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Date(s) of inspection/Date(s) de inspection No/ No de P'inspection Type of inspection/Genre
I'inspection d’inspection
Sep 19, 20, 21, 24, 25, 26, 2012 2012_159178_0001 Complaint

Licensee/Titulaire de permis

THE KENSINGTON HEALTH CENTRE
25 BRUNSWICK AVENUE, TORONTO, ON, M5S-2L9

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

THE KENSINGTON GARDENS
25 BRUNSWICK AVENUE, TORONTO, ON, M5S-2L9

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
SUSAN LUI (178)

Inspection Summary/Résumé de Vinspection

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with Executive Director, Director of Care (South),
Resident Team Coordinator (South), Evening Nurse Manager (South), Supervisor of Staff Development,
Registered Staff, Personal Care Aides (PCAs), a resident.

During the course of the inspectien, the inspector(s) reviewed resident records, reviewed home policies and
training records.

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-RESPECT DES EXIGENCES
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Legend Legendé

WN — Written Notification WN — Auvis écrit

VPC - Voluntary Plan of Correction VPC - Plan de redressement volontaire

DR - Director Referral DR - Aiguillage au directeur

CO - Compliance Order CO - Ordre de conformité

WAO — Work and Activity Order WAO - Ordres : travaux et activités

Non-compliance with requirements under the Long-Term Care |Le non-respect des exigences de la Loi de 2007 sur les foyers de
Homes Act, 2007 (LTCHA) was found. (A requirement under the |soins de longue durée (LFSLD) a été constaté. (Une exigence de la
LTCHA includes the requirements contained in the items listed in|loi comprend les exigences qui font partie des éléments énumérés
the definition of "requirement under this Act" in subsection 2(1) [dans la définition de « exigence prévue par la présente loi », au

of the LTCHA.) paragraphe 2(1) de la LFSLD.

The following constitutes written notification of non-compliance |Ce qui suit constitue un avis écrit de non-respect aux termes du
under paragraph 1 of section 152 of the LTCHA. paragraphe 1 de l'article 152 de la LFSLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 24. Reporting certain matters to
Director

Specificaily failed to comply with the foliowing subsections:

s. 24. (1) A person who has reasonable grounds to suspect that any of the foliowing 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 resuited 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, ss. 24 (1), 195 (2).

Findings/Faits saillants :

1. The licensee failed to ensure that any person who has reasonable grounds to suspect that abuse of a resident by
anyone has occurred, immediately report the suspicion and the information upon which it was based to the Director
under the Long Term Care Homes Act (LTCHA).

Staff interviews and record review confirm that Resident # 1 was observed on August 19, 2012 to have a small area of
discolouration on the facial area. When asked what happened, the resident reported to the nurse in charge that he/she
had been slapped by someone when he/she refused treatment, and that a male person had attempted to climb into
his/her bed.

This information was not communicated to the Director under the LTCHA immediately.

This information was submitted to the Director under the LTCHA three days later, on the afternoon of August 22, 2012, in
the form of a Critical Incident Report.

Resident # 1 has a history of confusion.

Record review and staff interviews indicate that on September 1, 2012 a PCA reported to the nurse in charge that she
witnessed an incident of abuse against Resident # 2. This information was not reported to the Director under the LTCHA
until September 4, 2012, in the form of a Critical Incident Report.

[s.24.(1)]
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Additional Required Actions:

VPC - pursuant to the Long-Term Care Homes Act, 2007, S.0. 2007, c.8, s.152(2) the licensee is hereby
requested to prepare a written plan of correction for achieving compliance to ensure that any person who has
reasonable grounds to suspect that abuse of a resident by anyone has occurred or may occur, shall
immediately report the suspicion and the information upon which it was based to the Director under the Long
Term Care Homes Act (LTCHA), to be implemented voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 96. Policy to promote zero tolerance

Every licensee of a iong-term care home shalil ensure that the licensee’s written policy under section 20 of the
Act to promote zero tolerance of abuse and neglect of residents,

(a) contains procedures and interventions toc assist and support residents who have been abused or neglected
or allegedly abused or neglected;

(b) contains procedures and interventions to deal with persons who have abused or neglected or allegedly
abused or neglected residents, as appropriate;

(c) identifies measures and strategies to prevent abuse and neglect;

(d) identifies the manner in which allegations of abuse and neglect will be investigated, including who will
undertake the investigation and who will be informed of the investigation; and

(e) identifies the training and retraining requirements for ail staff, including,

(i) training on the relationship between power imbalances between staff and residents and the potential for
abuse and neglect by those in a position of trust, power and responsibility for resident care, and

(ii) situations that may lead to abuse and neglect and how to avoid such situations. O. Reg. 79/10, s. 96.

Findings/Faits saillants :

1. The licensee has failed to ensure that the home's written policy to promote zero tolerance of abuse and neglect of
residents (M1-010, M1-020) identifies the training and retraining requirements for all staff including:

training on the relationship between power imbalances between staff and residents and the potential for abuse and
neglect by those in a position of trust, power and responsibility for resident care.

[r.96.(e)]

Issued on this 26th day of September, 2012

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

Lo 4 (115)

Page 3of 3



