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LicenseelTitulaire de permis

HAROLD AND GRACE BAKER CENTRE
1 NORTHWESTERN AVENUE, TORONTO, ON, M6M-2J7

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

HAROLD AND GRACE BAKER CENTRE
1 NORTHWESTERN AVENUE, TORONTO, ON, M6M-2J7

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

Inspection Summary/Résumé de I'inspection

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

During the course of the inspection, the inspector(s) spoke with Administrator, Director of Care, Unit Manager,
Clinical Educator, Registered Staff, Personal Support Worker (PSW), family member of resident.

During the course of the inspection, the inspector(s) reviewed resident records, reviewed home policies and

procedures, reviewed home training records, observed resident units, observed resident equipment.

The following LOGs were inspected during this inspection:
T-897-12
T-942-12

The following Inspection Protocols were used during this inspection:
Personal Support Services

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANCE / NON-RESPECT DES EXIGENCES
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Legend

WN — Written Notification

VPC — Voluntary Plan of Correction
DR - Director Referral

CO - Compliance Order

WAO — Work and Activity Order

Legendé

WN — Avis écrit

VPC — Plan de redressement volontaire
DR - Aiguillage au directeur

CO - Ordre de conformité

WAO - Ordres : travaux et activités

Non-compliance with requirements under the Long-Term Care
Homes Act, 2007 (LTCHA) was found. (A requirement under the
LTCHA includes the requirements contained in the items listed in
the definition of "requirement under this Act" in subsection 2(1)

Le non-respect des exigences de la Loi de 2007 sur les foyers de
soins de longue durée (LFSLD) a été constaté. (Une exigence de la
loi comprend les exigences qui font partie des éléments énumérés
dans la définition de « exigence prévue par la présente loi », au

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

Ce qui suit constitue un avis écrit de non-respect aux termes du
paragraphe 1 de I'article 152 de la LFSLD.

The following constitutes written notification of non-compliance
under paragraph 1 of section 152 of the LTCHA.

WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 36. Every licensee of a long-term care home
shail ensure that staff use safe transferring and positicning devices or techniques when assisting residents. O.
Reg. 79/10, s. 36.

Findings/Faits saillants :

1. The licensee failed to ensure that staff use safe transferring and positioning devices or techniques when assisting
residents.

On the morning of April 18, 2012 two staff members failed to use safe technique when transferring Resident # 1 using a
mechanical lift.

Staff interviews and record review indicate that a Personal Support Worker (PSW) and a Registered Practical Nurse
(RPN) used a mechanical lift to transfer the resident from bed to chair while the resident was agitated. The RPN then
proceeded to check the resident's blood sugar before the lift was removed from in front of the resident. As a result, the
resident apparently hit the metal lift with his/fher arm, causing part of the lift to swing back and strike his/her forehead,
resulting in a small cut and extensive bruising to the left side of his/her face . First aid was provided and the resident was
assessed by a Physician within the home.

The staff involved in the incident were subsequently disciplined, and received education in safe lifts and transfers. The
resident’s plan of care has been revised to include three staff members to assist during mechanical lifts.

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 staff use safe
transferring and positioning devices or techniques when assisting residents, to be implemented voluntarily.

Issued on this 7th day of November, 2012
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