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Report Date{s) / 
Date(s) du Rapport 

Mar 18, 2013 

Inspection No / 
No de !'inspection 

2013 201167 0008 - -

Licensee/Titulaire de permis 
CLARION NURSING HOMES LIMITED 

Log # / Type of Inspection / 
Registre no Genre d'inspection 
H-000962- Critical Incident 
12 System 

337 HIGHWAY #8 STONEY CREEK ON L8G-1 E7 
Long-Term Care Home/Foyer de soins de longue duree 
CLARION NURSING HOME 
337 HIGHWAY #8 STONEY CREEK ON L8G-1E7 
Name of lnspector{s)/Nom de l'inspecteur ou des inspecteurs 
MARILYN TONE (167) 

• lnsp~ction Summary/Re~ume de ('inspection 
The purpose of this inspection was to conduct a Critical Incident System 
inspection. 

This inspection was conducted on the following date{s): March 13, 2013 

During the course of the inspection, the inspector{s) spoke with the Director of 
Care and the Assistant Director of Care 

During the course of the inspection, the inspector{s) Conducted a review of the 
health record for the identified resident, reviewed the home's investigation notes 
into the incident and reviewed relevant policies and procedures. 

The following Inspection Protocols were used during this inspection: 
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Critical Incident Response 

Falls Prevention 

Findings of Non-Compliance were found during this inspection. 

Legend 
• • . ·\,-/",' -_</\'.:··,:_<;_:(."\{t</:'· 

WN - WriUenN6lifi6c1tiorFi i i < 
VPC - Voluntaryf=)JarrqfGortection 
DR- Direc:tol'Referral ·.• 
CO-,- ComplianteiQrder•> ... 
WAQ ·-Work andActivityCQrdE:lr 

Legende 

WN-Avis ecrit 
VPC- Plarl de redressement volontaire 
PR:...:,< AiguillagffalJ·.directeur 
co cc,• ·.ordre de conformite 
WAO -•Ord res : travaux et activites 

Non-compHancevyithrequire111ents under • te·non~respectdes exigences de laloi·de 
the Long-Term Care Homes Act, 2007 2007 sur les foyers de soins de longue 
(LTCHA) was fquncl .. (A;requirE:Jmerit duree {LFSLp) aete constate. (Une 
under the LTCI-IAjnclude~the . . ..... · exigence de la loi comprend les exigences 
requirements cOntc1ihedirt.the iternslisted qufforirpartie des elements enumeres 
in the definition.of''requirerpentunde[.this dans ladefinition de<< exigence prevue 
Act" in subsectiQn2(t)oft11eLTGHA..} •• < parlapresente Joi», au paragraphe 2(1) 

The· following constitutes INriUE:ln 
notification of·non-compliancE{under 
paragraph 1 pf section t52oftheLTCHA. 

deJaLFSLD. 

Ge quhsuiFconstitue un avis ecrit de nonce· 
respectauxtermes du paragraphe 1 de 
!'article 152 de la LFSLD .• 

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

Findings/Faits saillants : 
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1. The licensee did not ensure that a staff member used safe transferring technique 
when assisting resident# 001. 
a) The plan of care for resident# 001 directs staff to use the "Sarah Lift" and two staff 
assist when transferring them. 
b) The home's policy related to use of mechanical lift indicates that two staff are 
required when transferring with the lift. 
c) The home's Director of Care confirmed that staff are to use two staff when 
transferring with a mechanic,:al lift. 
d) On an identified date, it was confirmed that a staff member transferred resident# 
001 using a mechanical lift without the assistance of a second staff member. [s. 36.] 

WN #2: The Licensee has failed to comply with O.Reg 79/10, s.107. Reports re 
critical incidents 

Specifically failed to comply with the following: 

s. 107. (3) The licensee shall ensure .that the Director is informed of the 
following incidents in the home no later than one business day after the 
occurrence of the incident, followed by the report required under subsection 
(4): 
1. A resident who is missing for less than three hours and who returns to the 
home with no injury or adverse change in condition. 0. Reg. 79/10, s. 107 (3). 
2. An environmental hazard, including a breakdown or failure of the security 
system or a breakdown of major equipment or a system in the home that affects 
the provision of care or the safety, ·security or well-being of residents for a 
period greater than six hours. 0. Reg. 79/10, s. 107 (3). 
3. A missing or unaccounted for controlled substance. 0. Reg. 79/10, s. 107 (3). 
4. An injury in respect of which a person is taken to hospital. 0. Reg. 79/10, s. 
107 (3). 
5. A medication incident or adverse drug reaction in respect of which a resident 
is taken to hospital. 0. Reg. 79/10, s. 107 (3). 
Findings/Faits saillants : 
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1. The licensee did not ensure that the Director was notified within one business day 
after resident# 001 sustained an injury that resulted in a transfer to hospital. 
a) Resident# 001 was noted by staff to have an injury on a specified date. 
b) The resident was transferred to hospital on for an x-ray and assessment on the 
same day. 
c) The critical incident report was submitted to the Director three days later. 
The Director was not notified until three days after the injury and transfer to hospital 
occurred. [s. 107. (3)] 

Issued on this 18th day of March, 2013 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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