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Licensee/Titulaire de permis

REVERA LONG TERM CARE INC.
55 STANDISH COURT, 8TH FLOOR, MISSISSAUGA, ON, L5R-4B2

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

RIVERSIDE PLACE
3181 Meadowbrook Lane, WINDSOR, ON, N8T-0A4
Name of Inspector(s)/Nom de 'inspecteur ou des inspecteurs

CAR

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

During the course of the inspection, the inspector(s) spoke with one resident, the Director of Care, one RPN, two
PSW's and one dietary aide.

During the course of the inspection, the inspector(s) reviewed one resident heaith record and the home Fall
Prevention and Management Policy.

The following Inspection Protocols were used during this inspection:
Falls Prevention

Findings of Non-Compliance were found during this inspection.
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WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 31, Restraining by physical
devices

Specifically failed to comply with the following subsections:

. 31. (2) The restraining of a resident by a physical device may be included in a resident’s plan of care only if
all of the following are satisfied:

1. There is a significant risk that the resident or another person would suffer serious bodily harm if the resident
were not restrained.

2. Alternatives to restraining the resident have been considered, and tried where appropriate, but would not be,
or have not been, effective to address the risk referred fo in paragraph 1.

3. The method of restraining is reasonable, in light of the resident's physical and mental condition and personal
history, and is the least restrictive of such reasonable methods that would be effective to address the risk
referred to in paragraph 1.

4. A physician, registered nurse in the extended class or other person provided for in the regulations has
ordered or approved the restraining.

5. The restraining of the resident has been consented to by the resident or, if the resident is incapable, a
substitute decision-maker of the resident with authority to give that consent.

6. The plan of care provides for everything required under subsection (3). 2007, c. 8, s. 31 (2).

Findings/Faits saillants ;

1. One resident was observed with a restraint device. Discussion with the resident and interview with nursing personnel
confirmed the resident was unable to release the restraint. Review of the resident health record revealed the restraint
was ordered by the physician and that an assessment of consideration of alternatives to restraining the resident were not
considered. On interview, the DOC confirmed alternatives to use of the table top restraint were not considered,
[LTCHA,2007,5.0.¢.8,5.31(2)2]

Issued on this 7th day of August, 2012

Signature of Inspector(s)/Signature de {"inspecteur ou des inspecteurs
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