that the home Is equipped with a resldent-slaff communicalion and response system
that, clearly Indlcates when actlvated where the signal is coming from and Is properly calibrated so that the level

of sound is audible to slaff.

Grounds / Motlfs :
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Ministry of Health and Ministére de la Santé et

Long-Term Care des Soins de longue durée
i?f Oﬁtal’!O Order(s) of the Inspector Ordre(s) de l'inspecteur
Pursuant lo seclion 163 and/or Aux termes de f'arlicle 1563 el/ou
section 154 of the Long-Term Care de 'arlicle 154 da la Loi de 2007 sur les foyers
Homes Act, 2007, S.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

1. O. Reg 79/10, s.17 (1){f) identifies thal, the resident-staff communication and response syslem clearly
Indicates when aclivated where the signal Is coming from; and

0O, Reg 79/10, .17 (1)(g) indicates that, in the case of a system that uses sound to aleri staff, it is calibrated so
that the level of sound Is audible to staff.

On February 22, 2012 the Ingpector verified wilh the managers and direct care slaff that the licensee ulilizes
pagers on unlt 1A as a companent of the resldent-slaff communicallon and response system. The
Environmenlal Manager also verified thal the residenl-staff communication and response system had the
capability of belng changed to a system (hat uses sound [o alert the staff. The inspeclor aclivaled the resident-
staff communlcation and response system In the Aclivity room on unit 1A, across from the nursing station. The
sound audible from the panel at the nursing stalion could only be heard for 2-3 rings, within close proximity of the
nursing station, then became sllent. The Indicator light oulside the activation room remained on. Personal
Support Workers on unit 1A verified that only one funclional pager was avallable for the three Personal Support
Workers working the 700-1500 shift,

On March §, 2012 the inspector activated Lhe resldent-staff communication and responge system In room # 126
in the back hall of unit 1A. The indicalor light was aclivaled oulside the resident room, but no audible sound
cauld be heard In the hall way. None of the three Personal Support Workers working on unit 1A had access to
functional pagers. The Director of Care actlvated he audlble component to the resldent-staff communication
and response system, after the inspeclor inquired about the lack of lunctional pagers on unit 1A. The inspector
was Informed by the Director of Care that the pagers from unlt 1A, were broken and replacements had been
ordered.

On February 22, 2012 unit 1A had one funclional pager and the resident-ataff communicalion response sysiem
was hot calibrated so that the level of sound was audible to stalf.

On March 05, 2012 the resldent-staff communlcation and response system when activated did nol clearly
Indicate where (he slgnal was coming from and was not callbraled so hat the level of sound was audible to staff
posing a potential high risk to the comfort, safety and well being for residents living in unit 1A al Leisure world

Careglving Center (Ellesmere) (194)

This order must be complied with by /
Vous devez vous conformer 2 cet erdre d'ici le : May 04, 2012
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Ministry of Health and Ministére de la Santé et

M Long-Term Care des Soins de longue durée
' Oﬂ’tai’!O Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant (o seclion 153 and/or Aux termes de F'arlicle 153 ol/ou
seclion 164 of the Long-Term Care de 'arlicle 1564 da la Loi de 2007 sur les foyers
Homes Act, 2007, S.0. 2007, c.8 do soins de longue durée, L.O. 2007, chap. 8

REVIEW/APPEAL INFORMATION

TAKE NOTICE:

The Llcensee hasg the right lo request a raview by the Dlractor of this (these) Order(s) and lo request thal the Direclor stay Ihls (these) Order(s) in
accordance with ssction 163 of the Long-Term Care Homes Act, 2007.

The request for reviaw by the Dlreclor musl be made In wrillng and be servad on the Dirsctor wilhin 28 days from the day the ordsr was servad on the
Licansea,

The wrllten request for review must Includs,

(=) the portlons of the order in respecl of which the review (s requested;
(b} any submisslons thal the Licensee wishes ihe Direslor lo consider; and
() an addrass lor services for the Licenses.

The wrillen reques! for review musl be servad parsonally, by registered mall or by fax upon:

Direclor
aflh and Long-Tam Care J s B&,{@«D

Fax: 416-327-7603

When service Is made by reglslered mail, it is deemed o be mads on the fifth day afler the day of mailing and when service Is made by fax, lils
desmed lo be made on the firsl buslness day afler Ihe day ths fax {s senl. If the Licenses Is not served with wrliten nellce of lhe Direclors decision
within 28 days of racelpl of the Licensea's requesl for review, his(these) Order(s) ls{are) daemad lo be confirmed by the Direclor and the Licensee ls
desmed to have besn seérvad with a copy of lhal declsion on tha explry of the 28 day period.

The Licenses has tha rlghi (o appeal the Direclors decislon on a requesi for revlaw of an Inspacior's Order(s) lo lhe Heallh Services Appeal and
Review Board (HSARB) In accordance wilh secllon 164 of the Long-Term Care Homess Adl, 2007, The HSARB Is an indspendanl Iribunal not
connecled wilh the Minislry. Thay are eslablishad by leglstalion lo review mallers conceming health care servicas. If tha Licensee decides lo requesl a
hearing, he Llcensee must, within 28 days of being served wilh (he nofice of the Director's declsion, give & wrillen nolice of appeal lo boih:

Heallh Services Appeal and Revliew Board  and the Direclor

Dlreclor

Allenllon Regislrar

151 Bloor Sireet West
ath Floor rovement and Compllanca Branch

Toronlo, ON M5S 275 i eallth and Long-Tarm Cars

<Ser bl

Upon receipl, ihe HSARB will acknowledge youir notica of appeal and will provide Inslruclions regarding the appeal process, The Licensee may fearn
more aboul the HSARB on the webslis www.hsarb.on.ca.

Toronlo, ON M4V 2Y2
Fax: 416-327-7603

Director

¢/o Appeals Clerk

Pgrformance Improvement and Compliance Branch
Ministry of Health and Long-Term Care

1075 Bay Street, 11" Floor

Toronto ON M5S 281

Fax: (416) 327-7603
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Ministry of Health and Ministére de la Santé et

Long-Term Care des Soins de longue durée
if* Ontario  orders) of the Inspector Ordre(s) de I'inspecteur
Pursuant lo seclion 153 and/or Aux lermes de f'arficle 153 ellou
seclion 154 of the Long-Term Care de l'article 154 de la Loi do 2007 sur les foyers
Homes Act, 2007, S.0. 2007, c.8 tle soins de longue durée, L.O. 2007, chap. 8

ENTS sU = L’APPEL

PRENDRE AVIS

En vartu ds ['article 163 de 1a Lol de 2007 sur les foysrs de soins de longue durds, ls titulalre de permis peut demander au direcleur de réexaminer
Pardre ou log ordres qull a donné el d'en suapandrs I'exécullon.

La demanda de rdaxamen doil élre présenlée par dcril el a5t signifiée au direclaur dans les 28 jours qui suivenl la significallon de l'ordre su ulaire de
permis.

La demands de réaxamen 4ot conlenir cs qul sull:

a) les padles ds I'ordre qui fonl 'objal de la demande de réexamen;
b} les observallons que fe iilulalre de permis souhaile que le direcleur examine;
o) I'adresse du {ilulalre do parmia aux fins de significalion.

La demands écrile esl slgnifide en parsonne au envayée par courrler recommandé ou par llécopieur au :

Direcleur

afs Coordinaleur dss appels .
Diraction de I'amélioralion de la performance al de la conformité
Mintslére de la Sanlé el des Solns de longue durée

65, avenue Si. Clair Ouesl

da dlage, bureau 800

Toronlo (Onlario) M4V 2Y2

T&lécopleur : 416-327-7603

Les demandes envoyées par counder recommandé soni répuléas avolr 614 slgnifides Is cinquiéme Jour sufvan I'envol el, en cas de lransmission par
lel&copieur, la significallon est r8pulés laile le jour ouvrable sulvant l'snvel, Sile (ilulsire de permis ne regoll pas d'avis écril de la déclslon du direcleur
dans les 28 jours sulvanl Ia slgnificalion de la demanda da réexamen, 'ordre ou les ordras sonl répulds confirmés par le direcleur. Dans ca cas, e
titulzlre ds permis esl répulé avolr regu une cople de la décision avani 'explralion du délal de 28 jours.

En vertu de l"arlicle 164 de la Lol de 2007 sur les foysrs de solns de longue durée, le llulalre de permls a le droll d'Interjeler appel, auprés de la
Caommlsslon d'appel ¢l de révision des services de santé, de la décision rendue par e diraclaur au sujel d'une demande da réexamen d'un ordre ou
d'ordraz donneg per un inspecleur. La Commisslon esl un tibunal Indépendant du ministdre, I a élé élabll en veriu de fa lol et if a pour mandal de
trancher des litllges concarnant les services de 3anlé. Le lllulalre de permis qul décide de demander une audlence doll, dens les 28 jours qui sulvent
celul ofi lul a &8 slgnlfé I'avls de déoislon du directeur, falre parvanir un avls d’appel écit aux deux endrolts guivanls ;

A 'allenflon du reglstralre Direcleur

Commisslon d'appel el de révislon des services de santé a/s Coordinaleur des appels

151, rue Bloor Quest, %e élage Direcllon de 'amélioralion de 1a performance el de la conformilé
TYoronlo (Onlaric) M5S 276 Minlslére de fa Sanlé el des Solns de longue durde

55, avenue Sl. Clalr Ouast
Be élage, bureau BOO
Toronio (Ontarlo) M4V 2Y2
Télacopleur : 416-327-7603

La Commission accusera rdceplion des avis d'appel el lransmellra des Instruclions sur la fagon de procéder pour Interjeler appsl. Les litulaires de
permis peuvent sa ransslgner sur la Commission d'appel el de révislon des services de sanlé en consullant son slte Web, au www.hsarb.on.ca.

Issued on this 27th day of Aprll, 2012

Slignature of Inspector/
Slgnature de I'inspecteur : Cw @@‘M‘L’\"-’ ( Q}q
Namo of Inspecior/

Nom de I'inspecteur ; Chanlal Lafrenlere

Service Arsa Offlce/
Bureau réglonal de services:  Ottawa Service Area Office
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