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conformité

Public CopyiCople du public

Date(s) of inspection/Date(s) de Inspection No/ No de l'inspection  Type of Inspection/Genre
Pinspection d'inspection
Jan 25,31, Feb 1, 3, 7, Mar 13, 2012 2012_086107_0003 Complaint

Licenses/Titulaire de permis

REGENCY LTC OPERATING LP ON BEHALF OF REGENCY
100 Milverton Drive, Suite 700, MISSISSAUGA, ON, [5R-4H1

Long-~Term Care Home/Foyer de soins de {ongue durée

THE WATERFORD
2140 Baronwood Drive, OAKVILLE, ON, L6M-4V8

Name of Inspector(s)/Nom de Pinspecteur ou des nspocteurs
;MECHEU-E WARRENER (107}

The purpose of this Inspection was {o conduet a Complaint inspection.

During the course of the inspection, the inspactor(s} spoke with The Administrator, Director of Care, Assistant
Diractor of Care, Food Services Manager, Registered nursing staff, front line nursing staff, dletary staff, and
residents

During the courss of the inspection, the inspector(s) Reviewad the clinical health records for thyee residents
related to skin and wound management and reviewed relevant policies and procadures related to complaint H~
002076-11 and H-001961~11,

The following Inspection Protocols were used during this inspection:
Nutritlon and Hydration

Skin and Wound Care

Findings of Non-Compliance were found during this inspection.
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Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 50, Skin and wound care
Specifically failed to comply with the following subsacfions:

5. 50, (2) Every licenses of a long-term care home shall ensure that,

{a) a resident at risk of altered skin integrity recelves a skin assessment by a member of the registered nursing
staff,

(1Y within 24 hours of the resident's admlsslon,

(i) upon any return of the rasident from hospitat, and

(ili} upon any return of the resident from an absence of greater than 24 hours;

(b) & resident exhibiting altered skin integrity, including skin breakdown, pressure ulcers, skin tears or wounds,
{}) recelves a skin assessment by a member of the registered nursing staff, using a clinically appropriate
assessment Instrument that Is specifically designed for skin and wound assessment, .

{ii} recelves immediate treatment and interventions to reduce or relieve pain, promote healing, and prevent
infectlon, as required,

{iif) Is assessed by a registered dietitlan who Is a member of the staff of the home, and any changes made fo the
rasident’s plan of care relating to nutrition and hydration are Implemented, and

{iv} Is reassessed at least weakly by a member of the registered nursing staff, if clintcally Indicated;

{c) the equlpment, supplies, devices and positioning alds refarred to In subssctlon (1) are readily available at
the home as required to relieve pressure, treat pressure ulcers, skin tears or wounds and promote healing; and
{d) any resident who is dependent on staff for repositioning Is repositioned every iwo hours or more frequently
as required depending upon the resident’s condition and tolerance of tissue load, except that a resident shall
only be repositioned while aslesp If clinically Indicated. O. Reg. 78/10, s. 50 (2).

Findings/Faits saillants :
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Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’'inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2607 foyers de soins de longue

Specifically failed fo comply with tha following subsectlons:

s. 6. {1} Every licensee of a long-term care home shall ensure that there is a written plan of care for each
rasident that sets out,

{a} the planned care for the resident;

{b} the goals the care is intanded to achieve; and

(¢) clear directions to staff and others who provide direct care to the resident. 2007, ¢. 8, s. 6 (1).

8. §, (4} The licenses shall ensure that the staff and others involvad in the different aspects of care of the
resident collaborate with each other,

{a} In the assessment of the resident so that thelr assessments are Integrated and are consistent with and
complement each other; and

{b} In the development and implementation of the plan of care so that the different aspscts of care are integrated
and are consistent with and complement each other. 2007, ¢. 8,s. 6 (4),

5. 6. {7) The licensee shall ensure that the care set out In the plan of care is provided to the resident as specified
in the plan. 2007, ¢. 8, 8.6 {7).

s. 6. (10} The licensee shall ensure that the resident Is reassessad and the plan of care reviewed and revised at
least every six months and at any other time when,

(a} a goal in the plan iz met; .

(b) the resident’s care neetls change or care set out in the plan |s no longer necessary; or

(o) care sat out in the plan has not heen effective. 2007, ¢. 8,s. 6 (10).

Findings/Faits salllants :

1. [LTCHA, 2007, 8.0. 2007, ¢.8, s. 6(4}(a)]

The staff and others involved in the different aspects cf care of an idenfified resident did not collaborate with each other
in the assessment of the resident so that thelr assessments were Integrated, consistent with and complemented each
othar,

a) A Chiropody assessment identified the resident had an area on the skin that required treatment and provided
recommendations for freatment of the area. Recommsndations from the assessment were documented in the progress
notes, however, collabaoration with the nursing staff did not occur, resulting In treatment not being provided fo the
resident. Nursing staff did not communicats the recommendations of the Chiropodist to the restdent's physiclan and the
treatment was not provided. Staff interview and physician communication records confirmed that the information was not
communicated and that treatment was not provided to the resident. The resident was diabetic and at risk for skin
breakdown.

b) "Ont Wound Assessmants®, identified a wound on the resident's skin with a treatment ordered by the physician an a
specified date. This Information was not consistent vdth physiclan orders, as there was no treatment for the area
ordered by the physician,

2. [LTCHA, 2007, S.0. 2007, ¢.8, 5. 6{10)(b}] '

The plan of care for an identified resident was not revised whan the resident's care needs changed in relation to the
amount of assistance required for eating. Progross notes identify the need for lotal assistance with meals, howevar, the
resident's plan of care was nof revised to include the Increased assistance required. Personal Support Worker {(PSW)
Interview confirmed the resident required fotal assistance with eating, however, this was not communicated on the
resident's plan of care,

3. [LTCHA, 2007, 8.0, 2007, ¢.8, s. 6(7)]

The care set out in the plan of care for an identifisd resident was not provided to the resident as spacified in their plan.
The resldent was provided the incorract diet texture and consistency of fluids on two documented ocecaslons. Staff
Interview confirmed the resident recelved the Incarrect items, however, did not consume the items as the resident's
family intervenad prior to the consumption of the itams. The resident had a history of repeated aspiration pneumonla.
4. [LTCHA, 2007, 8,0, 2007, ¢.8, s. 6(1)(c}]

An ldentifisd resident’s plan of care did not set out clear directions for the staff and others who provided direct care to the
resldent. Dacumentation on the resident’s Medication Administration records did not consistently identify that the
resident’s nutriional supplement and daily special intervention wera required to be thickened,

Paged of 5



Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under  Rapport d’'Inspection

the Long-Term Care . prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

1.[O.Reg. 7910, 5. 50(2)(b){i}]

a) A skin assessment by a member of the reglstered nursing staff did not occur for an dentified resident after a
Chiropodist assessment. The resident had a diagnosis of diabetes and was at risk for skin breakdown. The Chiropody
assessment identified a fresh wound to the resident's skin with treatment recommendations for the area. A skin
assessment related fo the area was not complsated by reglstered nursing staff and {reatment for the area was not ordered
nor being completed. Staff interviewed confirmed that a registered nursing assessment was not complsted after the
Chiropodist assessment and that interventions were ot being provided and had not been communicated o the
resident’s physician.

b) An appropriate assessment instrument was not used for five skin assessments for an identifiad resident for five
identified wesks in 2011, The resident had five fo seven ideniified open areas during that time, however, the
assessment tool did not allow for the assessment of more than three skin areas at a time, Additional assessment forms
wers not usad for the additional skin areas, resulting in only 3/5 or 3/7 skin sites being assessed.

2. [0.Reg. 79/10, s. 50{2Xb){(iv)]

a) An identified resident was not reassessed af least weekly by a member of the reglstered nursing staff in relation to an
opan area on the resident's skin. A skin assessment was not completed for a 13 day period, Staff confirmed the
assessment was not complsted.

b)The identified resident was also not re-assessad at least weekly by a member of the ragisterad nursing staff related to
a separate pressure area on the resident's skin. The resident was recelving treatment for ihe area over a thrae month
period, however, woekly assessments of the area were not completed. The skin on the area was currently open. Staff
interview confirmed that weekly skin assessments were required for this area, however, were not completed.

c) An identifled resident was not ra-assessed af least weekly by a member of the registered nursing staff for multiple
open areasfskin tears on the resident's skin, The resident had diabstes and was at risk for skin breakdown.

i} Weokly skin assessments did not occur after concerns were identified by the Chirapodist related to the resident's skin.
Skin assessments ralated to the area were not completed aver a two month perfod after the Chiropody assessment, The
resident was admiited to hospital after the two month perlod and If was noted the condition of the resident's skin area
Was poor. .

i) Weekly skin assessments by the Reglstered staif were not completed for 4/13 weeks over an almost three month
period after the resident's return from hospital. Staff interview confirmed that these were not completed.

3. [C.Rey. 79110, s. 50{2){b)(i1}] :

An identifled resident did not receive immediate treafment and interventicns to promote healing and prevent infection as
requirad aftar skin breakdown/wounds were identified on fwo occasions.

a) A Chiropody assessment {dentifiad recommendations for {reatment of the resident's skin. The treatment was not
communicated to the physlcian, was not crdered, and was not provided to the resident. Staff interview confirmed that
treatment was not provided to the rasident,

b) Upon return from hospltal the resident had an Infected area on the skin. Treatment and interventions to promote
healing and prevent infection were not ardered for thirteen days post admission. A family member voicad concerns that
treaiment for the area was delayed.

4, [C.Reg. 7910, 5. 50(2){a)ii)]

An identified resident did not receive a complete skin assessment by a member of the registered nursing slalf upon
return from hospltal. The head to toe skin assessment, complsted by nursing staff, identifled an open area to the skin,
however, an assessment of the area, Including size, stage, etc. was not completed. Progress notes indicated that the
dressing was intact and therefare an assessment was not completed. Follow up that Included an assessment of the
wound was not completed. Staff inferview confirmed that the skin assessment was not completed. The home's skin
breakdown program policy NUR-1-14 ideniified that skin assessments were to Include the size and shape of lesions or
wounds, colour, fexfure, odour, quantity of exudate, inspection of margins, etc. This information was not included for the
wound upon return from haspltal.

Additional Required Actlions:

CO # - 001 will be served on the licensee. Refer to the "Ordet{s) of the Inspector”,

WN ##2: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, ¢.B, s, 6, Plan of care
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Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rapport d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

Adiditional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0, 2007, ¢.8, s.162(2) the licensae is heroby
requested to prepare a written plan of correction for achleving compliance with ensuring compliance with
saction 6(1){c); 6(4)(a); 6(7) and 6(10)(h) of the LTCHA, to be implemented voluntarily.

WN #3: The Licensee has failed to comply with O.Reg 78/10, s. 30. General requirements
Specifically falled to comply with the following subsections:

s. 30, {2) The licensee shall ensure that any actions taken with respect fo a resident under a program, including
assessments, reassessments, Inferventions and the restdent’s responses to interventions are documented, O.
Reg, 79/10, s. 30 {2).

Findings/Falts saillants :

1. [O.Reg. 79/10, 5. 30(2)] [O.Reg. 79/10, 5. 30(2)]

The licarsee did not ensure that actions taken with respect to an ldentifled resident, under the skin and wound cars
program, including interventions and the resldent’s responses {o interventions, ware documented.

a) The resident’s plan of cars, stated the resident required repositioning every 2 hotrs related to wound management,
Documentation did not Include lurning and reposliloning. Staff interview conflrmed the Home does not currently record
repositioning of residents refated to skin and wound care strategies.

b} Documentation under the skin and wound cars program did not Include freatments provided for an open area on the
rasident's skin during a one month perfod. The resident had an order for a treatment to be applisd to the area, howsver,
the treatment was not signed for on & occaslons during the month, The Inspector was unable to determine if the
treatments were provided as required.

Additional Requlired Actions:

VPG - pursuant to the Long-Torm Care Homes Act, 2007, 5.0. 2007, ¢.8, 5.152(2) the licensee is hereby
raquested to prepare a written plan of correctfon for achleving compliance with ensuring that actions taken
under the skin and wound care program, including inferventions and resident responses to interventions, are
doecumented, to be implemented voluniarily.

Issued on thls 26th day of March, 2012

Signature of Inspector{s)/Signature de Pinspecteur ou des inspecfeurs

Yo onine-
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Ministry of Health and Ministére de la Santé et

Long-Term Care des Soins de longte durée
E)._ Ontario Order(s) of the Inspector Ordre(s) de Pinspecteur
Pursuant to section 1583 and/or Auy termas de ['article 153 effou

section 164 of the Long-Term Care de Farticle 164 de fa Loi de 2007 stir Ies foyers
Homes Act, 2007, 8.0. 2007, ¢.8 de s0ing de longue durde, 1.0, 2007, chap. 8

Health System Accountabltity and Performance Division
Perfarmance Improvement and Gompliance Branch

Divislon de la responsabilisatlon et de la performance du systéme de santé
Directlon de I'amélioration de la performance et de 1a conformité

Public Copy/Cople du pubilc

Name of Inspector (ID#) /

Nom de I'inspecteur {No) ; MICHELLE WARRENER (107)

Inspection No. /

No de inspection : 2012_066107_0003

Type of Inspection /

Genre d'inspection: Complaint

Date of Inspection /

Date de Pinspection : Jan 25, 31, Feb 1, 8, 7, Mar 18, 2012

Licensee/

Titulalre de permis : REGENCY LTC OPERATING LP ON BEHALF OF REGENCY
100 Milverton Drive, Suite 700, MISSISSAUGA, ON, L5R-4H1

LTC Home /

Foyer de SLD : THE WATERFORD

2140 Baronwood Drive, CAKVILLE, ON, L6M-4V6
Name of Administrator /
Nom de Padministratrice ad
ou de Padministrateur ; EREEN-TREVORS foud Tovloc

To REGENCY LTC OPERATING LP ON BEHALF OF REGENCY, you are hereby required to comply with the followlng
order(s} by the date(s) set out below:
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Ministry of Health and Ministére de la Santé et

Long-Term Care des Soins de longue durée
ﬁﬁ-‘ Onta”() Order(s) of the Inspector Ordre(s) de F'inspecteur
Pursuant to section 153 and/or Aux termes de Particle 153 effou

section 164 of the Long-Term Care de l'article 164 da la Loi de 2007 surfes foyers
Homes Acf, 2007, 5.0. 2007, c.8 de s0ins de longue durge, L.O. 2007, chap. 8

Order #/ Qrder Type /
Ordreno: 001 Genre d'ordre : Compliance Orders, s. 153, {1) (b}

Pursuant to f Aux termes de :

0O.Reg 79/10, 5. 50. (2) Every licanssee of a long-term care home shall ensure that,

(a) a resident at risk of altered skin Integrity recelves a skin assessment by a member of ihe registered nursing
staff,

{i} within 24 hours of the resident’s admission,

{It) upon any refurn of the resident from hospital, and

(iIty upon any return of the resident from an absence of greater than 24 hours;

{b) & resident exhibiting altered skin integrity, including skin breakdown, pressure ulcers, skin tears or wounds,
(i) recelves a skin assessment by & member of the reglstered nursing staff, using a dlinically appropriate
assessnment instrument that is spscifically designed for skin and wound assessment,

(il) recelves Immediate treatment and interventlons fo reduce or relieve paln, promote healing, and prevent
infaction, as required,

(i) Is assessed by a reglstered distitian wha Is a member of the staif of the home, and any changes made to the
resident’s plan of care relating to nutrition and hydration are implemented, and

{lv) Is reassessed af least weskly by a member of the reglstered nuraing staff, if clinleally indicated:

{c) the equipment, supplies, devices and positioning alds referred to in subsection (1) are readily avallable at the
home as required to relieve pressure, treat pressure ulcers, skin tears or wounds and promote healing; and

(d) any resident who is dependent on staff for repositioning Is repositioned every two hours or more frequently as
required depending upon the resident’s condition and tolerance of tissue load, except that a resident shall only be
repositionsd while asteep If ciinically indicated. O, Reg. 78/10, 5. 60 (2).

Order/Ordre:

The Llcenses shall prepare, submit, and Implement a ptan that ensures that residents at risk of altered skin
Integrity receive:

a) a complate skin assessment by a member of the reglstered nursing staff upon any return of the resldent from
hospital

b} a skin assessment by a member of the reglstered nursing staff, using a clinically appropriate assessment
instrument that is specifically designed for skin and wound assessment

¢) immediate ireatment and Interventions to reduce or relieve pain, promote healing, and prevent infection, as
required, and

d) reassessment at loast weekly by a member of the registerad nursing staff, If clinically indicated

The plan shall be submitted electronically by March 27, 2012 to Michelle Warrener at:
Michelle.Warrenar@ontatio.ca ar by mailfax to: Ministry of Health and Long Term Care, Performance
tmprovement and Compliance Branch, 119 King 8t W,, 11th floor, Hamilton ON, L8P 4Y7, 005-546-8255 fax.

Grounds | Motifs :
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Ministry of Health and Ministére de fa Santé et

f};—-} Long-Term Care tes Soins de longue durée

< Onta Fio Order(s} of the Inspector * Ordre(s) de Pinspecteur
Pursuant to seclion 163 andfor Aux termes de Tardicle 153 effou
saotion 154 of the Long-Term Care de 'article 104 de Ia Loi de 2007 sur fes foyers
Homes Act, 2007, 5.0, 2007, c.8 de soins e longue durée, L.0. 2007, chap. 8

1.10.Rag. 79/10, s, B0{2)(b)(iv)] - Previously issuad March 16, 2011

An identified resident was not re-assessed at least weekly by a member of the registered nursing staif, for
multiple open areas/skin fears on the resident’s skin. The resident had diabeies and was at risk for skin
breakdown. -

a) Woekly skin assessments did not occur after concerns were identified by the Chiropodist related to an area on
the resident’s skin.

b} Weskly skin assessments by the Registered staff were not completed for 4/13 weeks over a three month
period upon the resident's raturn from hospital. Staff Interview confirmed that these were not completed. {107}
2.[0.Reg. 79/10, s, 50(2){a)(ii}]

An ldentified resident did not receive a complete skin assessmant by a member of the ragistered nursing staff
upon return from hospital. The head fo toe skin assessment, completed by nurging staff identified an open on the
skin, however, an assessment of the area, including stze, stags, ete. was not completed. Progress notes upon
return to the nursing home indicated that the dressing was intact and therefore an assessment of the area was
not completed. Follow up that included an assessment of the wound was not completed upon re-admission fo
the home. Staff interview confirmed that the skin assessment was not completed. The home’s skin breakdown
pregram policy NUR-1H-14 Identified that skin assessments were to Include the size and shape of losions or
wounds, colour, texturs, odour, quantity of exudate, inspaction of margins, stc. This information was not
included for the wound upon return from hospital. {107}

3. [O.Reg. 79/10, s, B0{2}{b)(ii)]

An identifled resident did not recelve immediate treatment and intervantions to promote healing and prevent
infeclion as requirad after skin breakdown/wounds wers identified on two occastons. A Chiropody assessment
identified recommendations for treatment of the resident's skin, however, the treatment was not communicated
to the physiclan, was not orderad and was not provided to the resident. Staff interview confirmed that treatment
was not provided to the resident as requirad.

Upon return from hospital the resident had an infected area on the skin, Treatment and interventions to promote
healing and prevent infection were not ordered for thirteen days. A family member voleed concerns that
treatment was delayad, (107)

4.{0.Reg. 7910, s. 502)(b){Iv)]

An identified resldent was not reassessed at least weekly by a member of the registered nursing staff in relation
to an open area on the resident's skin, A skin assassment was not completed for a 13 day pericd. Staff
confirmed the assessment was not completed. The resident was also not re-assessed at least weskly by &
member of the registered nursing staff relatad to another pressure area on the resident's skin. The resident was
recelving treatment for the area over a 3 month perlad, however, weekiy assessments of the area were not
completed. The skin on the area was currently open. Staff Interview confirmed that weekly skin assessments
were required for this area, however, were not completed. (107)

5. [0.Reg, 79/10, s, 50(2)}{(b}(1}]

ay A skin assessment by a member of the registered nursing staff did not ocour for an identified resident after a
Chiropodist assessment. The resident had a diagnosis of diabstes and was at risk for skin breakdown. The
Chiropody assessment Identified a fresh wound to the resident's skin with racommendations for the freatment of
the area. A skin assessment related to the area was not completed by registsred nursing staff and treatment for
the area was not ordered nor baing completed. Staff interviewed confirmed that a registerad nursing assessment
was not completed after the Chiropodist assessment and that interventions were not being provided and had not
been communicated to the resident's physician.

b} An appropriate assessment instrument was not used for five skin assessments of an identified resident. The
resident had five to seven identifisd opsn areas, however, the assessment tool did not allow for the assessment
of mora than 3 skin arsas al a time. Additlonal assessment forms were not used for the additional skin areas,
resulting in only 3/5 or 3/7 skin sites being assessed. (107)

This order must be complied with by /
Vous devez vous conformer & cet ordre d'lcile 1 Apr 30, 2092
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Order(s) of the Inspector
Pursuant to section 163 andfor
section 154 of the Long-Term Care
Homes Act, 2007, 3.0. 2007, ¢.8

Ministére de la Santé et
des Soins de longue durée

Ordre{s) de Finspecteur

Aux termes de l'article 163 etfou

de t'article 154 de la Loi de 2607 sur les foyers
de soing de longue durée, L.O, 2007, chap. 8



Ministry of Health and Ministére de la Santé et

Long-Term Care des Soins de longue durée
gﬁ Ontario Order(s) of the Inspector Ordre(s) de Finspecteur
Pursuant to section 153 andfor Aux termes de l'article 163 el/ou

seclion 154 of the Long-Terat Care de Particle 104 de Ia Lof de 2007 sur les foyers
Homes Act, 2007, 5.0, 2007, c.8 e 80ins de longue durée, 1.0, 2007, chap. 8

REVIEW/APPEAL INFORMATION
TAKE NOTICE:

The Licenses has fhe right to request a review by the Dirsctor of this {these) Order(s) snd to requast that the Director siay this {thesa} Order(s} in
accordance with secticn 163 of the Long-Term Care Homes Act, 2607,

The request for revisw by the Director must be made In writing and be servad on {he Director within 28 days from the day the order was served on lhe
Llcensee.

The vritten regttest for review must Include,

{a) the portlons of the order In raspect of which the review Is requested;
{b) any submisslons that the Licensee wishes the Diractor to consider; and
{c) an address for services for the Licenses.

The vaitten requsst for review must be servad personally, by registered mall or by fax upen:
Director
c/o Appeals Coordinator
Performance tmprovement and Gompliance Branch
Ministry of Heallh and Long-Term Care
B5 St. Clair Avenue West
Sulte 807, 8ih Floor
Toronto, ON M4V 2Y2
Fax: 416-327-7603

When service is made by registered mall, it Is deemed {o be made on the fifit day after the day of malling and when service fs made by fax, it is
deamed fo be made on the first business day after the day the fax Is sent. If the Hicensea Is not served with written nolice of {he Directors declsion
within 28 days of recelpt of the Licensee’s request for review, this(these) Ordai(s) is{are) deemed to be confiimad by the Dlirector and the Licenses [s
deamed to have been served with a copy of that decision on the expley of the 28 day petlod.

Tha Licansee has the right to appeal the Director's decislon on a raquest for review of an Inspacior's Order(s) to the Health Services Appeal and
Review Board (HSARB) In accordance with seclion 184 of the Long-Term Gare Homes Agl, 2007, The HSARB Is an indspendant tibunat not
cornacted with the Minlstry. They are established by legislalon fo review malters concerning heallh cars services. [f the Liconsee decides to request a
hearing, the [icenses must, within 28 days of baing served with the notice of the Dirsclor's declsten, ghvs a written notice of appaal to hoth:

Health Services Appeal end Review Board and the Dlractor

Allenlion Reglstrar Diractor

151 Bloor Sireat West c/o Appeals Coordinator

gth Floor Performance Improvement end Compllance Branch
Teronto, ON M5S 2T5 Minlatry of Health and Long-Term Care

55 St Clalr Avenue Wost
Sulta 800, 8th Flocr
Teronto, ON M4V 2Y2
Fax: 416-327-7603

Upon recelpt, the HSARB will acknowledge your notice of appeal and v provide instrucltons regarding the appeal pracess, The Lizenses may learn
more about tha HSARS an the websile vy hsarb.on.ca.
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Ministry of Health and Ministére de la Santé et

)();-} Long-Term Care des Soins de longue durée
[/ﬁw Oﬂtarlo Order(s}) of the Inspector Ordre(s) de l'inspecteur
Pursuant to section 153 andfor Aux termes de larticle 153 atiou

section 154 of the Long-Term Care de l'article 154 ds fa Lof do 2007 sur fes foyers
Homes Act, 2007, 8.0. 2007, ¢.8 de soins de longue durée, 1..0. 2007, chap. 8§

SEIG ENTS SUR LE REEXAMEN/L'APPE

PRENDRE AVIS

En verlu de ["article 183 de [a Lol de 2007 sur les foyers de solns de longue durés, fe itulalre de permls psut demander au directeur de réexaminer
Fordre ou les ordres qu'il a donné et den suspendre T'exéeution.

La demande de réaxamean dolt &tre présentée par &crit ot est slgnifiée au directetr dans tes 28 jours qul sulvent fa signlification de I'ordre au fitulaire do
peramis,

La demande de réaxamen doit contenir ca qul sult:

a) las pariies de Fordre qui font I'objet de ta demande de réexamen;
b) las observations que [a titulalre de permis souhaile que e directeur examins;
¢) l'adresse du filuizire de permis aux fins de slgnification.

La demande écrite est signifide en personne ou envoyée par coutrler recommandé ou par télécopleur au

Directeur

als Coordinaleur des appals

Direclion de 'amélioration de la performance et de ta conformité
Ministére ds la Santé ot des Soins de longue durée

&5, avenue St. Clalr Ouest

Be &tage, bureau 800

Toronto {Ontario} M4V 2Y2

Télécopleur ; 416-327-7603

Les demandes envoyées par courtar recommandsd sont réputées avoir 616 signifides le cinquiéme jour sulvant I'envol ef, en cas de transmisslon par
télécopleur, la signification est réputée falle e Jour ouvrable suivant l'envot. 51 ke titulalra de parmils ne regolt pas d'avs derit de 1a décision du directeur
dans les 28 Jours sulvant ka signification deo la demande de réexamen, Fordre ou les ordres sont réputds corfimés par le directeur, Dans ce cas, le
tilulalre de perris est réputé avolr regu une cople de la décislon avant I'explration du délai de 28 jours,

En vertu de l'article 164 de la Lol ds 2007 sur les Toyers de solns de longue dusée, le titulalre de permls a le droll dintereler appel, aupras dala
Commission d'appel st de révision des services de sanlé, de la dacision rendus par le directeur au sujet d'une demands de réexamen d'un ordre ou
d'ordres dennés par un inspacteur. L.a Commission est un ilbunat Indépandant du ministére, [ a 16 établi en variu ds la ol etl & pour mandat de
trancher des [lliges conearnant los services de santé, Le titulalre de permis qui déclde de demender una audlence dolt, dans los 28 jours qut sulvent
celut ol Iul & été slgnifia T'avis da déclston du diracteur, falre parvenir un avls d'appel écrit aux deux endrolts sulvants :

A Pattention du reglstraire Directeur

Commission d'appe! et de révision das services de santé afs Coordinateur des appels

151, rue Bloor Ouest, 9 élage Direction de Famélieration da la performanca et de [a conformité
Toronte (Ontario} M5S 275 Ministére de [a Santé et des Soins de longue durée

55, avanue S, Clalr Ouest
Be élage, hureau 800
Toronto (Ontarfo} M4V 2Y2
Télécopieur : 416-327-7603

La Commisslen accusera réception des avis d'appel et transmetlra des insteuctlons sur la fagon te procéder pour Intereler appel, 1.es titulatras de
permis peuvent se renselgner sur la Commilssien d'appal ef de révision des services de sanié en consultant sen site Web, au vwaw.hsarh.on.ca,

Issued ont this 13th  day of March, 2012

Signature of Inspector / “Z,{ O ot
Signature de 'inspecteur :

Name of Inspector /
Nom de Pinspecteur : MICHELLE WARRENER

Service Area Office/
Bureau régional de services :  Hamilton Service Area Office
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