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:,i~Jl#~,,,~~'&i¥'fi,iifE~~~l*1~¥n~~~~Jggo}~~~l1'~64W~•1i~~4~1¥1~il~cJ11~~~~'o~~~fj~~±,~~;i1?~{M;~,~~~\i~~i~ 
The purpose of this Inspection was to conduct a Complaint inspection. 

During the course of the inspection, the lnspector(s) spoke with The Administrator, Director of Care, Assistant 
Director of Care, Food Services Manager, Registered nursing staff, front tine nursing staff. dietary staff. and 
residents 

During the course of the Inspection, the lnspector(s) Reviewed the clinical health records for three residents 
related to skin and wound management and reviewed relevant policies and procedures related to complaint H• 
002076-11 and H-001961-11, 

The following Inspection Protocols were used during this Inspection: 

Nutrition and Hydration 

Skin and Wound Care 

Findings of Non-Compliance were found during this inspection. 
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Ministry of Health and 
Long-Term Care 

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

Mlnlstere de la Sante et des 
Soins de longue duree 

Rapport d'inspectlon 
prevue le Loi de 2007 !es 
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 subsections: 

s. 50. (2) Every licensee of a long-term care home shall ensure that, 
(a) a resident at risk of altered skin Integrity receives a skin assessment by a member of the registered nursing 
staff, 
(I) within 24 hours of the resident's admission, 
(II) upon any return of the resident from hospital, and 
(Ill) upon any return of the resident from an absence of greater than 24 hours; 
(b) a resident exhibiting altered skin Integrity, Including skin breakdown, pressure ulcers, skin tears or wounds, 
(i) receives 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) receives Immediate treatment and Interventions to reduce or relieve pain, promote healing, and prevent 
Infection, as required, 
(Ill) Is assessed by a registered dietitian who Is a member of the staff of the home, and any changes made to the 
resident's plan of care relating to nutrition and hydration are Implemented, and 
(Iv) Is reassessed at least weekly by a member of the registered nursing staff, if clinically Indicated; 
(c) the equipment, supplies, devices and positioning aids referred to In subsection (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 two hours or more frequently 
as required depending upon the resident's condition and tolerance of tissue load, except that a resident shall 
only bo repositioned while asleep If cllnlcally Indicated. 0. Reg. 79/10, s. 50 (2). 
Findings/Fails salllants : 
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Ministry of Health and 
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Inspection Report under 
the Long-Term Care 
Homes Act, 2007 

Specifically failed to comply with the following subsections: 

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 Jes 
foyers de soins de iongue 

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 lo staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1). 

s. 6. (4) The licensee shall ensure that the staff and others involved in the different aspects of care of the 
resident collaborate with each other, 
{a) In the assessment of the resident so that their 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 aspects of care are integrated 
and are consistent with and complement each other. 2007, c. 8, s. 6 (4). 

s. 6. (7) The licensee shall ensure that the care set outln the plan of care Is provided to the resident as specified 
In the plan. 2007, c. 8, s. 6 (7). 

s. 6. (10) The licensee shall ensure that the resident Is reassessed and the plan of care reviewed and revised al 
least every six months and al any other time when, 
(a) a goal In the plan Is met; 
(b) the resident's care needs change or care set out In the plan Is no longer necessary; or 
(c) care set out In the plan has not been effective. 2007, c. 8, s. 6 (10). 

Findings/Falls salllants : 

1. [LTCHA, 2007, 8.0. 2007, c.8, s. 6{4)(a)J 
The staff and others Involved in the different aspects of care of an Identified resident did not collaborate with each olher 
in the assessment of the resident so that their assessments were Integrated, consistent wllh and complemented each 
other. 
a) A Chiropody assessment identified the resident had an area on the skin that required treatment and provided 
recommendations for treatment of the area. Recommendations from the assessment were documented in the progress 
notes, however, collaboration wilh Iha nursing staff did not occur, resulting In treatment not being provided to the 
resident. Nursing staff did not communicate the recommendations of the Chiropodist to the resident's physician and lhe 
treatment was not provided. Staff interview and physician communication records confirmed that the information was not 
communicated and that lreatment was not provided to the resident. The resident was diabetic and at risk for skin 
breakdown. 
b) "Ont Wound Assessments", Identified a wound on the resident's skin with a treatment ordered by the physician on a 
specified date. This lnformallon was not consistent with physician orders, as there was no treatment for the area 
ordered by the physician. 
2. [LTCHA, 2007, S.O. 2007, c.8, s. 6(10)(b)] 
The plan of care for an Identified resident was not revised when the resident's care needs changed in relation to the 
amount of assistance required for eating. Progress notes Identify the need for total assistance wilh meals, however, the 
resident's plan of care was not revised to Include the Increased assistance required. Personal Support Worker (PSW) 
Interview confirmed the resident required total assistance vAlh eating, however, this was not communicated on the 
resident's plan of care. 
3. [LTCHA, 2007, 8,0. 2007, c.8, s. 6(7)] 
The care set out In the plan of care for an identified resident was not provided to the resident as speclfie.d In their plan. 
The resident was provided the incorrect diet texture and consistency of fluids on two documenled occasions. Staff 
Interview confirmed the resident received the Incorrect Items, however, did not consume !he items as the resident's 
family Intervened prior to the consumpllon of the Items. The resident had a history of repeated aspiration pneumonia. 
4. [LTCHA, 2007, 8.0. 2007, c.8, s. 6(1)(c)] 
An Identified resident's plan of care did not set out clear dlreclions for the staff and olhers who provided direct care to the 
resident. Documentation on the resident's Medlcalion Administration records did not conslstenlly ldenlify that the 
resident's nutritional supplement and dally special intervention were required to be thickened. 
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1. [O.Reg. 79/10, s. 50(2)(b )(i)] 

Ministry of Health and 
Long-Term Care 

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

Ministere de la Sante et des 
Soins de longue duree 

Rapport d'lnspection 
prevue le Loi de 2007 les 
foyers de solns de longue 

a) A skin assessment by a member of the registered nursing staff did not occur for an Identified 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 to the area was not completed by registered nursing staff and treatment for the area was not ordered 
nor being completed. Staff Interviewed confirmed that a registered 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 for an Identified resident for five 
identified weeks In 2011. The resident had five to seven Identified open areas during !hat time, however, the 
assessment tool did not allow for the assessment of more than three skin areas at a time. Additional assessment forms 
were not used for the additional skin areas, resulting in only 3/5 or 3/7 skin sites being assessed. 
2. [O.Reg. 79/10, s. 50(2)(b)(iv)] 
a) An Identified resident 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 assessment was not completed for a 13 day period. Staff confirmed the 
assessment was not completed. 
b)The identified resident was also not re-assessed at least weekly by a member of the registered nursing staff related to 
a separate pressure area on the resident's skin. The resident was receiving treatment for the area over a three month 
period, however, weekly 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 identified resident was not re-assessed al least weekly by a member of the registered nursing staff for multiple 
open areas/skin tears on the resident's skin. The resident had diabetes and was at risk for skin breakdown. 
I) Weekly skin assessments did not occur after concerns were Identified by the Chiropodist related to the resident's skin. 
Skin assessments related to the area were not completed over a two month period after the Chiropody assessment. The 
resident was admitted to hospital after the two month period and It was noted the condition of the resident's skin area 
was poor. . 
ii) Weekly skin assessments by the Registered staff were not completed for 4/13 weeks over an almost three month 
period after the resident's return from hospital. Slaff Interview confirmed that these were not completed. 
3. [O.Reg. 79/10, s. 50(2)(b)(II)] 
An identified resident did not receive immediate treatment and interventions to promote healing and prevent Infection as 
required after skin breakdown/wounds were Identified on two occasions. 
a) A Chiropody assessment Identified recommendations for treatment of the resident's skin. The treatment was not 
communicated to the physician, was not ordered, and was not provided to the resident. Staff interview confirmed that 
treatment was not provided lo the resident. 
b) 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 post admission. A family member voiced concerns that 
treatment for the area was delayed. 
4. [O.Reg. 79/10, s. 50(2)(a)(li)] 
An identified resident did not receive a complete skin assessment by a member of the registered nursing staff upon 
return from hospllal. The head to toe skin assessment, completed by nursing staff, Identified 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 therefore an assessment was not completed. Follow up that Included an assessment of the 
wound was not completed. Staff Interview confirmed that the skin assessment was not completed. The home's skin 
breakdown program policy NUR-111-14 Identified that skin assessments were to include the size and shape of lesions or 
wounds, colour, texture, odour, quantity of exudate, inspection of margins, etc. This information was not included for the 
wound upon return from hospllal. 

Additional Required Actions: 

CO#• 001 w/11 be served on the licensee. Refer to the "Order(s) of the Inspector", 

WN #2: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 
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Additional Required Actions: 

Ministry of Health and 
Long-Term Care 

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

Ministere de la Santa et des 
Soins de longue duree 

Rapport d'inspection 
prevue le Loi de 2007 !es 
foyers de soins de longue 

VPC-pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) the licensee is hereby 
requested to prepare a written plan of correction for achieving compliance with ensuring compliance with 
section 6(1)(c); 6(4)(a); 6(7) and 6(10)(b) of the LTCHA, to be implemented voluntarily. 

WN #3: The Licensee has failed to comply with O.Reg 79110, s. 30. General requirements 

Specifically failed to comply with the following subsections: 

s. 30. (2) The licensee shall ensure that any actions taken with respect to a resident under a program, Including 
assessments, reassessments, Interventions and the resident's responses to interventions are documented. 0. 
Reg. 79/1 O, s. 30 (2). 

Findings/Falls salllants : 
1. [O.Reg. 79/10, s. 30(2)] [O.Reg. 79/10, s. 30(2)] 
The licensee did not ensure that actions taken wllh respect to an Identified resident, under the skin and wound care 
program, including interventions and the resident's responses lo Interventions, were documented. • 
a) The resident's plan of care, stated the resident required repositioning every 2 hours related to wound management. 
Documentation did not include turning and repositioning. Staff Interview confirmed the Home does not currently record 
repositioning of residents related to skin and wound care strategies. 
b) Documentation under the skin and wound care program did not Include treatments provided for an open area on the 
resident's skin during a one month period. The resident had an order for a treatment lo be applied to the area, however, 
the treatment was not signed for on 5 occasions during the month. The Inspector was unable to determine If the 
treatments were provided as required. 

Additional Required Actions: 

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.O. 2007, c.8, s.152(2) the licensee ls hereby 
requested to prepare a written plan of correction for achieving compliance with ensuring that actions taken 
under the skin and wound care program, including Interventions and resident responses to Interventions, are 
documented, to be implemented voluntarily. 

Issued on this 26th day of March, 2012 

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

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 164 of the Long-Term Care 
Homes Act, 2007, S.O. 2007, c.8 

Ministere de Iii Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de l'article 153 et'ou 
de !'article 154 de la Loi de 2007 sur Jes f()ljers 
de soins de longue duree, LO. 2007, chap. 8 

Health System Accountablllty and Performance Division 
Performance Improvement and Compliance Branch 

Division de la responsabillsatlon et de la performance du systeme de sante 
Direction de l'amelloratlon de la performance et de la conformlte 

Name of Inspector (ID#}/ 
Norn de l'lnspecteur (No} : 

Inspection No./ 
No de l'lnspecllon : 

Type of Inspection / 
Genre d'lnspeclion: 

Date of Inspection/ 
Dale de ('inspection: 

Licensee/ 
Tltulalre de permls : 

LTC Home/ 
Foyer de SLD : 

Name of Administrator/ 
Norn de l'adminislratrice 
ou de l'adminlstrateur: 

MICHELLE WARRENER (107) 

2012_066107_0003 

Complaint 

Jan 25, 31, Feb 1, 3, 7, Mar 13, 2012 

Public Copy/Cople du public 

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

THE WATERFORD 
2140 Baronwood Drive, OAKVILLE, ON, L6M-4V6 

To REGENCY LTC OPERATING LP ON BEHALF OF REGENCY, 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 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to 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 lermes de rarticle 153 ef/ou 
de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de tongue duree, L.O. 2007, chap. 8 

Order#/ 
Ordre no: 001 

Order Type/ 
Genre d'ordre : Compliance Orders, s. 153. (1) (b) 

Pursuant to I Aux termes de : 

O.Reg 79110, s. 50. (2) Every licensee ofa long.term care home shall ensure that, 
(a) a resident at risk of altered skin Integrity receives a skin assessment by a member of the registered nursing 

staff, 
(i) within 24 hours of the resident's admission, 
(Ii) upon any return of 1he resident from hospital, and 
(ill) upon any return of the resident from an absence of greater than 24 hours; 
(b) a resident exhibiting altered skin Integrity, including skin breakdown, pressure ulcers, skin tears or wounds, 
(i) receives 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) receives Immediate treatment and interventions to reduce or relieve pain, promote healing, and prevent 
infection, as required, 
(Ill) Is assessed by a registered dietitian who Is a member of the staff of the home, and any changes made to the 

resident's plan of care relating to nutrition and hydration are Implemented, and 
(iv) is reassessed at least weekly by a member of the registered nursing staff, If cllnlcally indicated; 
(c) the equipment, supplies, devices and positioning aids referred to in subsection (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 reposl!lonlng 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 
repositioned while asleep If clinically Indicated. 0. Reg. 79/10, s. 50 (2). 

Order I Ordre : 

The Licensee shall prepare, submit, and Implement a plan that ensures that residents at risk of altered skin 
Integrity receive: 
a) a complete skin assessment by a member of the registered nursing staff upon any return of the resident from 
hospital 
b) a skin assessment by a member of the registered nursing staff, using a clinically appropriate assessment 
Instrument that is speclflcally designed for skin and wound assessment 
c) Immediate treatment and Interventions to reduce or relieve pain, promote healing, and prevent infection, as 
required, and 
d) reassessment at least weekly by a member of the registered nursing staff, If clinically Indicated 
The plan shall be submitted electronically by March 27, 2012 to Michelle Warrener at: 
Michelle.Warrener@ontario.ca or by mail/fax to: Ministry of Health and Long Term Care, Performance 
Improvement and Compliance Branch, 119 King St. W., 11th floor, Hamilton ON, L8P 4Y7, 905-546-8255 fax. 

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

Order(s) of the Inspector 
Pursuant to 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 Farticle 153 eVou 
de l'm1icle 154 c/e fa Loi c/e 2007 sur /es foyers 
de soins <le longue duree, LO. 2007, chap. 8 

1. [O.Reg. 79/10, s. 50(2)(b)(iv)] • Previously issued March 16, 2011 
An identified resident was not re-assessed at least weekly by a member of !he registered nursing staff, for 
multiple open areas/skin tears on the resident's skin. The resident had diabetes and was at risk for skin 
breakdown. • 
a) Weekly skin assessments did no\ occur after concerns were Identified by the Chiropodist related to an area on 
the resident's skin. 
b) Weekly skin assessments by the Registered staff were not completed for 4/13 weeks over a three month 
period upon the resident's return from hospital. Staff Interview confirmed \hat these were no\ completed. (107) 
2. [O.Reg. 79/10, s. 50(2)(a)(ii)] 
An Identified resident did not receive a complete skin assessment by a member of the registered nursing staff 
upon return from hospital. The head to toe skin assessment, completed by nursing staff identified an open on the 
skin, however, an assessment of the area, Including size, stage, etc. 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 !he wound was not completed upon re-admission to 
the home. Staff Interview confirmed that the skin assessment was not completed. The home's skin breakdown 
program policy NUR-111-14 Identified that skin assessments were lo Include the size and shape of lesions or 
wounds, colour, texture, odour, quantity of exudate, Inspection of margins, etc. This information was not 
included for the wound upon return from hospllal. (107) 
3, [O.Reg. 79/10, s. 50(2)(b)(ii)] 
An identified resident did not receive Immediate treatment and Interventions to promote healing and prevent 
Infection as required after skin breakdown/wounds were Identified on two occasions. A Chiropody assessment 
Identified recommendations for treatment of the resident's skin, however, the treatment was not communicated 
to the physician, was not ordered and was not provided to the resident. Staff Interview confirmed that treatment 
was not provided to the resident as required. 
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 voiced concerns that 
treatment was delayed. ( 107) 
4. [O.Reg. 79/10, s. 50(2)(b)(iv)] 
An Identified resident 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 assessment was not completed for a 13 day period. Staff 
confirmed the assessment was not completed. The resident was also not re-assessed at least weekly by a 
member of the registered nursing staff related to another pressure area on \he resident's skin. The resident was 
receiving treatment for the area over a 3 month period, however, weekly 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. [O.Reg. 79/10, s. 50(2)(b)(i)] 
a) A skin assessment by a member of the registered nursing staff did not occur for an identified 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 wilh recommendations for the treatment of 
the area. A skin assessment related to the area was not completed by registered nursing staff and treatment for 
the area was not ordered nor being completed. Staff interviewed confirmed that a registered 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 identified open areas, however, the assessment tool did not allow for the assessment 
of more than 3 skin areas at a time. Additional 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 deve, vous conformer a eel ordre d'lcl le : Apr 30, 2012 
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TAKE NOTICE: 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant lo section 153 and/or 
section 154 of the Long-Term Gere 
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 !'article 153 et/ou 
de !'article 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, L. 0. 2007, chap. 8 

REVIEW/APPEAL INFORMATION 

The Licensee has the right to request a review by lhe Director of this (these) Order{s} and to request that the Of rector stay thfs (these) Order(s) in 
accordance wl!h section 163 of the Long~Term Caro Homos Act, 2007. 

The request for revfew by the Drrector must be made In writing and be served on the Olrectorw'ithfn 28 days from the day the order was served on lha 
Licensee. 

The written request for review must Jnciude, 

(a) the portions of the order In respect ofwhfch the revfew Is requested; 
{b} any submissions that the Licensee wfshes the Director to consider; and 
{o) an address for services for the llcensee. 

The \Witten request for revlew must be served personally, by registered mall or by fax upon: 
Director 
c/o Appeals Coordfnator 
Performance Improvement and Compllance Branch 
Mlnlslry of Heallh and Long-Term Care 
55 St. Clair Avenue West 
Suite BOO, Blh Floor 
Toronto, ON M4V 2Y2 
Fax: 416-327-7603 

When service Is made- by registered mall, It ls deemed to be made on the fifth day after the- day of malllng and when service Is made by fax, It Is 
deemed to be made on the first business day after the day the fax Is sent. If the Licensee Is not served with written nolfce of the Director's decision 
within 28 days of receipt of the Llcensee's request for review, thls(lhese} Order(s) ls(are) deemed to be confirmed by the Director and the licensee ls 
deemed to have been served with a copy of that decision on the expiry of the 28 day perlod. 

The Licensee has the right to appeal the Director's decision on a request for teview of an Jnspector's Order(s) to the Health Services Appoal and 
Review Board (HSAR8} ln accordance wl:lh section 164 of the Long-Term Care Homes Act, 2007. The HSARB Is an Independent trlbunal not 
connected with Iha Ministry. They are established by legislation to review matters concerning health care services. If the Lfcensee decldes to request a 
hearing, the Licensee must, within 26 days of being served with the notlce of the Director's declston, glve a written notice of appeal to bolh: 

Health Services Appeal and Review Board and the 

AUenlfon Registrar 
151 Bloor Street West 
9th Floor 
Toronto, ON M5S 2T5 

Director 

Director 
c/o Appeals Coordinator 
Performance Improvement and Compllance Branch 
Ministry of Health and long-Term Caro 
55 St. Ctatr Avenue West 
Suite 800, 8th Floor 
Toronto, ON M4V 2Y2 
Fex: 416-327-7603 

Upon recelpl, the HSARB w'!II acknowledge your notice of appeal and wlU provide fnstruclfons regarding the appeal process. The Licensee may learn 
more about the HSARB on the website VNN1.hsarb.on.c.1. 
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vY Ontario 

Ministry of Health and 
Long-Term Care 

Order(s) of the Inspector 
Pursuant to section 153 and/or 
section 154 of the Long-Term Care 
Homes Act, 2007, 8-0. 2007, c.8 

Ministere de la Sante et 
des Soins de longue duree 

Ordre(s) de l'inspecteur 
Aux termes de !'article 153 eVou 
de l'mticle 154 de la Loi de 2007 sur /es foyers 
de soins de longue duree, LO. 2007, chap. 8 

RENSEIGNEMENTS SUR LE REEXAMEN/L'APPEL 

PRENDRE AVIS 

En vertu de l'artJcle 163 de ra Loi de 2007 sut las foyers do solns de tongue duree, le Utulalre de permls peul demander au dlrecteur de reexamtner 
J'ordre ou las ordres qu'il a donne et d'en suspendra l'execut!on. 

la demande de reexamen dolt8tre pr8sentae par l!critet est 1;ilgn!f18e au dlrecteur dans las 28 Jours qui sulvent !a s!_gnlflcatlon de l'ordre au titula!re de 
perm!s. 

La demand a de reexamen dolt contenlr ce qui suit: 

a) Jes partfes de l'ordre qui font l'obJef de la demande de r8examen; 
b) les obse!Vallons qua re titulalre de permls souhalte quo le dlrecteur examtne; 
c:) l'admsse du t!tulalre de permls aux fins de slgnlftcallon. 

La demande 8crlte est sfgnmee en personne ou onvoy(io par courrler recommand8 ou par teJecop!eur au: 

Dlrecteur 
a/s Coordlnateur des appals 
Direction de l'am6Uoratlon de la performance et de la conformlt8 
Minlst8re de la Santa et des Solns de longue durea 
65, avenue St. Clair Ouast 
8e {ltage, bureau 800 
Toronto {Ontario) M4V 2Y2 
Tel0Copleur: 416-327·7603 

Les demandes envoyees par courrfer recommand8 sont reput8es avofr eta slgnlt18es le dnqu18me Joor sutvant l'envol el, en cas de transmission par 
tetecopleur, la slgnlflcatlon est r0putee falte le ]our ouvrable suiVant l'envol. SI le 1ftulalre de petmls Of.! re~Jt pas d'avls 8cr!t de ta d8cislon du dlrecteur 
dans les 28 Jours sulvant ra slgnlficatlon de la demande de rflexamen, l'ordre ou !es ordtes sont reputes confirmtis par le dlrecteur. Dans ce cas, le 
t!lula!te de perrnls est repute avolr re,;u une cople de la d8clslon avant l'explra!ron du d81al de 28 Jours. 

En vertu de !'article 164 de la Loi de 2007 sur Jes foyers de so!ns de longue duree, le mulalre de permls a fe droll d'lnterjeler appal, aupres de la 
Commission d'appel et de revision des services de sante, de la dllclslon rendue par le dlrecteur au suJet d'une demande de reexamen d'un ordre cu 
d'ordres donn6s par un fnspecteur. La Commission est un trtbuna! lnd8pendant du mlnfstere. I[ a eta 8tabn en vertu de la lol et II a pour mandat de 
!rancher des li\iges concernant 16$ services de sante, Le tllula!re de permls qui dBclde de demander one audience dolt, dans les 28 Jours qut sulvent 
celul oCI lul a eta slgnlfi6 J'avls de d8clslon du d!recteur, falre parvenlr un avls d'appel 6crlt aux deux endrolls sulvants: 

A. l'attentlon du reglstrafre 
Commfsslon d'apper et de revrslon des services de sante 
15i, rue Bloor Ouest, 9e Ellage 
Toronto (Ontario} M5S 2T5 

Directeur 
e/s Coordlnateur des appels 
Direction de l'am~Horatlon de la performance et de la conformtte 
Minlstere de la Santa et des Solns de tongue duree 
55, avenue St. Clalr Ouest 
8e etage, bureau 800 
Toronto (Ontario) M4V 2Y2 
Telecoplour: 416·327-7603 

La Commission accusera receplfon des avis d'appel et transmetlra des lnslrucUons sur ra faeon de proceder pour lnterjeter appal. Les t!lulalres de 
permls peuvent se renselgner surla Commlsslon d'appel et de nMslon des services de sante en oonsu!tant son site Web, au www.hsarb.on.ca. 

Issued on this 13th day of March, 2012 

Signature of Inspector I '11 w 
Signature de l'inspecteur: ~l ~ 
Name of Inspector/ 
Norn de l'lnspecteur: MICHELLE WARRENER 

Service Area Office I 
Bureau regional de services : Hamilton Service Area Office 
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