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!'inspection 

Inspection No/ No de !'inspection Type of Inspection/Genre 
d'inspection 

Dec 1, 7, 15, 2011 2011~060127 _0050 Critical Incident 

Licensee/Titulaire de permis 

THE REGIONAL MUNICIPALITY OF HALTON 
1151 BRONTE ROAD OAKVILLE ON L6M-3L1 
Long-Term Care Home/Foyer de soins de longue duree 

POST INN VILLAGE 
203 Georgian Drive, OAKVILLE, ON, L6H-7H9 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

RICHARD HAYDEN /127\ 
lnspecUonSum111ary/Resµine.d!):l'l11specfion 

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

During the course of the inspection, the inspector(s) spoke with the resident, director of care, wound care 
nurse, registered practical nurse and a personal support worker regarding H-002272-11. 

During the course of the inspection, the inspector{s) reviewed management's investigation documentation, a 
resident's plan of care/progress notes and an employee's file. 

The following Inspection Protocols were used during this inspection: 

Prevention of Abuse, Neglect and Retaliation 

Findings of Non-Compliance were found during this inspection. 

NON,COMPLIANCE/NON,RESPECTDESEXIGENCES.: 

Legend 

WN - Written Notification 
VPC-, Voluntary Plan of Correction . 
DR - Director Referral 
CO ~ Compliance Order 
WAO - Work and Activity Order 
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Legends 

WN.:, Avis ecrif . . . 
VPC.- Plan•de redressemeritvolontaire 
DRf. • jJguiU~ge au dlrecteur 
co - Ordre de confomiite 
WAO:.. Ordres ;. travaux et ac.tivites 
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Non-compliance with requirements underthe Long0Temi Care . .Le ron°respectdes <exigences de la Loi de .2007 sur.les foyers de 
Homes Act, 2Q07 (LTCHA)was found. (A requirement under. the .soins. de longuei:luree (LFtlLD) a ate constate. (Une exigence de la·• 
LTCHAincludes the requireoi,mts contained inJhe it.ems listed in loi comprend les exigences qui font partie des elements enumeres 
the definition of "requirementunderthisAct" in subseclion2(j) • clans.la defi.nition de« exigence.prevuep.ar la.presents loi »; au 
of the LTCHA) • • • paragraphe2(1) dela LFSLD, 

·--· . 
The·following·constituteswritten n6tifjcatiowofnon,compll_ance 
under paragraph 1 of.section 152_ofthe UCHA. 

·-; ------

_Ce _quiSO'ii,:CC>n~titti~\i:~;::a-~i~_-6c~i_t:_cte non-respe:ct at.ix termes_ du 
paragraphs 1 derart.icle 152 de.la.LFSLD, 

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

Specifically failed to comply with the following subsections: 

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/Fails saillants : 

1. On December 1, 2011, the inspector confirmed the following information: 

In 2011, a personal support worker (PSW) verbally and physically abused an identified resident while providing care to 
him/her. The PSW threatened to physically abuse the resident and then did so by grabbing him/her and causing an 
injury. 

WN #2: The Licensee has failed to comply with L TCHA, 2007 S.O. 2007, c.8, s. 24. Reporting certain matters to 
Director 

Specifically failed to comply with the following subsections: 

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. 
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. 
___ _,,._llnlawfulconducUhalresultecUnJ,ai:m-oi:a-r;sk-of.har-m-t0-a--residen'---------------------~ 

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, ss. 24 (1), 195 (2). 

Findings/Fails saillants : 

1. An identified resident alleged an employee had physically abused him/her on the day of the incident in 2011. 
Management staff were made aware of the incident, started an investigation and sent the accused employee home that 
same day. The Long Term Care Homes Act, 2007, requires suspected incidents of resident abuse be immediately 
reported to the Director named in the Act. The Director was not notified of the incident until more than two days later. 

Issued on this 22nd day of December, 2011 
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