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Licensee/Titulaire de permis

INA GRAFTON GAGE HOME OF TORONTO
40 Bell Estate Road, SCARBOROUGH, ON, M1L-0E2

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

INA GRAFTON GAGE HOME
40 Bell Estate Road, SCARBOROUGH, ON, M1L-0E2

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
LYNDA BROWN (111)

Inspection Summary/Résumé de V’'inspection

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

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care(DOC), five
Personal Support Workers (PSW), Clinical Managers, Support Services Manager, Laundry aide,three Registered
Practical Nurses (RPN) and residents. :

During the course of the inspection, the inspector(s) Observed dining service on two floors, observed supplies
on each floor, observed laundry area, observed government supplies, and reviewed resident health records for
two complaint logs (002106 & 002215).

The following Inspection Protocols were used during this inspection:
Infection Prevention and Control

Personal Support Services

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 - Avis écrit

VPC — Voluntary Plan of Correction IVPC — 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 : fravaux 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 eté constate. (Une exigence de la
LTCHA includes the requirements contained in the items listed in{loi comprend les exigences qui font partie des eléments énumeres
the definition of "requirement under this Act! in subsection 2(1)  {dans la définition de « exigence prévue par la présente foi », au

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

The following constitutes written notification of non%:ompliance ~ICe qui suit constifue 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 LESLD.

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, ¢.8, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (7) The licensee shall ensure that the care set out in the plan of care is provided to the resident as specified
in the plan. 2007, c. 8, s. 6 (7).

Findings/Faits saillants :

1. Interview of four PSW's on Oct.9 & 10, 2012 on two identified floors, indicated ten identified residents were provided
personal hygiene and grooming during the 11pm-7am shift.

Review of the health records under plan of care on Oct.10/12 indicated under sleep patterns that resident #4, #5, #7& #8
indicated the residents preferred to get up at 08:00hrs.Resident #9 & #11 did not indicate the resident’s sleep patterns or
preferences.

The licensee failed to ensure that the care set out in the plan was provided to the resident as specified in the plan related
to sleep patterns[s.6(7)].

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 the care set out in the
plan of care is provided to the resident as specified in the plan related to sleep patterns, to be implemented
voluntarily.

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 229. Infection prevention and control program
Specifically failed to comply with the following subsections:

s. 229. (4) The licensee shall ensure that all staff participate in the implementation of the program. O. Reg.
79/10, s. 229 (4).

Findings/Faits saillants :

1. Observation of the clean storage rooms on Oct.9/12 on the 2, 3 and 4th floors indicated there were 6 hair brushes that
were in use, unlabeled and stored with the new hair brushes.
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Issued on this 24th day of October, 2012

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