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INSPECTION SUMMARY 
 

The inspection occurred onsite on the following date(s): August 16 - 18, 2023 
 
The following intake(s) were inspected: 

• Intake: #00090280 – CIS #2681-000007-23 – Alleged Verbal and emotional abuse of a resident 
by a staff member. 

• Intake: #00090828 – CIS #2681-000009-23 – Alleged Neglect of a resident by a staff member. 
 

 

 

The following Inspection Protocols were used during this inspection: 

Infection Prevention and Control 
Prevention of Abuse and Neglect 
Reporting and Complaints 
 
 

INSPECTION RESULTS 
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WRITTEN NOTIFICATION: Prevention of Abuse and Neglect 

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 

Non-compliance with: FLTCA, 2021, s. 25 (1) 

 

The licensee failed to ensure their zero tolerance of abuse and neglect policy was complied with. 

 

Rationale and Summary 

On a particular date, staff were informed by a resident that another staff member said alleged abusive 

comments to them and then removed their call bell.  Staff did not report the incident to a supervisor. 

The staff failed to immediately report the information to their most direct manager as per the licensee’s 

Zero Tolerance of Abuse and Neglect of Residents Policy. Management was notified on a later date and 

the Director were alerted then. Failure to immediately report alleged abuse delays investigation into the 

incident and taking appropriate action to ensure a safe and supportive environment for residents. 

 

Sources: Critical Incident System (CIS) report, investigation documentation, resident progress notes, 

interviews with the Administrator, and other staff. 

[740788] 

 

WRITTEN NOTIFICATION: Reporting and Complaints 

NC #002 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1. 

Non-compliance with: FLTCA, 2021, s. 28 (1) 2. 

 

The licensee failed to ensure that a suspicion of Abuse or Neglect was immediately reported to the 

Director. 

 

Rationale and Summary 

On a particular date a resident reported to a staff member an interaction with another staff member 

that was reported the following day as an alleged abuse or neglect interaction. This alleged abuse was 

not immediately reported to the Director. Failure to immediately report alleged abuse delays 

investigation into the incident and taking appropriate action to ensure a safe and supportive 

environment for residents. 

 

Sources: Critical Incident System (CIS) report, investigation documentation, resident progress notes, 

interviews with the Administrator, and other staff. 

[740788] 
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