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Date(s) of inspection/Date(s) de Inspection No/ No de I'inspection Type of Inspection/Genre
I'inspection d'inspection
Oct 24, Nov 23, 2011 2011_022180_0038 Critical Incident
Licensee/Titulaire de permis
MERITAS CARE CORPORATION

567 VICTORIA AVENUE, WINDSOR, ON, NGA-4N1

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

FRANKLIN GARDENS LONG TERM CARE HOME
24 FRANKLIN ROAD, LEAMINGTON, ON, N8H-4B7

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

SANDRA FYSH (190) —
AT S nspectlon Summary!Resumé de i’inspectlon

The purpose of this mspectlon was to conduct a Critical Incident inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, Director of Care and
Registered Nurse.

During the course of the inspection, the inspector(s) reviewed the clinical record of one resident and observed
the room and common areas.

The following Inspection Protocols were used during this inspection:
Hospitalization and Death

Findings of Non-Compliance were found during this inspection.

~ NON-COMPLIANCE | NON-RESPECT DES EXIGENCES
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‘|Le non-respect des exrgences de la l'ol.de 2007 sur !es foyers de.
|soins de ongue durée.(LFSLD) a ‘été. constaté (Une'exigence dela
!or comprend Ies exigences quifont partre des eléments énumérés

of the LTCHA) L e paragraphe 2(1) de la:

Ce .qui surt conslilue unavis ecnt danon- respect aux. termes du

The fo]iowmg consirtutes wntten notrf’ cation : :
; paragraphe 1. de_ Particle 152 de Ia LFSLD.:

under paragraph 1 ‘of section 152 of th

WN #1: The Licensee has failed to comply with LTCHA, 2007 8.0. 2007, c.B, s. 6. Plan of care
Specifically failed to comply with the following subsections:

s. 6. (1) Every licensee of a long-term care home shall ensure that there is a written plan of care for each
resident that sets out,

(a) the planned care for the resident;

(b) the goals the care is intended to achieve; and

(c) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, s. 6 (1).

Findings/Faits saillants :

1. A resident had asked to have two bedrails up after an initial fall, but no changes were made to the plan of care, nor
were there progress notes indicating that two siderails were in use.
2. Progress note states "Wants both bed rails up - put up at that time".

issued on this 23rd day of November, 2011

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