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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, HAMILTON, ON, L 8R-3P6

Name of Inspector(s)/Nom de I'inspecteur ou des inspecteurs
MARI_LYN TONE (167)

Inspectton Summarleesume de i’mspectlon

The purpose of thlS inspection was to conduct a Complamt mspectlon

This inspection was conducted on the following date(s): May 17,22, 23, 2013
During the course of the inspection, the inspector(s) spoke with the Director of
Care, Administrator, Resident Assessment Instrument Coordinator, nursing
staff.

During the course of the inspection, the inspector(s) conducted a review of the
health records for identified residents, reviewed relevant policies and
procedures at the home.

The following Inspection Protocols were used during this inspection:
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Pain
Skin and Wound Care

Findings of Non-Compliance were found during this inspection.

The following constitutes written
;nohficatlon f-'fnon comphance nde
: ton 152 of_

WN #1: The Licensee has failed to comply W|th 0. Reg 7910, s, 27. Care
conference
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Specifically failed to comply with the following:

s. 27. (1) Every licensee of a long-term care home shall ensure that,

(a) a care conference of the interdisciplinary team providing a resident’s care is
held within six weeks following the resident’s admission and at least annually
after that to discuss the plan of care and any other matters of importance to the
resident and his or her substitute decision-maker, if any; O. Reg. 79/10, s. 27
{(1).

(b) the resident, the resident’s substitute decision-maker, if any, and any person
that either of them may direct are given an opportunity to participate fully in the
conferences; and O. Reg. 79/10, s. 27 (1).

(c) a record is kept of the date, the participants and the results of the
conferences. O. Reg. 79/10, s. 27 (1).

Findings/Faits saillants :
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1. A care conference of the interdisciplinary team providing the resident's care was not
held for resident # 002 within six weeks of the resident's admission to discuss the plan
of care and other matters of importance to the resident or their substitute decision-
maker.

Resident # 001 was admitted to the home in 2012.

- The Ont. Multidisciplinary Care Conference assessment was initiated four months
after admission in the home's electronic documentation system but this form was
never completed and there was no documentation on the resident's health record to
indicate that a care conference ever took place.

- During an interview with the Director of Care, it was confirmed that a care
conference did not take place within six weeks of the resident's admission to the
home. [s. 27. (1) (a)]

2. A record of the date, the participants and the results of the care conference held for
resident # 003 was not kept.

Resident # 003 was admitted to the home in 2013.

- Staff at the home confirm that an admission care conference was held for the
resident. .

- A review of the care conference form initiated in the home's electronic
documentation system revealed that the form was initiated but never completed and
signed off after the conference was held.

- The resident's health file was not kept up to date related to the details of the care
conference.

- An interview with the Director of Care confirmed that this documentation was not
completed as required. [s. 27. (1) (c)]

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 231. Resident
records

Every licensee of a long-term care home shall ensure that,

(a) a written record is created and maintained for each resident of the home;
and

(b) the resident’s written record is kept up to date at all times. O. Reg. 79/10, s.
231. .
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Findings/Faits saillants :
1. The written record for resident # 002 was not kept up to date at all times.

A) Resident # 002 was transferred to hospital in 2012.

- Four days after the resident's transfer to hospital, a progress note was made by the
Registered Dietitian related to following up with the resident upon their return from
hospital.

- Five days after the resident's transfer to hospital, a progress note was made
indicating that the resident was being discharged from the home that day.

- There was no documentation on the resident’s heaith record to indicate the reason
for the resident's discharge or the condition of the resident at that time.

There was no follow up documentation by the home found on the resident's health file.
[s. 231. (b)]

Issued on this 3rd day of July, 2013

Sigature of Inspector(s)/Signature I’inspecteur ou ensper
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