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Date(s) of inspection/Date(s) de 
l'lnspectlon 

Inspection No/ No de !'inspection 

Feb 22, 23, 24, Mar 7, 8, 21, 23, 29, Apr 
20 24 25 26 27 2012 
Llcensee/Tltulalre de pennis 

2012 031194 0009 - -

Ml nistere de la Sante et des 
Soins de longue duree 

Rapport d'lnspectlon 
prevu~ le Loi de 2007 les 
foyers de soins de longue 

Buteau regiona[ de services d'Oltawa 
347, rue Preslon, 41llm lllage 
OTTAWA, ON, K1S-3J4 
Telephone: (613) 569-5602 
T6I6copfeur: (613) 569-9670 

Public Copy/Copie du public 

Type of Inspection/Genre 
d'Inspectlon 

Complaint 

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 dur6e 

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

Name of lnspector(s)/Nom de l'lnspecteur ou des lnspecteurs 

CHANTAL LAFRENIERE '194} 
Inspection summary/Resume de l'f nspectlon 

The purpose of this Inspection was to conduct a Complaint Inspection. 

During the course of the inspection, the lnspector(s) spoke wlth Administrator, Director of Care (DOC), 
Assistant Directors of Care(ADOC), Environmental Manager, Maintenance Supervisor, RAI Co ordinator, three 
Registered Practical Nurses(RPN), six Personal Support Workers(PSW),Laundry aide, Volunteer, an Identified 
resident, Substitute Decision Maker (SOM) for identified resident, Pharmacist. 

During the course of the Inspection, the lnspector(s) reviewed Identified residents cllnlcal health record,relevant 
policies,and obseived the licensee's response communication system 

The following Inspection Protocols ware used during this Inspection: 

Prevention of Abuse, Neglect and Retallatron 

Reporting and Complaints 

Responsive Behaviours 

Findings of Non-Compllance were found during this Inspection. 

NON-COMPLIANCE / NON-RESPECT DES EXIGEN.CES 
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Legend • 

WN - Written Notlllcallon 

Ministry of Health and 
Long-Term Care 

Inspection Report under 
the Long~Term Care 
Homes Act, 2007 

Legend6 

WN - Avis ecrit 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d1lnspectlon 
prevue le Loi de 2007 les 
foyers de soins de longue 

VPC - Voluntary Plan of Correction 
DR - Director Referral 

VPC - Plan de redressemenl volonlalre 
DR - A!gulllage au dlrecteur 

co - Compliance Order co - Ordre de conrormlle 
WAO - Work and Activity Order WAO - Ordres : travaux el actlvltes 

Non-compliance wilh requirements under the Long-Term Care Le non-respect des exigences de la Loi de 2007 sur les foyers de 
Homes Act, 2007 (L TCHA) was found. (A requirement under the solns de longue duree (LFSLD} a e!e constale. (Une exigence de fa 
L TCHA Includes the requirements contained In the Items llsled in lol comprend les exigences qui rant partie des elements enumeres . 
the deflnlllon of •requirement under this Acl" In subsection 2(1) dans la deflnlllon de« exigence prevue par la presenle lol 11 1 au 
or the L TCHA.) paragraphe 2(1) de la LFSLD. • 

The following constitutes wrillen notification of non-compliance 
. under paragraph 1 of section 152 of the L TCHA. 

Ce qui suit conslilua un avis acril de non-respect aux termes du 
paragraphe 1 de !'article 152 de la LFSLD . 

WN #1: The Llcensaa has falled to comply with O.Reg 79/10, s. 17. Communication and response system 

Specifically failed to comply with the following subsections: 

s. 17. (1) Every licensee of a long-term care homo shall onsura that the home Is equipped with a resident-staff 
communication and response system that, . 
(a) can be easily seen, accessed and used by residents, staff and visitors at all times; 
(b) Is on at all times; 
(c) allows calls to be cancelled only at the point of activation; 
(d) Is avallable at each bed, tollat, bath and shower location used by residents; 
(a) Is available In every area accessible by residents; 
(f) clearly Indicates when activated where the signal Is corning from; and 
(g) In the case of a system that uses sound to alart staff, Is properly calibrated so that the lavel of sound Is 
audlble to staff. 0. Reg. 79/10, s. 17 (1). 

Findings/Faus salllants : 
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1. 0. Reg 79/10, s.17 ( 1 }(f) identifies that, the resident-staff communication and response system clearly indicates when 
activated where the signal Is coming from; and 

0. Rag 79/10, s.17 (1 }(g) indicates lhat, in lhe case of a system that uses sound to alert slaff, i! is calibraled so that lhe 
level of sound is audible to staff. 

On February 22, 2012 the inspector verified with the managers and direct care staff that Iha licensee ulillzes pagers on 
unit 1A as a component of the resident-staff communication and response system. The Environmental Manager also 
verlned that the resident-staff communication and response system had lhe capablllty of being changed lo a system lhat 
uses sound to alert lhe slaff. The inspector acllvated the resident-staff communication and response system in the 
Activity room on unll 1A, across from the 11urslng station. The sound audible from the panel i:it the nursing station could 
only be heard ror 2-3 rings, within close prol<imily of the nursing station, then became sllent. The Indicator llghl outside 
lhe activation room remained on. Personal Support Workers on unit 1A verified that only one functional pager was 
availabe for the three Personal Support Workers working the 700-1500 shift, 

On March 5, 201.2 lhe inspector ac!ivated the resident-staff communlcallon and response system in room# 126 in lhe 
back hall of unit 1A The Indicator llght was activated outside the resident room, but no audible sound could be heard In 
lhe hall way. None of lhe three Personal Support Workers working oh unit 1A had access to funcllonal pagers. The 
Director of Care activated !he audlble component to the resident-staff communication and response system, a~er the 
Inspector Inquired about the lack of functional pagers on unit 1A. The Inspector was Informed by the Dlrector or 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 resident-staff communication response system was nol 
calibrated so that the level of sound was audible to staff. 

On March 05, 2012 lhe resident-staff communication and response system when activated did not clearly Indicate where 
!he signal was coming from and was not callbrated so that the level of sound was audible lo staff posing a potential high 
risk to !he comfort, safely and well being for residents living in unit 1A af Leisure world Caregiving Center (Ellesmere} 

Additional Required Actions: 

CO#• 001 wfl( be served on the 1/censee. Refer to the "Order(s) of the Inspector". 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 131. Administration of drugs 

Speclflcally falled to comply with the following subsections: 

s. 131. (3) Subject to subsections (4) and (5), the llcensee shall ensure that no person administers a drug to a 
resident In the home unless that person is a physician, dentist, registered nurse or a registered practlcal nurse. 
0. Reg. 79/10, s.131 (3). 

Flndlngs/Falts salllat1ts : 

1. The lfcensee falled to comply with O.Reg 131.(3) by ensuring that no person administers a drug lo a resident In the 
home unless that person is a physician, dentist, registered nurse or registered practical nurse 

The physician wrote an order for an identified medication and has l11dlcaled 011 lhs order that the famlly Is to supply. 

Registered Pracllcal Nurses interviewed have confirmed thal they do not administer the ldenllfied medication lo the 
resident as ordered. 

The Substitute Decision Maker(SDM) for the resident has confirmed that the SOM administers the,ldentlfled medication 
to the resident daily . 
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VPC • pursuant to the Long-Term Care Homes Act, 20071 S.O. 2007, c.8, s.152(2) the licensee Is hereby 
requested to prepare a written plan of correction for achieving compliance by ensuring that no person 
administers a drug to a resident In the home unless that person is a physician, dentist, registered nurse or 
regfstered practical nurse, to be Implemented vo/untarlly, 

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

Flndl11gs/Falts salllants :. 
5

_
1

3.;z (\h 
1. The licensee falled to comply wllh O.Reg, s.342(1'.ffi'y en~uring that where a resident wishes to use a drug !hat is a 
natural hearth product and that has not been prescribed, lhare are written policies and procedures lo govern lhe use, 
administration and storage or the natural health product. 

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

Th1:1 Registered Practical Nurse, has confirmed that the SOM for tha ldenllfled resident. has been giving the natural 
health products to the resident dally. 

The Director of Care has confirmed that the licensee does not have a policy specific lo govern the use, administration 
and storage of the natural health products. 

WN #4: The Licensee has failed to comply with O.Reg 79/10, s, 53, Responsive behaviours 

Spaclflcally fa lied to comply with the following subsections: 

s, 53. (4) The licensee shall ensure that, for each resident demonstrating responsive behaviours, 
(a) the behavloural triggers for the resident are identified, whare posslble; 
(b) strategies are developed and Implemented to respond to these behaviours, where posslble; and 
(c) actions are taken to respond to the heads of the resident, Including assessments, reassessments and 

Interventions and that the resident's responses to Interventions are documented. 0. Reg. 79/10, s. 53 (4), 

Findings/Felts saillants : 
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1, ,he licensee falled to comply wi!h 0.Reg 79/10 s.53(4) by ensuring that resident #001 and #002 who were 
demonstrating responsive behaviour, had triggers ldentlOed, slrategles developed and Implemented and actions taken to 
respond to their 11eeds. 

An incidenl occurred in February 2012 in lhe activation room, between resident #001 and resident #002. Resident #001 
was restless at the beginning of the shift, screatnlng loudly. The day staff reported that resident #001 had been very 
loud that day. Resident #002 became agilaled by the screaming and a PSW who witnessed the incident states that 
whlle she was sitting at the nursing station. she nollced that resident #002 walked Into the activation room, picked up the 
dangling end of resident #001 scarf and pull It across the resident's moulh. The PSW slates thal resident #002 did 110t 
do it aggressively or forcefully. The PSW stales that resident #001 did not fight back or become agitaled but did stop 
yelling. The RPN who was sitting at the nursing stallon with the PSW, separated the residents, notified ADOC and 
assessed resident #001 noting no signs of Injury or distress. 

Staff Interventions for resident #001 described as; 

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

Another RPN states that resident #001 screaming, Is constant on the unit, unless (he family is present. The RPN stales 
lhat as soon as lhe family leaves again lhe screaming resumes. The RPN stated that you If you approach resident #001 
and ask lhe resident to stop, the resident will stop for a brief lime and then lhe behaviour resumes. 

Two PSW's Interviewed stated Iha! resldent#001 Is brought lo the nursing station If !he resident becomes too loud In the 
bedroom room, or taken out of lhe dining room if lhe resident Is disruptive. The resident's response lo lhe Interventions 
are sometimes effective 

The Plan of care for resident #001 idenlifres socially Inappropriate or disruptive behaviours wrth Interventions such 
as;adrninistering medicalions lo calm lhe resident and staff are to watch and guard against upset resident from 
approaching. The plan of care does not Identify triggers or intervenllons described by the staff. 

The Crltlcal Incident submllted for the February 2012 Incident stated that resident #002 "became agitated by lhe 
screaming". RPN's and PSW have stated that resident #002 Is resistive to care and will wander around the unit. 

The Plan of care for resident #002 ldenllfles that the resident Is reslsllve to care and can become physlcally aggressive 
towards staff, wllh Interventions llsted. The plan of care does not Identify noisy situations, as a trigger for resident #002 
as demonstrated by lhe incident in February 2012 and there are no strategies developed and implemented for lhis 
behaviour. 

WN #5: The licensee has falled to comply with O.Reg 79/10, s. 107. Reports re critical incidents 
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s. 107. (4) A llcetisee who Is required to Inform the Director of an Incident 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 following wlth respect to the Incident: 
1. A description of the lncldetit, Including the type of lncldetit, the area or location of the Incident, the date and 

time of the incident and the events leading up to the incident. 
2, A description of the lndlvlduals Involved In the Incident, Including, 
I. names of ahy residents Involved lti the lncldetit, 
ii. names of any staff members or other persons who were present at or discovel'ed the lncldent1 and 
Ill. names of staff members who responded or are responding to the Incident. 
3. Actions taken In response to the Incident, Including, 
L what care was given or action taken as a result of the incident, and by whom, 
II, whether a physician or registered nurse In the extended class was contacted, 
Ill. what other authorities were contacted about the lticldent, If any, 
Iv. for Incidents Involving a resident, whether a famlly member, person of importance or a substitute decision• 
maker of the resident was contacted and the name of such person or persons, and 
v. the outcome or current status of the lndlvldual or Individuals who were lnvol11ed In the Incident. 
4. Analysts and follow-up action, including, 
I. tho Immediate actions that have been taken to prevent recurrence, and 
ii. the long-term actions planned to correct the situation and prevent recurrence. 
5. The name and title of the person who made the initial report to the Director under subsection (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. 0. Reg. 79/10, s. 107 (4). 

Findings/Faus salllants ; 

1 .. The licensee failed to comply with O.Reg 79/1O,s.107(4 )1.2. by providing the correct date and lime and providing the 
name of the resident involved in the incident 

Interview conducled with RPN and PSW Indicated thal ah Incident occurred between two residents, In February 2012 at 
the beginning of the evening shift. The aggressor of lhe incident was not identif1ed. 

The Critical Incident submllted Indicates Iha incident occurred at 2320 hours, staff conllrm Incident occurred at 1530 
hours. The Cl does not idenlify the resident who was the aggressor in lhe incident. 

WN #6: The Licensee has falled to comply with L TCHA, 2007 S.O. 2007, c.6, s. 6. Plan of care 

Speclflcally failed to comply with the following subsections: 

s. 6. (1) Every licensee of a long-term care home shall ensure that there Is a written plan of care for each 
resident that sets out, 
(a) the planned care for the resident; 
(b) the goals the care Is Intended to achieve; and 
(c) clear directions to staff and others who provide direct care to the resident 2007, <.. 8, s. 6 (1). 

Findings/Falls salllants : 
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1. The licensee has falled to comply with L TCHA S.O.2007,c.8,s.6.(1 )(c) by ensuring that the written plan of care for 
resident #001 provides clear direction to staff and others who provide direct care_ 

The inspector was provided with a written plan of earn for resident #001 oh February 22, 2012 and a cornpulerlzed plan 
of care for resident #001 on February 23, 2012. There were areas of discrepancies noted in lhe two plans of care for 
resident #001 as follows; 
- 'The written plan of care for resident #001 slates that the resident requires 2 staff pivot transfers for tolle1trng and 
lransferrlng. The computerized plan or care for resident #001 states that !he staff are lo use mechanical lift for 
transferring and toileting. Interviews conducted wilh staff have confirmed that staff are mechanlcally transferring the 
resident for toileting and transfers at lhls lime. 

- The written plan of care for resident #001 indica!es that the resident has no behaviours, and lhe compulerized plan of 
care for resident #001 identifies soclally Inappropriate or disruptive behaviours with Interventions such as; administering 
medications to calm the resident and staff are to Walch and guard against upset resident from approachfng. Interview 
With RPN and PSW confirms that resident frequently has episodes of yelling and calling out. where staff wifl bring the 
resident out of the dining roorn when disruptive or bring resident lo nursing slatlon lo be monllored by staff. 

-'The written and computerized plan of care have not idenllned the SDM's request lo be nollfled with all care needs. 
SDM was not Informed of the Incident that occurred In February 2012 between resident #001 and resident #002, 
Immediately as per the SDM's direction. 

Issued on this 1st day of May, 2012 

Signature of lnspector(s)/Signature de l'inspecteur ou des lnspecteurs 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant lo section 153 and/or 
section 154 of the Long~ Term Care 
Homes Act, 2007. S.O, 2007, c_8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de l'ariicle 153 et/ou 
de l'arl.icle 154 de la Loi cle 2007 sur /es foyers 
de soins de longue duree, LO. 2007, chap. 8 

Health System Accountability and Performance Division 
Performance Improvement and Compliance Branch 

Division de la responsabl!lsallon et de la performance du systame de sante 
Direction de l'amellorallon de la performance at de la conformlta 

Name of Inspector (ID#)/ 
Norn de l'inspecteur (No) : 

Inspection No, / 
No de !'inspection : 

Type of Inspection / 
Genre d'lnspactlon: 

Date of Inspection / 
Date de l'lnspectlon ; 

·licensee/ 
Tltulalre de permls : 

LTC Home/ 
• Foyer de SLD : 

Name of Administrator/ 
Norn da l'admlnlstratrlce 
ou de l'adminlstrateur : 

CHANTAL LAFRENIERE (194) 

2012_031194_0009 

Complaint 

Publlc Copy/Cople du publlc 

Feb 22, 23, 24, Mar 7, 8, 21, 23, 29, Apr 20, 24, 25, 26, 27, 2012 

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

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

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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Order# I 
Ordre no: 001 

Pursuant to I Aux termes de : 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant lo section 153 andfor 
section 154 of lhe Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de fa Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 el/oo 
de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de lomue dun~e, LO. 2007, chap. 8 

Order Type/ 
Genre d'ordre : Complla11cs Orders, s. 153. (1) (a) • 

O.Reg 79/10, s. 17. (1) Every licensee of a long-term care home shall ensure lhat the home Is equipped wi!h a 
resident-staff communication and response system that, 
(a) can be easlly seen, accessed and used by residents, staff and visitors at all times; 
(b) Is on at atl times; 
(c) allows calls to be ca11celfed only al the poinl of activation; 
(d) Is available at each bed, toilet. bath and shower localion used by residenls: 
(e) is available in every area accasslble by residents: 
(f} clearly Indicates when aclivated where the signal Is corning from; and 
(g) In lhe case of a system lhat uses sound to alert staff, Is properly calibrated so that the level of sound Is audible 
to slaff. 0. Reg. 79/10, s. 17 (1). 

Order I Ordre : 

The Ucensee will ensure that lhe home Is equipped with a resldent-slaff communication and response system 
that, clea,ly Indicates when activated where the signal is coming from and Is properly callbrated so that the level 
of sound is audible to staff. 

Grounds I Motifs : 
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Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant lo section 153 and/or 
section 154 of lhe Long-Term Care 
Homes Ac/, 2007, S.O, 2007, c.8 

Ministere de la Sante et 
des Soins de tongue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 et/ou 
de l'arlicle 154 cle la Loi cle 2007 sur Jes foyers 
de soins de loroue ctun~e, L. o. 2007, chap. 8 

1. 0. Reg 79/10, s.17 ( 1 )(f) identifies that, the resident-staff communication and response system clearly 
Indicates when activated where the slgnal Is coming from; and 

0, Reg 79/10, s.17 (1 )(g) indicates lhat, in lhe case of a system that uses sound to alert staff, it is calibrated so 
that the level of sound Is audlble to staff. 

On February 22, 2012 the Inspector verified wilh lhe managers and direct care staff that the licensee uiilizes 
pagers on unll 1A as a component of the resldenl-slaff communication and response system. The 
Environmenlal Manager also verified lhal the residen!-staff communication and response system had the 
capablllty of being changed to a system !hat uses sound to alert lhe staff. The inspector aclivaled lhe resident­
staff communication and response system In lhe Activity room on unit 1A, across from !ha nursing station. The 
sound audible from lhe panel at lhe nursing stalion could only be heard for 2-3 rings, within close proximity of the 
nursing station, lhen became sllent. The Indicator light ouls!de the activation room remained on. Personal 
Support Workers on unit 1A verifted that only one funclional pager was avallable for the three Personal Support 
Workers working the 700-1500 shift. 

On March 5, 2012 Iha inspector activated lhe resident-staff communication and respon~e system In room# 126 
in the back hall of unit 1 A. The indicalor light was aclivaled oulside lhe resident room, but no audible sound 
could be heard In the hall way. None of the three Personal Support Workers working on unit 1A had access to 
functlonal pagers. The Director of Care activated lhe audible component lo the resident-staff communication 
and response system, after lhe inspector inquired about the lack of runclional pagers on unit 1A. The inspector 
was Informed by lhe Director of Care that the pagers from unit 1A, were broken and replacements had been 
ordered. 

On February 22, 2012 unit 1A had one funclional pager and the resident-staff communicalion response system 
was not callbrated so that lhe level of sound was audible lo staff. 

On March 05, 2012 the resident-staff communication and response system when activated did not clearly 
Indicate where lhe slgnal was coming from and was not callbraled so lhat 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 
Careglvlng Center {Ellesmere) (194) 

This order must be complied with by/ 
Vous devez vous conformer a cet ordre d'ici le : May 04, 2012 
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TAKE NOTICE: 

Ministry of Health and 
Long-Term Care 

Order{s) of the Inspector 
Pursuant lo seclion 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de flinspecteur 
Aux termes de !'article 153 el/ou 
de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de lorx,ue duree, LO. 2007, chap. 8 

REVIEWfAPPEAL INFORMATION 

The Licensee haa Iha righl lo request a review by Iha Olteclot ol lh[s (these) Order(s) and lo requesl lhal the Director slay lhls (these) Order(s) in 
acc.ordance with section 163 ol lhe Long-Term Care Homes Acl, 2007. 

The requesl for rnvlew by the Director must be made In wrlllng and be seNed on the Director wilhin 28 days from !he day lhs order was ssr,1ad on the 
Licensee, 

The wrl!ten requesl for review most Include, 

(a) lhe por1Ions of the order in respecl of which !he review Is requested; 
(b) any submissions lhal lhe Licensee wishes lhe Director lo cons[der: and 
(c) an address foc seNlces for Iha Licensee. 

Tne wrillen request lor review musl be sel".'ed personAlly, by regis\ered mall or by rax upon: 
Dlreclor 
c/o Appeals Coord or 
Performance I rovement and Compliance Branch 
Ministry of allh and Long-Term Care 
65 SI. r Avenue West 
Sul 00, 8lh Floor 

ronlo, oN M4V :2Y2 
Fax; 416-327-7603 

Whan service Is made by reglalered mail, ii is deemed lo be made on Iha flflh day after 1he day of mailing and when service Is made by fax, II ls 
deemed lo be made on the firsl business day after Iha day the fax fa senl. If the Licensee Is nol served wllh wrluen nollce or the Director's decision 
wlthln 28 days of recalpl of the Licensee's request for review, lhls(lhese) Ordar(s) ls(are) deemed lo be confirmed by lhe Director and lhe Licensee Is 
deemed to have been served with a copy of lhal decision on lhe expiry or the 28 do1y period. 

The Licensee has the right lo appeal lhe Director's decision on a requesl for review of en lnspaclor's Order(s} lo the Heallh Services Appeal and 
Review Board (HSARB} In accordance wilh secllon 164 of Iha Long-Term Cara Homes Acl, 2007, The HSARB Is an lndependenl lrlbunal not 
connected wilh the Ministry. They are aslabllshi:id by leglslalion lo review mailers concerning heallh care si:irvlces. If Iha Licensee decides lo requesl a 
hearing. lhe licensee must, wllhln 28 <laye of being seived wllh lhe notice of lhe Director's decision, give a wr'illen nolice of appeal to bolh: 

Health Services Appeal and Review Board and lhe 

Allenllon Registrar 
151 Bloor Slrnll\ Wes{ 
9th F=I0O( 
Toronto, ON M5S 2T5 

Oireclor 

Director 
c/o Appi:ials Coord or 
Performance rovemenl and Compliance Branch 
Ministry eallh and Long-Term Care 
65 lair Avonui:i Wi:isl 

te 800, 8Ih Floor 
Toronto, ON M4V 2Y2 
Fax: 416-327-7603 

Upon receipt, !he HSARB wlll acknowli:idge your nollca of Bppeal and will provide lnslrucllons regarding lhe appeal process, Tha Licensee may learn 
more aboul the HSARB on Ihe website www.hsarb.on.ca. 
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Director 
c/o Appeals Clerk 
P7r:ormance Improvement and Compliance Branch 
Mrrnstry of Health and Long-Term Care 
1075 Bay Street, 11 th Floor 
Toronto ON M5S 281 
Fax: (416) 327-7603 
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tr Ontario 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant lo seclion 153 and/or 
section i54 of lhe Long-Term CBre 
Homes Act, 2007, s.o. 2007, c.8 

Ministere de la Sante et 
des Soins de longue dun~e 

Ordre(s) de l'inspecteur 
Aux lermes de !'article 153 el/ou 
de !'article 154 de la Loi de 2007 surles foyers 
cle soins de longue duree, LO. 2007, chap. 8 

RENSEIGNEMENTS SUR LE REEXAMEN(L'APPEL 

PRENDRE AVIS 

En vartu da l'artlcle 163 de la Loi de 2007 sur !es foyers de soins de tongue dur~e. le !llulafre de permis peut demander au dkecieur de reexaminer 
l'ordre ou les ordres qu·u a donne e( d'en suspandre l'execullon. 

La demanda de rl1ielCamen doil 81re presentea par ~cril el est signiliee au dlrecleur dans las 28 Jours qui suivenl la slgnlflcaUon de l'ordre au litulaire de 
parmls. 

La demande de r~axaman dolt c.onlenir ce qui sull: 

a) las parties de l'ordre qui fonl l'objel da la demende de (eexamen; 
b) les observallons que le lllulalte de perrnia souhaile que le dlrnclau, exsmlm,; 
c) l'adresse du lllulalrn da psfmls aux fins de slgnlf!callon. 

la demende {write est slgn!nee en personne ou envoyee par courrter rncommanda ou pi,r leleoopieur au: 

Direcleur 
a/s Coordlnalaur das appals 
Dltecllon de r.imelioralion de la performance el de la oonformite 
Minlslere de la Sante el des Solos de longue duree 
65, avenue SI. Clalt Oueal 
Ba t.tage, bureau 800 
Toronto (OnlaJio) M4V 2Y2 
Telecopleur: 416-327-7603 

Les demandes envoyees par counfar recomrnande sont reputees avolr tilti sl9n!Oees le cinquieme /our sulvanl l'anvol al, en cas de lransmisslon par 
lelecopieur, la slgnfflcallon est tlipulee raile le jour ouvrable sulvanl l'anvol. Sl le Htulaire de permls ne rn{X}ll pas d'av1s eoril de la decision du dlreclaur 
dans les 28 ]ours sulvanl la slgnificalion de la demanda de raexarnen, l'ordre ou les ordras sonl rtiputes c.onfirmes par le dlrecleur. Dans ce caa, le 
lllulalre de permis esl repute avolr recu une cople de la decision avant l'explrallon du delal de 28 jours. 

En vertu de l'arllcle 164 de la Loi de 2007 sur fes foyers de solos de fongue duree, le lllulalre de perm ls a le droll d'lnterjeler appel, aupres de la 
Commission d'appel el de revision des services de sanle, de la decision rendue par la dlracteur au suJel d'une demande de r~axaman d'un ord,e ou 
d'otdras donnes par un inspecleur. La Commission esl un tribunal lndependanl du rnlnlst~re. II a ele elabll en vertu de la /ol et II a pour mandal de 
trencher des lillges concemanl les services de sanle. le lltulalre de parmla qui decide de demander uns audience doll, di,ns las 28 ]ours qui sulvenl 
celul ou lul a ell! slgnlfia l'evls de decision du dlrec(eur, faire parvenir un avls d'appel ecrll aux daux androlls suivanls; 

A l'allenllon du raglstrelta 
Commission d'appel el de revision des servlcas de sanle 
151, rue Bloor Ouest, 9e elage 
Toronlo (Onlario) M5S 2T6 

Direcleur 
a/s Coordlnalaur des appals 
Dlrecllon de l'ernelioralion de la performance at de la conformlle 
Mlnlstare de la Sanle el des Solns de longua durl1ie 
55, avenue SI. Clair Ouesl 
Be elage. bureau 800 
Toronlo (Ontario) M4V 2Y2 
Tatecopleur; 416-327-7603 

La Commission accusera recepllon des avis d'appel el lransmeUra des lnslrucllons sur la raeon de proceder pour lnlarjaler eppel. Lee litulalres de 
permis peuvent se ransalgnar sur la Commission d'appel al de revli;lon des services de san(e en consultant son site Web, au www.hsarb.on.ca. 

Issued on this 27th day of April, 2012 

Signature of Inspector/ /"'I ~ D 
Signature de l'lnspactaur : L,_.,~ (_ { q, ~ 
Natne of Inspector I 
Norn de l'lnspecteur; Chantal Lafrenler~ 

Service Area Office I 
Bureau regional de services : Otlawa Seivlce Ar.ea Office 

Page 5 of/de 5 


