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Report Date(s)/ ~ ‘InspectionNo/ ) Log #/ Type of Inspection /

Date(s) du Rapport  “No de I'inspection - .~ Registre no Genre d’inspection
Mar 18,2013 = = .2013.201167_0008.  H-000962- Critical Incident
L SN PNESR SRR SURNUE ST ) ~ System

Licensee/Titulaire de permis =~ .~
CLARION NURSING HOMES LIMITED
337 HIGHWAY #8, STONEY CREEK, ON, L8G-1E7

Long-Term Care HomelFoyer de soms de longue durée

CLARION NURSING HOME - -
337 HIGHWAY #8, STONEY CREEK ON LSG 1E7

Name of Inspector(s)lNom de I’mspecteur ou des tnspecteurs

a NE (167)

The purpose of thrs mspect;on was to corrduct a Crrtlcal "I.nc1dent System
inspection. . .

This inspection was oor'l'ducted On the following date(s): March 13, 2013

During the course of the mspection the mspector(s) spoke with the Director of
Care and the Assrstant Dlrector of Care | :

During the course of the .|nspection_, the mspector(s) Conducted a review of the
health record for the identified resident, reviewed the home's investigation notes
into the mcrdent and revrewed relevant po!icles and procedures.

The following lnspectlon Protocols were used durmg this inspection:
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Critical Incident Response =~
Falls Prevention i

Findings of Non Compliance were found durmg this inspection.

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 devnces or techmques when aSSIStmg reS|dents 0. Reg. 79/10,
s. 36. R

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 dlrects staff to use the "Sarah Lift" and two staff
assist when transferring them. .,
b) The home's policy related to use of mechantcal Ilft indicates that two staff are
required when transferring with the lift.
c) The home's Director of Care conflrmed that staff are to use two staff when
transferring with a mechanical lift..
d) On an identified date, it was confirmed that a staff member transferred resrdent #
001 using a mechanical lift without the assistance of a second staff member. [s. 36.]

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

Specifically failed to comply with t_he_ fol_lowing: .

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 mcldent fol!owed by the report required under subsection
(4):

1. A resident who is mlssmg for less than three hours and who returns to the
home with no injury or adverse change in condition. O. 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. O. Reg. 79/10, s. 107 (3).
4. An injury in respect of whlch a person is taken to hospital. O. Req. 79/10, s.
107 (3).

5. A medication lnmdent or adverse drug reaction in respect of which a resident
is taken to hospital. O. Reg 7910, 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 hospltai on for an x-ray and assessment on the
same day. .
¢) The critical incident report was submltted 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)] 3 ST S

Issued on this 1 8th '..'_-":'d.éy_df__March,= 2013 Sl

Signature of lnspector(s)lSngnature de I’mspecteur ou des mspecteurs

Wwvﬁsw
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