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L Ontario Inspection Report under Rapport d’inspection sous la
the Long-Term Care Loi de 2007 sur les foyers de
Homes Act, 2007 soins de longue durée

The purpose of this inspection was to conduct a Critical Incident System
inspection.

This inspection was conducted on the followmg date(s): October 10, 11, 2013

CIS #000021-13; CIS #000019-13; CIS #000020 13; CIS #000025-13; CIS #000024-
13

During the course of the inspection, the inspector(s) spoke with the
Administrator, Director of Care (DOC), Assistant Director of Nursing (ADON),
Personal Support Workers (PSW), Registered staff, famlly members, residents

During the course of the inspection, the inspector(s) reviewed policy and
procedures, education records, clinical health record

The following Inspection Protocols were used during this inspection:
Prevention of Abuse, Neglect and Retaliation

Findings of Non-Compliance were found d'ui?i‘ng this inspection.

WN — :
VPC - Voluntary Plan of Correctloni.
DR — Director Referral -~ ‘
SO ‘Compllance Order’__l__{-;;,_{j:'
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mpliance with requiremen

s written .
.I'-:

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
19. Duty to protect

Specifically failed to comply with the following:

s. 19. (1) Every licensee of a long-term care home shall protect residents from
abuse by anyone and shall ensure that residents are not neglected by the
licensee or staff. 2007, c. 8, s. 19 (1).

Findings/Faits saillants : s T Faeeli i

N B e g
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1. The licensee of the long term care home did not protect residents from abuse by
anyone.

A) Staff reported that in September 2013, an identified PSW was yelling at resident
#001 for using their call bell. The resident reported that the PSW yelled at them,
stated they should not have used the call bell and that they had six to eight other
residents that needed their help. The resident reported that they asked the PSW to
stop yelling but they continued to scream at them. The resident stated that they have
never been yelled at before, they were really upset and felt that the PSW was very
rude to them. The resident also stated that the PSW made them feel nervous. Staff
Workmg that evenlng reported that they found the reSIdent crying after the tnCJdent
toward the resident when answenng ‘the call beil The PSW confirmed that they told
the resident that they ring their call bell all the time, that they had six to eight other
residents and that they should not have used their call bell despite needing
assistance. The staff told the inspector that the resident rang their call bell every five
minutes and that the resident should understand when [ explain to them that | have
other people.

B) Resident #002 reported that the same PSW yelled at them but was not able to
recount specific statements. Staff reported that in September 2013, the PSW was
observed rushing and being rough with the resident. The resident was observed
crying by Registered staff and indicated that the PSW had 'been mean and rude. The
PSW stated that they work fast, if they don't rush they don't finish their work and they
may have been rough when assisting the resident. The staff member confirmed that
they raised their voice toward the resident and that the resident was crying during this
process but stated the resident was always crying.

C) One resident interviewed stated that the staff member was very, very rough and
wouldn't have them touch them. Another resident stated that the staff member was
rude, rushes residents and did not hsten to qemdents Two other residents identified
that they did not want this staff membe‘r to provrde personal care including bathing.

D) Several staff reported that the PSW had‘used fou| language, raised their voice, had
been very angry towards residents and as a result of the PSW's actions have made
some residents cry. Some staff have reported that they do not feel residents were
safe when the PSW was working. During an interview with the PSW they confirmed
that they work fast, if they do not rush they do not finish as they have many tasks and
they do not have time to spend talking about nothing to residents.

E)In September 2013, three separate incidents of alleged verbal abuse involving the
same PSW occurred on the same scheduled shift. Immediate action was not taken by
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staff of the home after the first incident occurred and allowed the PSW to continue
working their shift. As a result, two more incidents occurred. The PSW worked their
next scheduled shift and anaother incident of verbal abuse occurred. The PSW was
disciplined by the home.

In October 2013, an alleged physical abuse mvolvmg the same PSW occurred. It was
reported to staff of the home the following day however; immediate action was not
taken by staff of the home. The PSW finished their shift and worked their next
scheduled shift the following day. The PSW received discipline from the home.[s. 19.

(1]
Additional Required Actions:

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

WN #2: The Licensee has failed to comply w:th LTCHA 2007 8.0. 2007, c.8, s.
24. Reporting certain matters to Dlrector et

Specifically failed to comply with the followmg

s.24.(1) A person who has reasonable grounds to suspect that any of the
following has occurred or may occur shall immediately report the suspicion and
the information upon which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm
or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195 (2).

2, Abuse of a resident by anyone or neglect of a resident by the licensee or staff
that resulted in harm or a risk of harm to the resident. 2007, c. 8, s. 24 (1), 195
(2).

3. Unlawful conduct that resulted in harm or a risk of harm to a resident. 2007,
c. 8, s. 24 (1), 195 (2).

4. Misuse or misappropriation of a resident’s money. 2007, c. 8, s. 24 (1), 195
(2).

5. Misuse or misappropriation of funding provided to a licensee under this Act
or the Local Health System lntegratlon Act, 2006 2007, c. 8, s. 24 (1), 195 (2).

Findings/Faits saillants : i ad _.—,h;-,;f:';;

‘_"_-}J' SpeogE ot
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1. A person who has reasonable grounds to suspect that abuse of a resident by
anyone or neglect of a resident by the licensee or staff that resulted in harm or a risk
of harm to the resident has occurred or may occur should immediately report the
suspicion and the information upon which it'is:based to the Director.

A) In October 2013, a resident reported to a staff member of an incident of alleged
physical abuse they witnessed the previous day. The staff member did not report it
immediately and left a written note for the home's administrator the day after they
became aware. The home did not report the incident to the Director until two days
after it was reported to the staff member.

B) In September 2013, a resident reported to a staff member of an incident of alleged
verbal abuse that occurred the previous day. The staff member left a written note for
the home's ADON however; this was not retrieved for two days and therefore, the
Director was not notified immediately.

C) In September 2013, a staff member reported to the home of an incident of alleged
verbal abuse that occurred three days prior. The staff member did not report the
incident immediately and as a result, the Director was not notified immediately.

D) In September 2013, a staff member reported to the home of an incident of alleged
verbal abuse that occurred the previous day. The following day, another staff member
reported a separate incident of alleged verbal abuse involving the same resident. The
ADON confirmed that there were two separate!:nc:ldents although they were not
reported as separate incidents. The Dlrector Was not notified until two days after
becoming aware of the first incident. [ (‘l)]

Additional Required Actions:

CO # - 002 will be served on the hcensee Refer to the “Order(s) of the
Inspector”.

WN #3. The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.
Residents’ Bill of Rights ;

Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted:

1. Every resident has the right to be treated with courtesy and respect and in a
way that fully recognizes the resident’s individuality and respects the resident’s

dignity. 2007, c. 8, s. 3 (1).

boagg o ki,
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Findings/Faits saillants :

1. The licensee of the long term care home did not ensure that the right for residents
to be treated with courtesy and respect and in a way that fully recognized the
resident's individuality and respected the resident's dignity were fully respected and
promoted.

A)In September 2013, staff entered resident #005's room to get them up for the
morning. PSW staff reported that the resident did not want to get up at this time
however; they proceeded to get the res:dent up' deepite the resident's wishes to stay
in bed. The Administrator indicated that reeldents have the right to choose if they wish
to remain in.bed and the expectation was for staff to respect the resident's individual
choice. The resident requested staff assistance to be toileted however; a PSW staff
stated no, that it was not safe and denied the resident assistance to be toileted. PSW
staff c:onﬁrmed that registered staff did not indicate that it was unsafe to toilet the
resident. PSW staff interviewed confirmed that alternative measures to ensure safety
were not initiated so that the resident could be toileted. It was reported that the
resident was usually toileted before breakfast however; the resident was not toileted
for three and a half hours later, once the resident had reported the incident after
breakfast. [s. 3. (1) 1.]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the right for residents to be treated with
courtesy and respect and in a way that ful!y recogmzes the resident's
individuality and respects the res:dent s’ dlgmty are fully respected and
promoted, to be implemented volun‘tarfly

WN #4: The Licensee has failed fo comply with LTCHA 2007 3.0. 2007, c.8, s. 6.
Plan of care
Specifically failed to comply with the followmg

s. 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, c. 8, s. 6 (7).

Findings/Faits saillants :
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1. The licensee did not ensure that the care set out in the plan of care was provided to
the resident as specified in the plan. E

A) The sleep/rest plan of care for resident #005 indicated the resident preferred to get
up between 0700 and 0800 hours. In September 2013, staff confirmed that they got
the resident up at least 40 minutes early despite the resident verbalizing they did not
want to get up at this time. The Administrator confirmed that staff were to get
residents up based on their plans of care and resident's choice.

B) The toileting plan of care for resident #005 indicated the resident required total
dependence for toileting, was able to verbalize when they required to be toileted and
staff were to toilet at the resident's request. In September 2013, staff confirmed that
after they got the resident up they did not provide assistance to toilet the resident
when the resident requested. The plan of care also indicated that the resident used
bedpans/urinals however; these were not offered as alternatives to toileting. [s. 6. (7)]

RN S T Tt

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, 5.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that the care set out in the plan of care is
provided to the resident as specified in the plan, to be implemented voluntarily.

WN #5: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s.
20. Policy to promote zero tolerance

Specifically failed to comply with the following:

s. 20. (1) Without in any way restricting the generality of the duty provided for
in section 19, every licensee shall ensure that there is in place a written policy
fo promote zero tolerance of abuse and neglect of residents, and shall ensure
that the policy is complied with. 2007, c. 8, s. 20 (1).

Findings/Faits saillants : BB . Y
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1. The licensee did not ensure that there was in! place a written policy to promote zero
tolerance of abuse and neglect of reSIdents ‘and did not ensure that the policy was
complied with.

A) The home's "Abuse and Neglect- Staﬁ‘ to Remdent Family to Resident, Resident to
Resident, Resident and/or Family to Staff" policy and procedure indicated under
number one of mandatory reporting, that all cases of suspected or actual abuse must
be reported immediately in written form to the DON/Administrator. In the absence of
management staff, concerns should be reported immediately to the Charge Nurse,
who will notify management staff on call.

i) In September 2013, staff were aware of an incident of suspected verbal abuse
however; this was not immediately reported to the management staff. The home's
management indicated they were not aware until three days later.

i) In September 2013, it was reported to a staff member by a resident of suspected
verbal abuse that occurred the previous day however; this was not immediately
reported to management staff. A written note was left for the ADON however; they did
not return to work until two days later.

iii) In October 2013, it was reported to a staff member by a resident of suspected
physical abuse. A written note was left for the. Admmfstrator the following day after
becoming aware of the incident however it Was hot retrieved and the Director was not
notified until two days after staff became'aware of the incident.[s. 20. (1]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, ¢.8, s.152(2)
the licensee is hereby requested to prepare a written plan of correction for
achieving compliance to ensure that there is in place a written policy to promote
zero tolerance of abuse and neglect of residents, and ensure that the policy was
complied with, to be implemented voluntarily.
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Issued on this 31st day of October, 2013

Signature of Inspector(s)/Signature de Finspecteur ou des inspecteurs

[m\nmq .ZL[Wcuncu"ﬁ“% -
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Ontario Order(s) of the Inspector . Ordre(s) de I'inspecteur
Pursuant to section 183 and/or Aux termes de l'article 153 et/ou

seclion 154 of the Long-Term Care de article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, S.0. 2007, c.8  de soins de longue durée, L.O. 2007, chap. 8

Health System Accountability and Performance Division
Performance Improvement and Compliance Branch

Division de la responsabilisation et de la performance du systéme de santé
Direction de I'amélioration de la performance et de la conformité

Public Copy/Copie du public

Name of Inspector (ID #) /
Nom de I'inspecteur (No) :

Inspection No. /
No de 'inspection :

Log No. /
Registre no:

Type of Inspection /
Genre d’inspection:

Report Date(s) /
Date(s) du Rapport :

Licensee /
Titulaire de permis :

LTC Home /
Foyer de SLD :

Name of Administrator /
Nom de Padministratrice
ou de 'administrateur :

TAMMY 'SZYRIANOWSKI (165)
2013 202165_0017

L-000799-13 L-000793-13

Critical Incident System
Oct 24, 2013

CARESSANT-CARE NURSING AND RETIREMENT

HOMES LIMITED
264 NORWICH AVENUE, WOODSTOCK, ON, N4S-3V9

CARESSANT CARE ARTHUR NURSING HOME
215 ELIZA STREET; P.O. BOX 700, ARTHUR, ON,
NOG-1AO = |

LISA CANADA

To CARESSANT-CARE NURSING AND RETIREMENT HOMES LIMITED, you are
hereby required to comply with the following order(s) by the date(s) set out below:
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L ONtario  orders) of the Inspector Ordre(s) de Pinspecteur

Pursuant to section 153 and/or Aux termes de l'article 153 eliou
section 154 of the Long-Term Care de l'article 154 de fa Loi de 2007 sur les foyers
Homes Act, 2007, 5.0, 2(_]07_,_—‘0_.@__: - de soins de longue durée, 1..0. 2007, chap. 8
Order#/ Order Type /| _ '
Ordre no : 001 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

LTCHA, 2007 S.0. 2007, c.8, s. 19. (1) Every licensee of a long-term care home
shall protect residents from abuse by anyone and shall ensure that residents are
not neglected by the licensee or staff. 2007, c. 8, s. 19 (1).

Order / Ordre :

The licensee of the long term care home shall protect residents from abuse by
anyone and shall ensure that residents are not neglected by the licensee or

staff.

Grounds / Motifs :

1. Previously issued as CO December 9,2011.

1. The licensee of the long term care home did not protect residents from abuse
by anyone. . o

A) Staff reported that in September 2013, an identified PSW was yelling at
resident #001 for using their call bell. The resident reported that the PSW yelled
at them, stated they should not have used the call bell and that they had six to
eight other residents that needed their help. The resident reported that they
asked the PSW to stop yelling but they continued to scream at them. The
resident stated that they have never been yelled at before, they were really
upset and felt that the PSW was very rude to them. The resident also stated
that the PSW made them feel nervous. Staff working that evening reported that
they found the resident crying after the incident. During an interview with the
PSW, they confirmed that they had raised their voice toward the resident when
answering the call bell. The PSW confirmed that they told the resident that they
ring their call bell all the time, that they had six to eight other residents and that
they should not have used their call bell despite needing assistance. The staff
told the inspector that the resident rang their call bell every five minutes and that
the resident should understand when |.eXplain to them that | have other people.
B) Resident #002 reported that the same PSW yelled at them but was not able
to recount specific statements. Staff reported that in September 2013, the PSW
was observed rushing and being rough with the resident. The resident was
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Zﬁ' Ontario Order(s) of the Inspector Ordre(s) de Pinspecteur
Pursuant to section 153 and/or Aux termes de l'article 153 et/ou
section 154 of the Long-Term Care de I'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 8.0. 2007, c.8 de soins de lonque durée, L.Q. 2007, chap. 8

observed crying by Registered staff and indicated that the PSW had been mean
and rude. The PSW stated that they work fast, if they don't rush they don't
finish their work and they may have been rough when assisting the resident.
The staff member confirmed that they raised their voice toward the resident and
that the resident was crying during this“proceéss but stated the resident was
always erying. o ,

C) One resident interviewed stated that the staff member was very, very rough
and wouldn't have them touch them. Arother resident stated that the staff
member was rude, rushes residents and did not listen to residents. Two other
residents identified that they did not want this staff member to provide personal
care including bathing.

D) Several staff reported that the PSW had used foul language, raised their
voice, had been very angry towards residents and as a result of the PSW's
actions have made some residents cry. Some staff have reported that they do
not feel residents were safe when the PSW was working. During an interview
with the PSW they confirmed that they work fast, if they do not rush they do not
finish as they have many tasks and they do not have time to spend talking about
nothing to residents.

E)In September 2013, three separate incidents of alleged verbal abuse involving
the same PSW occurred on the same scheduled shift. Immediate action was
not taken by staff of the home after the first incident occurred and allowed the
PSW to continue working their shift. As‘a'fésult, two more incidents occurred.
The PSW worked their next scheduléd shift and another incident of verbal abuse
occurred. The PSW was disciplined by the home. |

In October 2013, an alleged physical abuse involving the same PSW occurred.
It was reported to staff of the home the following day however: immediate action
was not taken by staff of the home. The PSW finished their shift and worked
their next scheduled shift the following day. The PSW received discipline from
the home. [s. 19. (1)] (165)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’icile : Nov 22,2013
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Ministry of Health and. Ministére de la Santé et

Long-Term Care des Soins de longue durée
g)... Ontario Order{s) of the Inspector ‘Ordre(s) de 'inspecteur
Pursuant to section 153 and/or Aux termes de l'article 1563 etfou .
seclion 154 of the Long-Term Care de I'article 154 de la Lof de 2007 sur (es foyers
Homes Act, 2007, 5.0. 2007, ¢c.8 de soins de longue durée, L.0. 2007, chap. 8
Order #/ Order Type /
Ordre no: 002 Genre d’ordre : Compliance Orders, s. 153. (1) (a)

Pursuant to / Aux termes de :

LTCHA, 2007 S.0. 2007, c.8, s. 24. (1) - A person who has reasonable grounds to
suspect that any of the followmg has occurred or may occur shall immediately
report the suspicion and the lnformatlon tipon‘which it is based to the Director:

1. Improper or incompetent treatment or care of a resident that resulted in harm
or a risk of harm to the resident. 2. Abuse of a resident by anyone or neglect of
a resident by the licensee or staff that resulted in harm or a risk of harm to the
resident. 3. Unlawful conduct that resulted in harm or a risk of harm to a
resident. 4. Misuse or misappropriation of a resident's money. 5. Misuse or
misappropriation of funding provided to a licensee under this Act or the Local
Health System Integration Act, 2006. 2007, c. 8, s. 24 (1), 195 (2).

Order / Ordre :

A person who has reasonable grounds to suspect that any abuse of a resident
by anyone or neglect of a resident by the licensee or staff that resulted in harm
or risk of harm to the resident has occurred or may occur shall immediately

report the suspicion and the information upon which it is based to the Director.

Grounds / Motifs :
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l/)w Onta r]O Order(s) of the’ Inspector Ordre(s) de l'inspecteur
Pursuant to section'153 and/or Aux termes de l'article 153 et/ou
seclion 154 of the Long-Term Care  _de l'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0. 2007, c.8 te soins de longue durée, L.O. 2007, chap. 8

1. Previously issued as WN June 8, 2012 and issued as VPC December 12,
2012.

1. A person who has reasonable grounds to suspect that abuse of a resident by
anyone or neglect of a resident by the licensee or staff that resulted in harm or a
risk of harm to the resident has occurred or may occur should immediately
report the suspicion and the information upon which it is based to the Director.
A) In October 2013, a resident reported to a staff member of an incident of
alleged physical abuse they witnessed the previous day. The staff member did
not report it immediately and left a written note for the home's administrator the
day after they became aware. The home did not report the incident to the
Director until two days after it was reported to the staff member.

B) In September 2013, a resident reported to a staff member of an incident of
alleged verbal abuse that occurred the previous day. The staff member left a
written note for the home's ADON:however ‘this was not retrieved for two days
and therefore, the Director was not notified |mmedlately

C) In September 2013, a staff member reported.to the home of an incident of
alleged verbal abuse that occurred three days prior. The staff member did not
report the incident immediately and as a result, the Director was not notified
immediately. _

D) In September 2013, a staff member reported to the home of an incident of
alleged verbal abuse that occurred the previous day. The following day, another
staff member reported a separate incident of alleged verbal abuse involving the
same resident. The ADON confirmed that there were two separate incidents
although they were not reported as separate incidents. The Director was not
notified until two days afier becoming aware of the first incident. [s. 24. (1)] (165)

This order must be complied with by /
Vous devez vous conformer a cet ordre d’ici le; Nov 22, 2013
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_ Pursuant ta section 153 and/or Aux termes de l'article 153 etfou
section 1564 of the Long-Term Care de l'article 154 de fa Loi de 2007 sur les foyers
Homes Act, 2007, S.0.2007,¢.8 de soins de longue durée, L.O. 2007, chap. 8

REVIEW/APPEALINFORMATION
TAKE NOTICE:

The Licensee has the right to request a review by the Director of this (these) Order(s)
and to request that the Director stay this (these) Order(s) in accordance with section
163 of the Long-Term Care Homes A_ct, 2007.

The request for review by the Director must be made in writing and be served on the
Director within 28 days from the day the order was served on the Licensee.

The written request for review must include,

(a) the portions of the order in respect of which the review is requested;
(b) any submissions that the Licensee wishes the Director to consider; and
(c) an address for services for the Licensee.

The written request for review must be served personally, by registered mail or by fax
upon:

e L

i é‘;‘_j: Y
- Director .
c/o Appeals Coordinator 7
Performance Improvement and Compliance Branch
Ministry of Health and Long-Term Care !
1075 Bay Street, 11th Floor
TORONTO, ON
M5S-2B1

Fax: 416-327-7603

::::::
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Ministry of Health and !, | Ministére de la Santé et

P‘;} Long-Term Care ' ‘des Soins de longue durée
g)r' Onta o Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 163 and/or Aux termes de l'article 153 et/ou
section 164 of the Long-Term Care de I'article 154 de la Loi de 2007 sur les foyers

Homes Act, 2007, 8.0. 2007, c.8 de soins de longue durée, L.O. 2007, chap. 8

When service is made by registered mail, it is deemed to be made on the fifth day
after the day of mailing 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 notice of the Director's decision within 28 days of receipt of the Licensee's
reguest for review, this(these) Order(s) is(are) deemed to be confirmed by the Director
and the Licensee is deemed fo have been served with a copy of that decision on the
expiry of the 28 day period. gy 5
The Licensee has the right to appeal the Director's decision on a request for review of
an Inspector's Order(s) to the Health Services Appeal and Review Board (HSARB) in
accordance with section 164 of the Long-Term Care Homes Act, 2007. The HSARB is
an independent tribunal not connected with the Ministry. They are established by
legislation to review matters concerning health care services. If the Licensee decides
to request a hearing, the Licensee must, within 28 days of being served with the
notice of the Director's decision, give a written notice of appeal to both:

Health Services Appeal and Review Board and the Director

Attention Registrar Directar
151 Bloor Street West c/o Appeals Coordinator
9th Floor : Performance Improvement and Compliance

Toronto, ON M5S 2T5 Branch
- Ministry of Health and Long-Term Care
1075 Bay Street, 11th Floor
TORONTO, ON
- M&S-2B1
.+ Fax: 416-327-7603

Upon receipt, the HSARB will acknowlédge your notice of appeal and will provide
instructions regarding the appeal process. The Licensee may learn
more about the HSARB on the website www.hsarb.on.ca.
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Ministry of Health and j i - Ministére de la Santé et

f‘\'-—> | Long-Term Care | des Soins de longue durée
Boonaro oo
Ontario Order(s) of the Inspector. " Ordre(s) de I'inspecteur
Pursuant {o section 163 and/or Aux termes de larticle 153 etlou

section 154 of the Long-Term Care  ,de I'article 154 de la Loi de 2007 sur les foyers
Homes Act, 2007, 5.0, 2007, ¢.8 de soins de longue durée, L.0. 2007, chap. 8

RENSEIGNEMENTS SUR LE REEXAMEN/L’APPEL

PRENDRE AVIS

En vertu de I'article 163 de la Loi de 2007 sur les foyers de soins de longue durée, le
titulaire de permis peut demander au directeur de réexaminer I'ordre ou les ordres
qu'il a donné et d’en suspendre I'exécution.

La demande de réexamen doit &tre présentée par écrit et est signifiée au directeur
dans les 28 jours qui suivent la signification_ de.'ordre au titulaire de permis.

L.a demande de réexamen doit contenir ce qui suit :

a) les parties de I'ordre qui font I'objet de la demande de réexamen:
b) les observations que le titulaire de permis souhaite que le directeur examine;
c) I'adresse du titulaire de permis aux fins de signification.

l.a demande écrite est signifiée en personne ou envoyée par courrier recommandé ou
par teélécopieur au:

Directeur

als Coordinateur des appels

Direction de 'amélioration de la performance et de la conformité

Ministére de la Santé et des Soins de longue durée

1075, rue Bay, 11e étage

Ontario, ON

M5S-2B1

Fax: 416-327-7603

. ¥y s By i

Les demandes envoyées par courrier recommandé sont réputées avoir été signifiées
le cinquiemeé jour suivant I'envoi et, en cas de transmission par télécopieur, la
signification est réputée faite le jour ouvrable suivant I'envoi. Si le titulaire de permis
ne recoit pas d'avis écrit de la décision du directeur dans les 28 jours suivant la
signification de la demande de réexamen, I'ordre ou les ordres sont réputés confirmés
par le directeur. Dans ce cas, le titulaire de permis est réputé avoir regu une copie de
la décision avant I'expiration du délai de 28 jours.
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Ministry of Health and Ministére de la Santé et

Long-Term Care des Soins de longue durée
gf’ Ontario Order(s) of the Inspector Ordre(s) de I'inspecteur
Pursuant to section 153 and/or Aux termes de l'article 153 et/ou
saction 154 of the Long-Term Care de I'article 154 de /a Loi de 2007 sur les foyers

Homes Act, 2007, S.0. 2007, ¢.8 de soins de longue durée, L.O. 2007, chap. 8
T ebbws W

En vertu de l'article 164 de la Loi de 2007 sur'les foyers de soins de longue durée, le
titulaire de permis a le droit d'interjeter appel, auprés de la Commission d'appel et de
révision des services de santé, de la décision rendue par le directeur au sujet d’'une
demande de réexamen d'un ordre ou d'ordres donnés par un inspecteur. La
Commission est un tribunal indépendant du ministére. Il a été établi en vertu de Ia loi
et il a pour mandat de trancher des litiges concernant les services de santé. Le
titulaire de permis qui décide de demander une audience doit, dans les 28 jours qui
suivent celui ol lui a été signifié I'avis de décision du directeur, faire parvenir un avis
d'appel écrit aux deux endroits suivants :

A I'attention du registraire Directeur
Commission d'appel et de révision a/s Coordinateur des appels
des services de santé Direction de I'ameélioration de la performance et de la
151, rue Bloor Quest, 9e étage conformité
Torento (Ontario) M5S 2T5 Ministére de la Santé et des Soins de longue durée
~ 1075, rue Bay, 11e étage
-Ontario, ON 2
M5Si2B1 . ¢

 Faxi/416- 32?-7603

La Commlssmn accusera reception des avis d’appél et transmettra des instructions
sur la fagon de procéder pour interjeter appel. Les titulaires de permis peuvent se
renseigner sur la Commission d'appel et de révision des services de santé en
consultant son site Web, au www.hsarb.on.ca.

Issued on this 24th day of October, 2013

Signature of Inspector /
Signature de I'inspecteur :

Name of Inspector /
Nom de l'inspecteur : TAMMY SZYMANOWSKI

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