
IN THE MATTER OF: The Nursing Act, S.N.S. 2019, c. 8 

— and — 

IN THE MATTER OF: Geoffrey Wilfred Coolen 
Registration No. 32532 

ORDER 

Upon being advised that counsel for the Nova Scotia College of Nursing was concerned that 
certain details set forth in the original Joint Statement of Facts and Joint Statement of Disposition 
submitted by the party to the Professional Conduct Committee disclosed details which may 
inappropriately reveal information leading to the identification of patients concerned; 

And upon being advised that a passage in the original written decision of the Professional 
Conduct Committee contains information which may similarly reveal the identification of a patient 
concerned; 

And upon being satisfied that counsel for Mr. Geoffrey Wilfred Coolen concurred with counsel 
for the Nova Scotia College of Nursing's concerns and proposed remedies; 

And upon it appearing that the erratum attached at Schedule "B" to the original Committee 
Decision can be made unnecessary by revising the original written decision of the Committee as 
contemplated; 

The Professional Conduct Committee: 

1. Has determined it appropriate to ban publication of the impugned passages contained in 
the original written Decision of the Committee, and in the original Joint Submission; 

2. To make the publication bans effective, the modified AMENDED DECISION OF THE 
COMMITTEE and the JOINT SUBMISSION ON FACTS AND DISPOSITION, 
appended hereto as Exhibits "1" and "2" respectively shall remain affixed to this Order and 
this Order and its Exhibits are to be the documents relating to this proceeding to be 
available for public review. 

3. The former Schedule "B" to the Decision of the Committee is hereby removed from the 
documents to be available for public review. 

Dated at Dartmouth, Nova Scotia, this/ ay of January, 2021. 

David ZJ. Coles, Q.C. 
Chairman, Professional Conduct Committee 
in the matter of Geoffrey Wilfred Coolen 



Exhibit 661" 

IN THE MATTER OF: The Nursing Act, S.N.S. 2019, c. 8 

— and — 

IN THE MATTER OF: Geoffrey Wilfred Coolen 
Registration No. 32532 

Nova Scotia College of Nursing 
Decision of the Professional Conduct Committee 

(as amended pursuant to the Order of January 12, 2021) 

1. In the matter of the Notice of Hearing, dated June 10, 2020, issued by the 
Nova Scotia College of Nursing (NSCN) against Geoffrey Wilfred Coolen, 
Registration No. [32532] (the "Respondent"). 

2. The Professional Conduct Committee was convened on June 17, 2020 at the 
offices of the NSCN, in Bedford, Nova Scotia, to consider a proposed Joint 
Submission on Facts and Disposition as between the Respondent and the 
Nova Scotia College of Nursing arising out of a complaint against the 
Respondent on September 23, 2016 and a further complaint from the 
Department of Health and Wellness of Nova Scotia against the Respondent 
on June 6, 2016. 

3. The members of the Professional Conduct Committee in this matter are: 
David G. Coles, Q.C., Public Representative, Chairperson; Ms. Jennifer Riis, 
NP.; Ms. Tracy Polley, LPN; Ms. Carolyn Power, RN; Brian Smith, Q.C., 
Public Representative. 

4. The Respondent was in attendance via Zoom conference and was represented 
by his Counsel, Ms. Jill Houlihan and Ms. Patti Humphries, Labour 
Relations Representative, Nova Scotia Nurses Union. The NSCN was 
represented by Marjorie Hickey, Q.C. Ms. Humphries did not address the 
Committee. 

5. On June 4, 2019, the Nursing Act, SNS 2019, c 8, was proclaimed in effect. 
With the proclamation of the Act, CRNNS officially dissolved as an 
organization, and the new Nova Scotia College of Nursing (NSCN) was 
created. All CRNNS conduct matters, including this one, are continued by 



the Nova Scotia College of Nursing under Section 172 of the Nursing Act, 
which provides: 

 
172 (1) A matter subject to a regulatory process under a former 
Act must continue to be proceeded with in accordance with this  
Act as nearly as circumstances permit. 
 

6. Upon hearing the oral submissions of Marjorie Hickey, Q.C.  and  Jill 
Houlihan, the Professional Conduct Committee found the Respondent 
committed the professional misconduct as described in the Notice of 
Hearing, and accepted the disposition proposed by the parties in the “Joint 
Submission on Facts and Disposition”, a true copy of that executed document 
(without its attachments), being attached hereto and marked Schedule “A”, 
together with the ordered amendments thereto as set forth in Schedule “B”, 
attached hereto. 
 
FACTS   
 

7. At the request of the Respondent, the Committee allowed the Respondent to 
make a statement via Zoom within which he expressed remorse for having 
committed the acts giving rise to the complaints and that if/when allowed to 
return to the practice of nursing, he would strive to practice nursing in a 
professional, proper manner.  He advised that the practice of nursing is very 
important to him and represents the profession he wants to continue to 
practice. The facts are as set forth in Schedule “A” attached hereto together 
with the aforementioned statement by the Respondent. 
 
ALLEGATIONS OF PROFESSIONAL MISCONDUCT AND 
INCOMPETENCE  
   

8. The allegations are set forth in Schedule “A”, attached hereto.    
 
DISPOSITION 
  

9. In accordance with the terms of the Joint Submission on Facts and 
Disposition, the Professional Conduct Committee ordered the following: 
 

10. The proposed disposition is accepted in accordance with the disposition 
specifics set forth in Schedule “A” attached hereto. 

 



REASONS FOR DISPOSITION 

11. The Committee was cognizant of its responsibility to render a Decision 
which should maintain public confidence in the profession and the 
regulator's ability to regulate the profession. As well, Committee members 
were mindful of their duty to consider public safety as well as rehabilitation 
of the Respondent. The Committee considered the Respondent's repetition 
of his violation of a previous Order that he not practice nursing unless 
another RN was on duty at the same time, as well as his failure to self report 
as aggravating factors. Mitigating factors taken into account were the 
Respondent's long periods of work without infractions/complaints, and his 
testimony via Zoom that he does feel great remorse for the actions he has 
committed. The Respondent stated that practicing nursing is the only job he 
ever wanted and does want. He committed that he would assure that he 
would never commit professional misconduct or acts in an incompetent 
manner. 

12. The Committee considered the Respondent's infractions as being very 
serious. There was a concern that rehabilitation may not be possible in this 
case. That said, the Joint Submission on Disposition provides for a serious 
penalty and ongoing monitoring such that the Committee concluded the 
Respondent, the College and the general public, would be best served, in this 
case, if the Joint Submission on Facts and Disposition as set forth in Schedule 
"A" attached hereto, were ordered. 

CONCLUSION 

13. Accordingly, for all reasons set out above, the Professional Conduct 
Committee approves and orders the Joint Submission on Facts and 
Disposition included in Schedule "A". 

Dated at Halifax, Nova Scotia this /5 .- day of January, 2021. 

avid G. Coles, Q.C. 
Chairman of the Professional 
Conduct Committee 



SCHEDULE "A" 
Exhibit "2" 

IN THE MATTER OF: The Nursing Act, S.N.S. 2019, c. 8 

-and-

IN THE MATTER OF: Geoffrey Wilfred Coolen 
Registration No. 32532 

JOINT SUBMISSION ON FACTS AND DISPOSITION 

(Modified in accordance with Publication Bans issued by the Professional Conduct 
Committee to remove any information which could identify patients) 

The Nova Scotia College of Nursing and Geoffrey Wilfred Coolen (the "Respondent") agree to the 
following facts and disposition. 

Both the College and the Respondent submit this document for consideration by the Professional 
Conduct Committee and ask the Professional Conduct Committee to accept the jointly proposed 
facts and disposition as the basis for its decision in this matter. 

On June 4, 2019, the Nursing Act, SNS 2019, c 8, was proclaimed in effect. With the proclamation 
of the Act, the College of Registered Nurses of Nova Scotia officially dissolved as an organization, 
and the new Nova Scotia College of Nursing (NSCN) was created. All CRNNS conduct matters, 
including this one, are continued by the Nova Scotia College of Nursing under Section 172 of the 
Nursing Act, which provides: 

172 (1) A matter subject to a regulatory process under a former Act must 
continue to be proceeded with in accordance with this Act as nearly as 
circumstances permit. 

JOINT STATEMENTS OF FACTS 

A. THE COMPLAINT 

1. On September 23, 2016, the College of Registered Nurses of Nova Scotia received a letter 
of complaint from a Manager of the Emergency Department of a hospital. The complainant 
alleged that the Respondent inappropriately placed Patient A in a locked room, against 
facility policy, and among other things, failed to monitor her, and failed to report the 
incident after Patient A fell in the locked room striking her head. The complainant also 
referenced four incidents that occurred over the course of two months in 2013. 

2. On February 27, 2017, the College received a second letter of complaint from the 
Department of Health and Wellness of Nova Scotia. The letter of complaint related to the 
incident involving Patient A. 

3. As a result of these matters, the Nova Scotia Health Authority terminated the 
Respondent's employment by letter dated September 1, 2016. 
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B. INVESTIGATION OF COMPLAINT 

4. On October 4, 2016, the College commenced an investigation of the allegations contained 
in the letters of complaint. 

5. On March 24, 2017, the Respondent signed a voluntary Undertaking to abide by certain 
conditions and restrictions on his nursing licence at the request of the College. 

6. On or about September 1, 2017, the College provided a copy of its Preliminary 
Investigation Report to the Respondent. The Respondent provided his response to the 
Preliminary Investigation Report on or about November 17, 2017. 

7 The Respondent grieved his dismissal from the Nova Scotia Health Authority. The 
Respondent's grievance proceeded to arbitration and was unsuccessful. In a written 
decision dated May 28, 2018, the arbitrator held the employer had just cause to terminate 
the Respondent's employment. 

8. On July 23, 2018, the Complaints Committee issued its written decision referring the 
matter to the Professional Conduct Committee and imposing an interim suspension of the 
Respondent's licence. 

9. On August 2, 2018, the Respondent requested that the Complaints Committee reconsider 
the interim suspension imposed on his licence. 

10. On August 16, 2018, the Complaints Committee reconvened to hear the Respondent's 
request that the interim suspension imposed on his licence be lifted. The Complaints 
Committee issued its written decision on August 21, 2018, lifting the interim suspension 
imposed on the Respondent's licence. In the same decision, the Complaints Committee 
imposed restrictions on his licence. 

11. On July 10, 2019, the Complaints Committee met by telephone to consider a report by the 
Respondent's employer that the Respondent breached conditions and restrictions placed 
on his licence. 

12. On July 23, 2019, the Complaints Committee issued its written decision finding that the 
Respondent breached conditions and restrictions on his licence. The Complaints 
Committee referred the issue of the breaches to the Professional Conduct Committee and 
imposed an interim suspension of the Respondent's licence. 

C. THE ALLEGATIONS 

13. The Complaints Committee referred allegations 1-5 to the Professional Conduct 
Committee for determination pursuant to s. 58(3)(f) of the Registered Nurses Regulations 
then in effect. 

14. By its decision of July 23, 2019, the Complaints Committee referred allegations 6 and 7 to 
the Professional Conduct Committee for determination pursuant to section 76(1) of the 
Nursing Act. 

15. The allegations are as follows: 
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1. With respect to the care the Respondent provided to Patient A in 2016, the 
Respondent engaged in professional misconduct by violating accepted standards 
of nursing practice and engaging in practices including the following: 

Failing to provide adequate and appropriate care and monitoring to 
Patient A; 

ii. placing Patient A in a locked high observation room in the absence of a 
physician's order or an emergency situation; 

iii. leaving Patient A unattended and without monitoring in the locked high 
observation room for a period of approximately 17 minutes; 

iv. exercising excessive force; 

v. ignoring and/or failing to act on indications that Patient A was distressed 
while in the locked high observation room; and 

vi. failing to document and/or report the incident. 

2. Over the course of a one month period in 2013 on four separate occasions, 
the Respondent engaged in professional misconduct by violating accepted 
standards of nursing practice when he: 

a. transferred Patient B, whose condition was critical, from the emergency 
department to the intensive care unit without the use of a cardiac monitor, 
contrary to a physician's order. 

b. administered ketamine by direct IV to Patient C, which was outside of 
his scope of practice. 

c. with respect to Patient D: 

failed to confirm Patient D's, a hyperglycemic patient, high glucose level 
with lab testing; and, 

ii. transferred Patient D from the emergency department to the intensive 
care unit without the use of a cardiac monitor, contrary to a physician's 
order. 

d. with respect to Patient E: 

i. failed to complete a comprehensive assessment of Patient E; and, 

ii. failed to appropriately monitor Patient E. 

3. On January 21, 2019, the Respondent engaged in professional misconduct 
by practicing as a registered nurse when he was the only RN on shift at a Home 
for Special Care, in violation of the following interim restriction imposed on his 
licence by the College's Complaints in its decision dated August 21, 2018: 

Mr. Coolen is not permitted to be the only RN on shift. 
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4. On May 30, 2019, the Respondent engaged in professional misconduct by 
practicing as a registered nurse when he was the only RN on shift at a Home for 
Special Care, in violation of the following interim restriction imposed on his licence 
the College's Complaints Committee in his decision dated August 21, 2018: 

Mr. Coolen is not permitted to be the only RN on shift. 

D. STATEMENT OF FACTS 

(i) Respondent's Background and Practice Setting 

16. The Respondent graduated from Cape Breton University with his Bachelor in Nursing 
degree in 2007. 

17. The Respondent began employment at a hospital in 2007 on a medical unit and obtained 
a position in the emergency department in 2013. 

18. The Respondent does not have a professional conduct history with the College. 

(ii) The 2013 Incidents 

Patient B 

19. Patient B was admitted to the emergency department after she collapsed. 

20. Patient B's chart indicated a physician's order for a cardiac monitor and telemetry, among 
other things. 

21. The Respondent took over care of Patient B. 

22. The Respondent transferred Patient B to the ICU at 11:30 without a cardiac monitor and 
portable oxygen, contrary to the physician's order. 

23. At 11:39, Patient B's SPO2 was 86%, her lips were slightly cyanotic, and her hands and 
feet were cool to touch. 

Patient C 

24. Patient C was admitted to the emergency department and required urgent CT and EGD. 

25. Physician notes for Patient C indicated a verbal order for Ketamine, 50 mg by IV. 

26. The Hospital policy provides that only a physician may administer Ketamine by IV. 

27. The Respondent administered Ketamine by IV to Patient C, contrary to his employer's 
policy. 

Patient D 

28. Patient D was admitted to the emergency department with a CTS score of 2. 
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29. Patient D was diabetic and presented with various symptoms. He had a known history of 
specific medical issues. 

30. The physician orders for Patient D indicated that vital signs were to be taken hourly with 
continuous cardiac monitoring for 24 hours and then to reassess. 

31. The Respondent tested Patient D's blood sugars at 11:30 and received a "high" reading. 

32. The Point of Care Policy at the Hospital required confirmation of a "high" glucose reading 
by a lab comparison. 

33. The Respondent did not confirm the "high" glucose reading taken at 11:30 with a lab 
comparison. 

34. At 12:30 the Respondent transferred Patient D to the ICU without a cardiac monitor. 

35. The Respondent should have had a cardiac monitor on Patient D during transfer to the 
ICU. 

Patient E 

36. Patient E was admitted to the emergency department after falling backwards. 

37. Physician orders for Patient E included, among others, continuous 02 saturation monitor 
and cardiac monitor and close monitoring. 

38. The Respondent took Patient E's vital signs at 07:30 and then at 12:40. Thereafter, vital 
signs were taken at 13:50, 14:15, 14:52, and 15:07. 

39. The Respondent did not check Patient E's neuro vital signs. 

40. Patient E was transferred to ICU at 15:30. 

(iii) The 2016 Incident 

41. Patient A was admitted to the emergency department. 

42. Patient A was a vulnerable client given her age, confused state, and history. 

43. The Respondent's shift started at 7:00 pm and continued until 7:00 am (the "Night Shift"). 

44. The Respondent took over care of Patient A. The Respondent was the primary care nurse 
for A. 

45. The Night Shift was not a busy shift. 

46. The Respondent initially had three patients at the start of the Night Shift. One patient was 
discharged and thereafter he had two patients during the Night Shift. 

47. When the Respondent took over care of Patient A, the physician's orders required vital 
signs to be checked every six hours and for A's oxygen level to be monitored and 
maintained above 89%. 
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48. At 19:45, the Respondent noted Patient A to be pleasantly confused with a poor memory. 
He noted her SPO2 was 86-88% and oxygen was applied. At 21:36 she was found 
wandering, slightly more confused and agitated. At 22:00 the Respondent telephoned the 
on call physician, who did not respond. At 24:00 Patient A was awake, pleasant, and sitting 
nursing station. At 01:04 Patient A was settled. 

49. During the Night Shift, the Respondent was using the hospital computers and his personal 
cell phone to look at real estate websites. 

50. The Respondent's personal cell phone use violated the Health Authority's Communication 
Devices Policy. 

51. The Respondent was aware of the employer's policy regarding personal use of cell phones 
while on shift. 

52. During the employer's investigation, when the Respondent first met with his employer to 
discuss the Incident, the Respondent was not truthful with his employer regarding his 
personal cell phone use. At the second meeting with his employer, after he knew others 
had seen him using his personal cell phone during the shift, he admitted to using his 
personal cell phone while on shift. 

53. As a result of his personal use of the hospital computers and his personal cell phone, the 
Respondent was distracted and not monitoring Patient A. 

54. The Respondent was assisted by his colleagues during the Night Shift. Staff spent time 
with Patient A, spoke with her, gave her small tasks to occupy her, and showed her videos. 

55. Early in the Night Shift, the Respondent told co-workers words to the effect that if Patient 
A did not stay in her room and or "behave", he was going to place her in the locked high 
observation room ("LHOR") and/or he was not going to "babysit" her. 

56. The Hospital had a policy regarding use of the LHOR. The LHOR is a room that can be 
locked from outside. 

57. During the Night Shift, the Respondent was aware of the LHOR policy and its provisions. 

58. The policy states that a physician's order is required to use the LHOR, or, in the case of 
an emergency situation, the charge nurse may authorize use of the LHOR. 

59. The policy states that if the LHOR is being used in an emergency situation, with the 
authorization of the charge nurse, the nurse must immediately follow up for a physician's 
order. 

60. The policy also requires in person monitoring every 15 minutes at a minimum. 

61. At approximately 21:00, the Respondent indicated to the charge nurse that he intended to 
place Patient A in the LHOR. The charge Nurse told the Respondent that he must have a 
physician's order. 

62. The Respondent told the charge nurse that he would ask the on call physician for sleep 
medication for Patient A. 
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63. There was an on call physician available at the hospital. 

64. The Respondent did not ask the on call physician for sleep medication. 

65. At approximately 01:10 or 01:15, the Respondent went on break. His break lasted about 
two hours. 

66. While the Respondent was on break, another RN took over care of Patient A. This RN sat 
with Patient A and did not have difficulty managing her care. 

67. After he returned from his break, the respondent noted at 03:28: "pt has been constantly 
up and trying to leave. Had pt briefly in geri chair which she can climb out of. Placed pt in 
MH room as there is no security present to sit with pt. pt is increasingly more agitated, 
pounding on door and yelling." 

68. The Respondent placed Patient A in the LHOR without obtaining a physician's order or 
consulting the charge nurse. 

69. There was no emergency situation requiring the Respondent to place Patient A in the 
LHOR. 

70. There was no indication in the Respondent's nursing notes that Patient A was aggressive 
during the Night Shift. 

71. Video surveillance shows the Respondent placing Patient A in the LHOR. 

72. The Respondent used physical force and rough handling of Patient A when he placed her 
in the LHOR. 

73. The Respondent mistreated Patient A by causing her harm when he confined her to 
LHOR. 

74. Patient A was suffering from seizures, memory loss, and confusion, and was not able to 
appreciate the reason she was placed in the LHOR. 

75. After the Respondent placed Patient A in the LHOR, the room was locked from the outside. 
There was a call bell and oxygen system in the room, but they were secured and could 
not be opened by Patient A. 

76. The Respondent placed Patient A in the LHOR because it was convenient for him to do 
so. 

77. After being placed in the LHOR, Patient A was shouting for help and banging on the door 
to be let out. 

78. The Respondent did not perform in person monitoring of Patient A at a minimum of 15 
minute intervals while Patient A was in the LHOR, as required by policy. 

79. At 03:38 the Respondent noted the patient had folded the facecloths provided and she 
was pacing in the room. At 03:45 the Respondent paged security as "pt hitting door and 
not settling." 
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80. At 03:46 the Respondent noted that the patient seized while standing and fell backward 
striking her head on the wall/floor. 

81. As a result of her fall in the LHOR, Patient A suffered a two centimeter laceration requiring 
one staple. Her oxygen saturation level was below 80% immediately after her fall. 

82. The MAR indicates that no medications were given to Patient A from the time that the 
Respondent began his shift, through to the time she seized and fell in the LHOR. 

83. The Respondent did not monitor Patient A's oxygen saturation level after 19:45 until she 
seized, although he did note at 21:00 "will not leave 02 insitu." 

84. The charge nurse asked the Respondent to file a serious accident report regarding the 
incident with Patient A. 

85. The Respondent did not file a report regarding the incident with Patient A. 

86. The Health Authority Serious Adverse Events Policy required a written repot to be made 
regarding the incident with Patient A. 

87. The Respondent breached the Serious Adverse Events Policy by failing to make a written 
report. 

88. The charge nurse contacted the manager of the Emergency Department regarding the 
incident that occurred with Patient A during the Night Shift. 

89. Patient A continued to have seizures at the hospital where she was transferred that did 
not respond to medication. Patient A died some days later. 

iv. The Breach Incidents 

90. The Complaints Committee issued its first decision on July 23, 2018, following its 
consideration of the issues raised in the letter of complaint. The Complaints Committee 
imposed an interim suspension on the Respondent's licence to practice nursing. 

91. After he received the Complaint Committee's decision July 23, 2018, the Respondent 
requested that the Committee reconsider its decision to impose an interim suspension of 
his licence. The Committee met with the Respondent and his union representative by 
telephone on August 16, 2018. At that time the Respondent requested that his licence be 
reinstated and that he be permitted to practice nursing with conditions and restrictions on 
his licence. 

92. The Complaints Committee carefully considered the Respondent's request, and the 
information before it. On August 21, 2018, the Committee provided its written decision 
vacating the Respondent's interim suspension, and imposing the following conditions and 
restrictions on his licence: 

a. a copy of the decision of the Complaints Committee dated July 23, 2018, will be 
provided to the Director of Care, as well as any person who is directly supervising 
Mr. Coolen. 

34985930_1(002) 



9 

b. Mr. Coolen is restricted to practicing nursing only at a specified Home for Special 
Care, at the discretion of, and in accordance with any conditions and restrictions 
imposed by his employer, 

c. Mr. Coolen is not permitted to be the only RN on shift; 

d. Mr. Coolen will be supervised by an employee who has been provided a copy of 
the Complaints Committee decision dated July 23, 2018. Mr. Coolen will arrange 
for the employer to provide the College with performance reviews for Mr. Coolen, 
the first being provided no later than September 28, and thereafter performance 
reviews will be provided the College every three months until further notice from 
the College. The Complaints Committee will reconvene to consider further actions 
in unsatisfactory performance evaluation is received. 

e. Mr. Coolen will provide to the professional conduct consultant evidence that he 
has completed the course "P.I.E.C.E.S.", no later than December 21, 2018. 

93. On May 31, 2019, the Director of Nursing at the Home for Special Care, contacted the 
College to report an issue regarding the Respondent's compliance with the conditions and 
restrictions on his licence. 

94. The employer provided a statement to the College in which they indicated that the 
Respondent was the only RN on shift on two occasions; once on January 21, 2019, and 
once on May 30, 2019, for approximately one hour. The statement indicated that following 
the January 2019 incident, the employer met with the Respondent to confirm that it was 
his accountability to ensure that he was not the only RN on shift. Following the second 
incident on May 30, 2019, the employer contacted the College. 

95. The Complaints Committee was convened via teleconference on July 10, 2019, to 
consider the question of whether the Respondent breached the conditions and restrictions 
on his licence. The Respondent admitted that he was the only RN on shift on January 21, 
2019, and on May 30, 2019. 

E. ADMISSIONS 

96. The Respondent admits the allegations set out in the Notice of Hearing and the facts 
described herein and admits these facts constitute professional misconduct. 

F. PROFESSIONAL CONDUCT HISTORY 

97. The Respondent does not have a professional conduct history. 

G. JOINT SUBMISSION ON DISPOSITION 

98. The parties agree that the following disposition reflects the seriousness of the admissions 
to the conduct outlined above: 

a. A Reprimand for failing to adhere to the standards of practice for registered nurses 
and for breaching a condition of his licence imposed by the Complaints Committee. 
The reprimand shall be permanently attached to the Respondent's file with the 
College; 
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b. A one (1) year suspension, with credit given for the one month of suspension 
served between July 23, 2018, and August 21, 2018, and the months of 
suspension served since July 23, 2019. The effect of the credit for time served 
establishes that the period of suspension will end on June 23, 2020; 

c. The Respondent will enroll in the following education, at the earliest date each is 
offered following June 17, 2020, at his own cost, and provide to a College 
Professional Conduct Consultant proof of both registration in and completion of the 
following: 

i. Righting a Wrong: Ethics and Professionalism in Nursing (offered by 
NCSBN); and 

ii. Responsible Nursing — Self Study (offered by Grant MacEwan, online 
course); 

d. For a period of five (5) years commencing on his return to nursing practice following 
the one-year suspension, the Respondent's employers shall be provided with a 
copy of the Professional Conduct Decision and the Joint Submission, without 
attachments: 

i. In order to facilitate this requirement, the Respondent will immediately 
notify a Professional Conduct Consultant at the College if he receives an 
offer of employment as a Registered Nurse (including on a casual or 
temporary basis); he will provide the Professional Conduct Consultant with 
the name and contact information of his intended supervisor or manager, 
and request that the College send that individual copies of the Professional 
Conduct Decision and the Joint Submission, prior to the beginning of 
employment. 

ii. The Respondent will not commence employment until he has received 
written confirmation from the College that the required documents have 
been provided to his employer. 

e. For a period of one (1) year commencing on his return to nursing practice following 
the one-year suspension, the Respondent must arrange for his practice to be 
supervised as follows: 

i. Mr. Coolen is only permitted to provide in-person direct care when: 

A. a registered nurse is present for general supervision, monitoring 
and oversight of his nursing practice (i.e. there must be at least one 
other RN present in person at the location where Mr. Coolen is 
working at all times), and 

B. the supervising RN must be aware of the restrictions on 
Mr. Coolen's licence and the allegations upon which the 
restrictions are based. 

ii. Mr. Coolen will be supervised by an RN who has been provided a copy of 
the Joint Submission, without attachments. Mr. Coolen will arrange for his 
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supervisor to immediately report to the College any breach, or suspected 
breach, of the conditions and restrictions on his licence; and 

f. Mr. Coolen will arrange for his supervisor to provide the College's Professional 
Conduct Consultant with performance reviews for Mr. Coolen on a quarterly basis, 
for a period of two (2) years. The Professional Conduct Committee will reconvene 
to consider further action if an unsatisfactory performance evaluation is received 
or if a performance review is not provided to the College as required. 

H. COSTS 

99. The Respondent shall pay a contribution towards the College's costs with respect to the 
investigation and completion of this joint submission on disposition in the amount of 
$3,000, inclusive of HST. The costs are payable by the end of 24 months immediately 
following the conclusion of the Respondent's suspension. 

100. The costs are a debt due to the College, recoverable by way of a civil action. The 
Respondent agrees that, in the event he defaults on his costs obligation, judgment may 
be entered against him, in Nova Scotia or such other jurisdiction in which he resides at 
the time of default, in the amount of the outstanding costs together with interest 
compounded at the rate of 6% per annum. 

I. PUBLICATION AND DISCLOSURE 

101. In accordance with section 108(a) of the Nursing Act: 
a. The Chief Executive Director shall make the appropriate entries in the records of 

the College to indicate the suspension and reprimand of the Respondent; 

b. The Chief Executive Director shall provide notice of the licencing sanction ordered, 
and include information requested by another licencing jurisdiction to: (1) 
registering bodies in other Canadian nursing jurisdictions, (ii) registering bodies in 
the original nursing jurisdiction of the registrant and (3) registering bodies in other 
nursing jurisdictions where the registrant is known to be or had been registered, or 
is seeking registration. 

c. The Chief Executive Officer shall give the Respondent a copy of the full Decision. 

d. The Chief Executive Officer shall give a copy of the Decision, including this joint 
submission on facts and disposition, to the Complainant; 

e. The Chief Executive shall provide (i) notice of the decision; (ii) a summary of the 
decision, parts of the decisions, or (iv) a copy of the decision; to any person the 
Committee making the decision directs. Without limiting the generality of the 
foregoing, the parties agree that: 

i. copies of the full Decision of the Professional Conduct Committee 
(including this joint submission on facts and disposition, including 
attachments) may be made available upon request to other jurisdictions to 
be used solely for the purposes of registration or licencing inquiries 
involving the Respondent or in the complaints and disciplinary processes 
of that jurisdiction involving the Respondent; and 
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ii. copies of the full Decision of the Professional Conduct Committee 
(including this joint submission on facts and disposition, without 
attachments) shall be provided to the Respondent's employer or employers 
as long as the Respondent remains subject to the conditions ordered by 
the Committee in clause 101 (d) and (e). 

102. In accordance with section 108(b) of the Nursing Act, the Chief Executive Officer shall 
prepare a summary of the decision and publish it in the College's newsletter; and in the 
Professional Conduct Digest retained by the College. The full Decision (including this 
joint submission on disposition with attachments) may be made available to any 
regulatory committee of the College for use in their processes. 

103. In accordance with section 108(c) of the Nursing Act, the Chief Executive Director shall 
publish on the College's website a copy of the Professional Conduct Committee's full 
decision. The parties jointly request that the Decision be redacted to remove references 
to the location of the incidents to prevent identification of patients. The parties further 
jointly request that the Decision not include any of the attachments to this joint 
submission. 

THIS JOINT STATEMENT OF FACTS AND JOINT SUBMISSION ON DISPOSITION WAS 
SUBMITTED BY THE PARTIES TO THE PROFESSIONAL CONDUCT COMMITTEE. 
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