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Licensee/Titulaire de permis

LIUNA LOCAL 837 NURSING HOME(HAMILTON) CORPORATION
44 HUGHSON STREET SOUTH, HAMILTON, ON, L8N-2A7

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

QUEEN'S GARDEN
80 Queen Street North, HAMHILTON, ON. L8R-3P6

Name of Inspector{s)/Nom de I'inspecteur ou des inspecteurs
RICHARD HAYDEN (127)

The purpose of this inspection was to conduct a Mandatory Reporting inspection.

During the course of the inspection, the inspector(s) spoke with the administrator and director of care regarding
H-001402-11.

During the course of the inspection, the inspector(s) reviewed management's investigation file of the incident
and a resident's chart and plan of care.

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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WN #1: The Licensee has failed to comply with O.Reg 79/10, s. 36. Every licensee of a long-term care homes
shall ensure that staff use safe transferring and positioning devices or techniques when assisting residents. 0.
Reg. 79/10, s. 36.

Findings/Faits saillants :
1. On September 23, 2011, the inspector confirmed the following:

A personal care provider (PCP) and registered practical nurse (RPN) transferred an identified resident. The RPN left the
PGP with the resident and requested he/she call him/her back to assist with the next transfer. The resident's plan of care
indicated he/she was a two-person lift. The resident fell during a one-person transfer by the PCP. The PCP reported the
fall to his/her co-worker, also a PCP, after this co-worker returned from break. Neither PCP reported the fall to the RPN
or the charge nurse. The next day, the resident informed his/her power of attorney of the incident and management at
the home investigated. The resident continued to receive care as usual without there being a post-fall assessment
completed immediately. The resident received an injury as a result of the fall and required transfer to hospital.

Issued on this 6th day of October, 2011

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