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Date(s) of inspection/Date(s) de Inspection No/ No de I'inspection  Type of Inspection/Genre
Finspection d’inspection
Jany 18,30, Feb . 15,16, Mar6, - 5012_090172_0003 Critical Incident

Licensee/Titulaire de permis

SHARON FARMS & ENTERPRISES LIMITED
1340 HURCN STREET, LONDON, ON, N5V-3R3

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

KENSINGTON VILLAGE
1340 HURON STREET. LONDON, ON, N5V-3R3

Name of Inspsctor(s)/Nom de Pinspecteur ou des inspecteurs
JOA_N__WOODLEY( 172)

sumé de I’mspectlon

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

During the course of the inspection, the inspector(s) spoke with the Administrator and the Assistant Director of
Care, 1 Registered Nurse, 1 Registered Practical Nurse, 3 Personal Support Workers and 1 Dietary Aide.

During the course of the inspection, the inspector(s) held Interviews.

The following Inspection Protocols were used during this inspection:
Falls Prevention

Medication

Prevention of Abuse, Neglect and Retallation

Findings of Non-Compliance were found during this inspection.

. NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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o wn= Aws écnt--.---
VPG = Plan de redressemant volor
i DR— Aiguillage au directeur :
- CO = Ordre. de conformité -

“ILenon- respect des emgences de la Loide
soms de !ongue durée (LFSLD) aété const

ihe definition of "reqmrement under thls Act“ in subsectlon 2(1) 1dan
OflheLTCHA) S

ph 1 of

under pa ctlo 152 of the LTCHA

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 135. Medication incidents and adverse drug
reactions

Specifically failed to comply with the following subsections:

s.135. (2) In addition to the requirement under clause (1) (a), the licensee shall ensure that,

(a) all medication incidents and adverse drug reactions are documented, reviewed and analyzed;

{(b) corrective action is taken as necessary; and

{c) a written record is kept of everything required under clauses {(a) and {b). ©. Reg. 7910, s. 135 (2).
Findings/Faits saillants :

1. Staff interview with Administrator and the Assistant Director of Care revealed the home has not been in contact with
the family of resident, refated to the disclosure of a medication incident, as part of the corrective action taken by the

home, when reviewing their processes.
[LTCHA, 2007,5.0.2007, ¢.8,5.135(2)(b}]

Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, 5.0. 2007, c.8, 5.152(2} the licensee Is hereby
requested to prepare a written plan of correction for achieving compliance, to be implemented voluntarily.

WN #2: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, ¢.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/Faits saillants :

1. Staff interview with Administrator and Assistant Director of Care confirmed an incident of physical abuse fo a resident
by a non-staff person.

[LTCHA, 2007,8.0.2007, ¢.8,5.19(1}]

2. Staff Interview with Administrator and Assistant Director of Care confirmed a Personal Support Worker spoke
inappropriately to a resident.

[LTCHA, 2007,5.0.2007, ¢.8,s.19(1)]
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Issued on this 6th day of March, 2012

Signature of Inspector(s)/Signature de I'inspecteur ou des inspecteurs
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