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Licensee/Titulaire de permis

YEE HONG CENTRE FOR GERIATRIC CARE
2311 MONICOLL AVENUE, SCARBOROUGH, ON, M1V-5L3

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

YEE HONG CENTRE - MISSISSAUGA
65510 Mavis Road, MISSISSAUGA, ON, L5V-2X5

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

The purpose of this inspection was to conduct a Complaint inspection.

During the course of the inspection, the inspector(s) spoke with the Administrator, registered staff, Personal
Support Workers (PSWs)

Puring the course of the inspection, the inspector(s) reviewed resident's file, observed resident
H-001623-11

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

Prevention of Abuse, Neglect and Retaliation

Responsive Behaviours

Findings of Non-Compliance were found during this inspection.

NON-COMPLIANGE NON-RESPECT DES EX|

Page 1 of 3



Ministry of Health and Ministére de la Santé et des

Long-Term Care Soins de longue durée
Inspection Report under Rappeort d’inspection

the Long-Term Care prévue le Loi de 2007 les
Homes Act, 2007 foyers de soins de longue

WN #1: The Licensee has failed to comply with LTCHA, 2007 $.0. 2007, c.8, 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

(¢) clear directions to staff and others who provide direct care to the resident. 2007, c. 8, 5. 6 {1).

Findings/Faits saillants :

1. The plan of care does not set out clear directions to staff and others who provide direct care to an identified resident.
The resident was identified at high risk for falls. Physiotherapy records indicated that resident is resistive to being
walked. The physiotherapist confirmed that the resident is at higher risk to fall, when being walked. The resident's
progress notes identified the resident needed to be assessed prior to being walked.

The written plan of care was not updated fo give staff clear direction to evaluate the resident and their safety needs prior
to heing walked. The progress notes did not identify that nursing assessments of resident's ability to be walked took
place consistently prior to walking. Staff confirmed that they had not been directed to make any assessment of the
resident prior being walked. 5.6(1){c)

WN #2: The Licensee has failed to comply with O.Reg 79/10, s. 53. Responsive behaviours
Specifically failed fo comply with the following subsections:

8. 53. (4) The licensee shall ensure that, for each resident demonstrating responsive behaviours,

{a) the behavioural triggers for the resident are identified, where possible;

{b) strategies are developed and implemented to respond to these behaviours, where possible; and

{c) actions are taken to respond to the needs of the resident, including assessments, reassessments and
interventions and that the resident’s responses to interventions are documented. Q. Reg. 79/10, s. 53 {4).

Findings/Faits saillants :

1. Written strategies have not been developed and implemented to respond to fo an identified resident's exhibited
responsive behaviours. The resident's records in 2011 identified escalating frequency of aggression. The Resident
Assessment Protocol (RAPs) of 2011 identified the behaviours and the need to care plan the behaviour but the written
plan of care was not updated to include strategies and interventions related to the resident's exhibited behviour. r.53(4)

(b)
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Issued on this 1st day of December, 2011

Signature of Inspector{s)/Signature de 'inspecteur ou des inspcteurs
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