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Date(s) of inspection/Date(s) de Inspection No/ No de Pinspection Type of Inspection/Genre
Pinspection d’inspection
Sep 27, Oct 6, 11, 13, 2011 2011_046166_0039 Critical Incident

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
CAROLINE TOMPKINS (166)

inspection Summary/Résumé de I'inspection

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

During the course of the inspection, the inspector(s) spoke with the Power of Attorney for each of the two
residents and the Administrator.

During the course of the inspection, the inspector(s) observed the two identified residents,reviewed the
residents’ clinical records and reviewed the licensee’s documentation related the the home’s internai critical
incident investigation.

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 Legende

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 Qrder ; CO - Ordre de conformite .

WAO —Work and Activity Order WAQ - 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.

I
The fallowing 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.0. 2007, ¢.8, s. 23. Licensee must investigate,
respond and act

Specifically failed to comply with the following subsections:

s. 23. (2) A licensee shall report to the Director the results of every investigation undertaken under clause (1)
(a), and every action taken under clause (1) (b). 2007, c. 8, s. 23 (2).

Findings/Faits saillants :

1. The home was notified of the incident on June 22/11. The Director was notified of the incident on June 22/11.The
home did not inform the Director of the results of the home's internal investigation until a Ministry of Health Long Term
Care Home's Inspector conducted an inspection into the incident.

WN #2: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 76. Training
Specifically failed to comply with the following subsections:

s. 76. (2) Every licensee shall ensure that no person mentioned in subsection (1) performs their responsibilities
before receiving training in the areas mentioned below:

. The Residents’ Bill of Rights.

. The long-term care home’s mission statement.

. The long-term care home’s policy to promote zero tolerance of abuse and neglect of residents.

. The duty under section 24 to make mandatory reports.

. The protections afforded by section 26.

. The long-term care home's policy to minimize the restraining of residents.

. Fire prevention and safety.

. Emergency and evacuation procedures.

. Infection prevention and control.

10. All Acts, regulations, policies of the Ministry and similar documents, including policies of the licensee, that
are relevant to the person’s responsibilities.

11. Any other areas provided for in the regulations. 2007, c. 8, s. 76. (2).

WCONOULEWN-=

Findings/Faits saillants :

1. The home conducted an Elder Abuse inservice on Jul6/09 . The home's documentation confirms that the personal
support worker identified in this incident attended this inservice.There is no further evidence that indicates annual
training related to Abuse and Neglect occurred in the following year 2010 fo the date of this inspection,September 2011.
[s.76(2)3.] .
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Issued on this 13th day of October, 2011

Ministére de la Santé et des
Soins de longue durée

Rapport d’inspection
prévue le Loi de 2007 les
foyers de soins de longue

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