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Additional Inspector(s)

INSPECTION SUMMARY

The inspection occurred onsite on the following date(s): June 13-16, 2023

The following intake(s) were inspected:
e Intake: #00086843, IL-12654-CW; complaint related to care of a resident.

The following Inspection Protocols were used during this inspection:

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

WRITTEN NOTIFICATION: Reporting certain matters to Director

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: FLTCA, 2021, s. 28 (1) 2.

The licensee has failed to ensure that the alleged verbal and emotional abuse of a Registered Practical
Nurse (RPN) to a resident was immediately reported to the Director. Pursuant to s.154 (3), the licensee
is vicariously liable for a staff member failing to comply with subsection 28 (1).

Rationale and Summary

A Personal Support Worker (PSW) allegedly witnessed an RPN expressing inappropriate verbal and
physical actions towards a resident while providing care and did not report these allegations to their
superior immediately.

The Director of Care (DOC) stated that the PSW was expected to report these allegations immediately.
The failure to report the alleged verbal and emotional abuse of the resident immediately delayed the
home’s ability to investigate the allegations. The failure of the home to report this incident may have

delayed the Director in responding to the incident.

Sources: Residents clinical records; Home’s investigation notes including client services response form;
RPN's employee file; Interviews with the resident and staff.

[741126]



		2023-06-20T16:07:41-0400
	Alicia Campbell




