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Date(s) of inspection/Date(s) de Inspection No/ No de l'inspection  Type of Inspection/Genre
Iinspection ’ d’inspection
Aug 19, Oct 5, 17, 2011 2011 _065169_0010 Critical incident

Licensee/Titulaire de permis

THE REGIONAL MUNICIPALITY OF HALTON
1151 BRONTE ROAD, OAKVILLE, ON, L.6M-3L1

Long-Term Gare Home/Foyer de soins de longue durée

POST INN VILLAGE
203 Georgian Drive, OAKVILLE, ON, L.6H-7H9

Name of Inspector{s}Nom de I'inspecteur ou des inspecfeurs
YVONNE WALTON (169)

: ':_3_S_ummaryIResume de

The purpose of this mspectlon was to conduct a Critical Incident mspection

During the course of the inspection, the inspector(s) spoke with the resident, nursing staff and the Director of
Care.

During the course of the inspection, the inspector(s) reviewed the clinical record and observed the home area.

The following Inspection Protocols were used during this inspection:
Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

AWAO — Work and Activity Order WAO = Ordres : iravaux ot achivités
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

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

{(a} a goal in the plan 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/Faits saillants :

1. The plan of care was not revised with changes to the resident's care needs. A safety incident occurred and safety
considerations related to accessibility, to minimize the resident's risk of harm, were not included in the plan of care.

Additional Regquired Actions:

VPC - pursuant fo the Long-Term Care Homes Act, 2007, §.0. 2007, ¢.8, $.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance that ensures the plan of care is
revised and changes made when necessary, to be implemented voluntarily.

Issued on this 17th day of October, 2011

Signature of Inspector(s}/Signature de I'inspecteuru des inspecteurs

Ui osteas )

Page 2 of 2



