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INTRODUCTION: 

[1] On July 26, 2022, the Discipline Committee of the Saskatchewan Association of Licensed Practical 
Nurses (“SALPN”) held a hearing over Zoom concerning allegations of professional incompetence 
and professional misconduct against Licensed Practical Nurse, Shelby Zammit, in her treatment of 
resident B.B. It was confirmed at the outset of the hearing that the Discipline Committee was properly 
constituted to hear the matter. 

[2] At the hearing, Ms. Darcia Schirr appeared as legal counsel for the Counselling and Investigation 
Committee (the “Investigation Committee”) of SALPN. Ms. Zammit was self-represented, and 
attended from Swift Current, Saskatchewan.  

[3] Ms. Schirr filed an Affidavit of Service of a process server (Exhibit P-1) who affirmed that Ms. 
Zammit was personally served on May 5, 2022 with a copy of the Notice of Discipline Hearing. 
Appendix A to the Notice of Discipline Hearing dated May 3, 2022 set out the particulars of the 
allegations against Ms. Zammit as follows: 

1. On or about November 26, 2020 and while you were employed at the Meadows long term care facility in 
Swift Current, Saskatchewan: 

(a) You failed to follow the SBAR process in communicating with a physician regarding resident B.B. 

(b) The physician relied on your description of the situation, background, assessment and 
recommendation (SBAR) regarding patient B.B. and wrote end of life medication orders that were 
not necessary or warranted. 

(c) You communicated information to the family of B.B. that was inaccurate, unnecessary and alarming. 

(d) You failed to conduct an appropriate assessment of B.B. as: 

(i) You failed to conduct a pain assessment; 
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(ii) You concluded the resident was jaundiced without conducting a proper examination and 
assessment by, inter alia, examining his sclera. 

(e) Your entries on B.B.’s chart were inadequate and deficient as: 

(i) On 17:37 on 2020-11-26 you charted: 

resident has called writer into the room numerous times throughout 
the day with increased difficulty breathing, each time writer has 
removed and cleansed residents laryntube and moderate amount of 
secretions have been produced. 

If you did attend on the resident B.B. “numerous times”, you did not chart 
those attendances. 

(ii) Your chart entry of 2020-11-26 at 17:37 is contrary to a Unit Activity Report which 
shows that resident B.B. called three times on November 26, 2020 for assistance to the 
toilet only. 

 

[4] At the hearing, and as was clarified in the Agreed Statement of Facts, Ms. Schirr advised the Discipline 
Committee that charge 1(c) was withdrawn, and that charge 1(a) was amended to read: 

You failed to correctly follow the SBAR process in communicating with a physician regarding 
resident B.B. 

[5] The remainder of the allegations of professional incompetence and professional misconduct are said 
to constitute a breach by Ms. Zammit of various provisions of The Licensed Practical Nurses Act, 
2000 (the “Act”), the SALPN Regulatory Bylaws (the “Bylaws”), the SALPN Code of Ethics (the 
“Code of Ethics”), and the SALPN Standards of Practice (the “Standards of Practice”), as outlined 
in Appendix A of the Notice of Discipline Hearing. 

[6] At the hearing, Ms. Zammit pleaded guilty to the allegations contained in the Notice of Discipline 
Hearing as amended. 

 

EVIDENCE: 

[7] At the outset of the hearing, the following Agreed Statement of Facts was filed with the Discipline 
Committee (Exhibit P-2) [the information referenced in the “Tabs” is not included]: 

Introduction 

1. Shelby Zammit resides in the City of Swift Current in the Province of Saskatchewan. At the times 
material to these proceedings, Ms. Zammit was employed as a licensed practical nurse at a facility 
called The Meadows in Swift Current, Saskatchewan. 

2. Shelby Zammit first registered with the Saskatchewan Association of Licensed Practical Nurses 
(SALPN) on June 2, 2016 and she has remained a practicing member with SALPN since that date. Ms. 
Zammit worked as a licensed practical nurse in Ontario in 2015. 

3. On January 29, 2022, SALPN received an on-line complaint from Renee Hovdestad, Health Services 
Manager at The Meadows. The complaint was referred to the Counselling and Investigation 
Committee (the "Investigation Committee"). 

4. The Investigation Committee directed its investigator, Della Bartzen to begin an investigation. Upon 
completion of the investigation, the Investigation Committee recommended, pursuant to section 
26(2)(a) of The Licensed Practical Nurses Act, 2000 (the "Act"), that the Discipline Committee hear 
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and determine the complaints. The investigation has resulted in the charges set out in Appendix A to a 
Notice of Discipline Hearing dated May 3, 2022. 

5. The Investigation Committee seeks to amend the following charges: 

1.(a) You failed to correctly follow the SBAR process in communicating with a physician 
regarding resident B.B. 

6. The Investigation Committee withdraws charge 1(c). 
7. Shelby Zammit admits the allegations as amended and as described in Appendix A and admits that her 

conduct constitutes professional incompetence and professional misconduct as those terms are defined 
in the Act and amount to a breach of the Regulatory Bylaws, Code of Ethics and Standards of Practice 
particularized in the Notice of Discipline Hearing. 

Background Underlying the Charges 

8. The charges concern the care of a resident, B.B. at a facility called The Meadows in Swift Current. 
Shelby Zammit began her employment at The Meadows in June 2017 in a full time capacity. 

9. The Meadows is a long-term care facility in Swift Current. The facility has 225 beds and 15 of those 
are designated as short stay, hospice or respite. The Meadows also offers an adult day program to 
provide support for individuals with memory impairment and dementia. 

10. The long-term care facility is divided into units called "Houses". There are 21 "Houses'' and each 
"House" contains ten beds. 

11. The Meadows is staffed with registered nurses, licensed practical nurses and continuing care aides. The 
health care staff work three shifts begin day, evening and nights. For the licensed practical nurses, the 
day shift runs from 0700 to 1917. Three licensed practical nurses are on shift from 0700 to 1917 and 
another licensed practical nurse comes on shift at 0900. In addition to the licensed practical nurses on 
shift for the day shift, the unit was staffed with continuing care aides. 

12. At the material time, Renee Hovdestad was the Health Services Manager at The Meadows. Ms. 
Hovdestad has since retired. 

Facts Underlying the Charges 

13. On November 26, 2020, Ms. Zammit was working the day shift and she was assigned to House 7. 
There was two other licensed practical nurses working with her that day in House 7.  Ms. Zammit was 
orientating a licensed practical nurse named Joleine Keith to the facility on that day. 

14. B.B. was a resident at House 7. B.B.'s date of birth is October 5, 1934 and at the time, he was 86 years 
of age. B.B. had a laryngectomy tube. He was also tube fed. 

15. Carriane Schultz is a registered nurse employed at The Meadows. At the material time, she was the 
nursing unit coordinator for the South Meadows. She had held that position since January 2020. Ms. 
Schultz would describe herself as a "very hands on" nursing unit coordinator. 

16. On November 26, 2020, Ms. Schultz was working the day shift. While receiving a report from the 
night staff, Ms. Zammit received a call from a continuing care aide advising that B.B. appeared to be 
having a hard time breathing. Ms. Zammit asked Carriane Schultz to attend with her and assess B.B. In 
B.B.'s progress notes, Ms. Schultz charted her assessment of B.B. Her entry for 2020-11-26 07:33 
reads: 

In to see resident as CCA stating he is having a harder time 
breathing. LPN cleaned Lary tube small amount of green exudate 
cleaned out of the larytube. Vital signs completed BP 124/86 P86 
O2 91% Lungs auscultated for good air entry through out. 
Recommended that the staff assist him to have a warm steamy 
bath to see if we can loosen up an mucous that may be stuck 
anywhere. Resident in good spirits, denies feeling unwell, and 
shook head no, when asked if he had any pain in his chest, or when 
taking deep breaths. 

17. Ms. Schultz did not have any further communication with Ms. Zammit regarding B.B. throughout the 
rest of the day shift on November 26. Further, Ms. Schultz had no further contact with B.B. 
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18. After Ms. Schultz had concluded her shift and left the facility, she received a telephone call from 
Shelby Zammit who advised that B.B. was not doing well. Based on the information Ms. Zammit 
provided, Ms. Schultz suggested that Ms. Zammit call the physician. 

19. After this telephone discussion and a few hours later, Ms. Schultz received a text message from Shelby 
Zammit asking that Ms. Schultz call her. Ms. Schultz did telephone Shelby Zammit. They discussed 
B.B.'s condition and the physician's orders. 

20. Ms. Schultz was again working the day shift on November 27. She attended on B.B. and made the 
following chart entry at 2020-11-27 07:00: 

in to see resident, resident laying in bed, with eyes closed, resps noted. 
Resident was easy to wake, and smiling his easy smile at writer, 
resident denies pain at this time, and denies struggling to breath, 
residents sclera white not yellow, overall resident appears pale, but 
this is normal for this resident. covered resident back up as we wished 
to remain in bed. 

21. Ms. Schultz then reviewed B.B.'s progress notes for November 26, 2020. She also spoke with nursing 
staff who were working both the day and night shift and she spoke with Dr. Bakare. After taking those 
steps, Ms. Schultz prepared a document entitled ''[B.B.] Time Line of events" and provided that to 
Renee Hovdestad. Attached at Tab "A" is Ms. Schultz' document. 

22. Upon receipt of that document, Ms. Hovdestad began her own investigation by reviewing B.B.'s chart 
including the progress notes both before and after November 26, 2020 and by reviewing the physician's 
orders. Ms. Hovdestad also obtained a written version of events from other health care staff on shift. 
Attached is the following: 

(a) At Tab "B" is email from Kathy Bugarin to Renee Hovdestad dated November 30, 2020. 
Kathy Bugarin is a licensed practical nurse at The Meadows 

(b) At Tab "C" is email dated December 3, 2020 from Bob and Lori Funk to Renee Hovdestad. 
Lori Funk is a licensed practical nurse at The Meadows. 

(c) At Tab "D'' is handwritten summary dated December 7, 2020 prepared by Gwen Paul who is 
continuing care aide. 

(d) At Tab "E" are progress notes covering the period October 31, 2020 to December 3, 2020. 
(e) At Tab ''F" are the Physician Orders. 

23. To assist Ms. Bartzen, Ms. Hovdestad transcribed the progress notes for November 26, 2020 and put 
them in chronological order. This is attached as Tab "G". The first entry is wrongly dated as "2020-
11-16" as it should be "2020-11-26''. 

24. At 1737, Ms. Zammit charted "resident has called writer into the room numerous times throughout the 
day with increased difficulty breathing .. ". There was no charting entered by Ms. Zammit or any other 
regulated health care staff for B.B. for the period 1015 to 1700 on November 16. 

25. The night and day shift nursing staff had no concerns about B.B.’s condition on November 27. 
Carriane Schultz notified Dr. Bakare and Dr. Bakare discontinued the medication orders which is 
shown in the Physician Orders dated November 27, 2020 at 1427. Further, Dr. Bakare requisitioned lab 
results on December 3, 2020 which showed no concerns for B.B.’s Bilirubin levels. Attached at Tab 
"H" is the laboratory report for December 3, 2020. 

26. Ms. Hovdestad and Carriane Schultz telephoned Dr. Bakare on December 11, 2020. Ms. Hovdestad 
summarized the discussion with Dr. Bakare in an email of the same date sent to Carolyn Hildebrand. 
Carolyn Hildebrand is the labour relations consultant responsible for The Meadows. This email is 
attached at Tab "I". 

27. Upon completion of the employer investigation, a meeting was held between Ms. Hovdestad, Shelby 
Zammit, a union representative, Carolyn Hildebrand and another individual with the labour relations 
department. The meeting occurred on January 6, 2021. 

28. On January 11, 2021, Ms. Hovdestad provided a suspension letter to Shelby Zammit. Attached and 
marked at Tab "J" is letter dated January 11, 2021. Ms. Zammit was placed on unpaid suspension for 
five shifts, directed to participate in education/assessment and a learning plan and restricted from 
working full scope until the education was complete. Ms. Hovdestad also then submitted a complaint 
to SALPN. 

29. Ms. Zammit did complete a learning plan as directed by the employer's suspension letter. Angie 
Giesbrecht is the nursing educator. Attached is the following: 
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(a) At Tab "K" is letter dated January 27, 2021 from Ms. Hovdestad to Shelby Zammit. 
(b) At Tab "L" is email exchange on January 29, 2021 between Ms. Giesbrecht and Renee 

Hovdestad. 
30. Ms. Zammit did grieve the suspension and the restrictions imposed on her and the grievance remains 

outstanding. 
31. Charge 1(a) and (b) refers to SBAR. SBAR is a communication framework between members of a 

healthcare team about a patient's condition. Attached at Tab "M" is a publication from the Institute for 
Healthcare Improvement entitled “SBAR Tool: Situation - Background - Assessment - 
Recommendation" which describes the SBAR framework. 

32. The Saskatchewan Health Authority also has a Work Standard regarding SBAR. Attached at Tab "N" 
is document entitled "Guidelines for communicating with Physicians using the SBAR Process". 

33. Charge 1(e)(ii) refers to a Unit Activity Report. Attached at Tab "O" is Unit Activity Report for 
House 7 for November 26, 2020. The calls placed by B.B. during the day shift to the nursing station 
are identified with an (*). 

34. If called to testify, Shelby Zammit would state the following: 
(a) She did not use the SBAR tool adequately as she did not provide detail about the patient's full 

medical history as she assumed the physician would be aware of that. She did not make any 
recommendations to the physician as she was seeking guidance from the physician. She did 
not recommend the physician’s orders. She asked the physician if hydromorphone would 
assist with B.B.’s breathing difficulties and the physician responded that if he was gasping for 
air, the hydromorphone should be given. Her main concern was her assessment that B.B. was 
having difficulty breathing. 

(b) She did not have knowledge or prior experience with a patient becoming jaundiced and the 
need to check the sclera. She was not advised by her fellow licensed practical nurses, the 
nursing unit coordinator or the physician as to how to properly assess for jaundice. 

(c) When she left her shift on November 26, 2020, she realized that she had neglected to chart 
everything that she ought to have charted. She admits that her charting was inadequate and 
deficient. 

(d) She asked B.B. if he was in pain but she did not document that she had asked those questions 
nor did she document the answers he gave or the assessment she did. Her focus was her 
assessment of his distressed breathing. 

(e) Regarding the Unit Activity Report, she admits that the report does not depict that B.B. called 
numerous times but the times he did call on November 26 would be numerous for him. When 
she charted “resident has called writer into the room numerous times throughout the day ..” 
she meant that B.B. asked for assistance while she was personally checking on him. 

(f) The education session she had with Angie Giesbrecht was helpful and beneficial. 
(g) Since November 26, 2020, she has taken the following courses: 

(i) CCPNR Code of Ethics for Licence Practical Nurses delivered by Learning Nurse. 
(ii) Health Assessment delivered by Learning Nurse. 

(iii) Online course entitled “Document It Right: Would Your Charting Stand Up to 
Scrutiny?” 

(iv) Health Assessment course offered by the College of Licensed Practical Nurses of 
Alberta. 

(v) “Relational Practice Course” offered by the College of Licensed Practical Nurses of 
Alberta. 

Previous Discipline History 

35. Shelby Zammit has never been the subject of a previous complaint to SALPN. 

Current Circumstances 

36. Ms. Zammit resigned and is no longer employed at The Meadows. In February 2021, Ms. Zammit 
began working as a permanent full time licensed practical nurse at The Gull Lake Special Care Home. 
In May 2021, Ms. Zammit began a maternity leave which ends in March 2023. When the maternity 
leave ends, Ms. Zammit will return to her employment at the Gull Lake Special Care Home. 
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[8] Ms. Schirr and Ms. Zammit executed the Agreed Statement of Facts to demonstrate their agreement 
to the same. During the hearing, upon questioning, Ms. Schirr clarified that at paragraph 3, the Agreed 
Statement of Facts should read “On January 29, 2021 […]”. Additionally, paragraph 11 was corrected 
to read “The health care staff work three shifts being day, evening and nights.” Ms. Schirr submitted 
that Ms. Zammit was completely cooperative throughout the investigation process, and always 
responded on a timely basis, even given the young age of her children.  

[9] During the hearing, Ms. Zammit confirmed her guilty plea to the charges contained in the Notice of 
Discipline Hearing, as amended. She also expressed remorse for her conduct, and explained that she 
takes full responsibility and ownership for her actions with respect to treating and assessing patient 
B.B. She explained that she feels as though her biggest flaw is over-caring for her patients, however 
understands that, regarding her failure to chart her interactions and assessments of B.B., “if I did not 
chart it, it was therefore not done”. Ms. Zammit explains having gone to great lengths to educate 
herself since, including by taking relevant courses. The Discipline Committee thanks Ms. Zammit for 
her candor in this regard. 

[10] Ms. Schirr also submitted a proposed Sanction Submission on behalf of the Investigation Committee 
(Exhibit P-3). The Sanction Submission was as follows: 

1. Pursuant to section 30(1)(e) of The Licensed Practical Nurses Act, 2000 (the “Act”), Shelby Zammit 
shall be reprimanded. 

2. Pursuant to section 30(1)(d)(ii) of the Act, Shelby Zammit may continue to practice subject to the 
following conditions: 

(a) On or before February 1, 2023, she shall successfully complete (by achieving a “mastery” 
grade) the course provided by John Collins Consulting Inc. entitled “Augmented LPN Practice” 
(AUGPRACO 14). Ms. Zammit shall bear all costs of the course. 

(b) On or before April 1, 2023, she shall successfully complete the SaskPolytech course entitled 
Roles, Responsibility and Ethics Course (NURS-1677). Ms. Zammit shall bear all costs of the 
course. 

3. Pursuant to section 30(1)(d) of the Act, Ms. Zammit shall ensure that her nursing employer files written 
performance reviews with the Registrar at the following increments: 

(a) After 200 hours of practice; 

(b) After 500 hours of practice. 

Any unfavourable reviews concerning Ms. Zammit’s professional competence and/or professional 
conduct shall be reported by the Registrar to the Counselling and Investigation Committee. 

4. For a period of two years from the date of the Discipline Committee order, Shelby Zammit shall be 
required to provide a copy of the Discipline Committee decision and order to her nursing employers. 
Further, Shelby Zammit shall ensure that each nursing employer will provide written confirmation to the 
Registrar that the decision and order has been received. 

5. Pursuant to section 30(2)(a)(ii) of the Act, Shelby Zammit shall pay the costs of the investigation and 
hearing which costs shall be fixed in the amount of $____. The costs shall be paid on or before _______, 
failing which Shelby Zammit’s license shall be suspended until payment is made pursuant to section 
30(2)(b) of the Act. 

6. Pursuant to section 30(3) of the Act, a copy of the Discipline Committee order and decision shall be 
provided to the current Health Services Manager at The Meadows in Swift Current. 

7. Pursuant to section 30(5) of the Act, a copy of the Discipline Committee order and decision shall be 
provided to the current Director of Care at Gull Lake Special Care Home. 

8. A copy of the Discipline Committee order and decision shall be published on the SALPN website. 
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[11] Ms. Schirr submitted that the Sanction Submission was fair and reasonable, and met the purposes of 
sanction orders in disciplinary cases. She expressed that the Sanction Submission had been discussed 
with Ms. Zammit prior to the hearing, but invited Ms. Zammit to share her own thoughts with the 
Discipline Committee. After being given some time to reflect on the Sanction Submission, Ms. 
Zammit explained that she would be in agreeance with whatever sanction the Discipline Committee 
feels is necessary. In particular, she agreed to a reprimand and to pay whichever amount of the costs 
the Discipline Committee deems appropriate. However, she did share that due to her personal 
circumstances, which included currently being on maternity leave with a reduced income, it would be 
difficult to pay the costs immediately. 

 

DECISION: 

[12] The primary issue before the Discipline Committee is whether the conduct of Ms. Zammit, as 
summarized in the Agreed Statement of Facts, is professional incompetence and professional 
misconduct as those terms are defined in sections 23 and 24 of the Act, and if so, whether the proposed 
submission is appropriate under section 30 of the Act. 

[13] Sections 23, 24, and 30 of the Act read as follows: 

23 Professional incompetence is a question of fact, but the display by a member of a lack of 
knowledge, skill or judgment or a disregard for the welfare of a member of the public 
served by the profession of a nature or to an extent that demonstrates that the member is 
unfit to: 

(a) continue in the practice of the profession; or 

(b) provide one or more services ordinarily provided as a part of the practice of 
the profession; 

is professional incompetence within the meaning of this Act. 

24 Professional misconduct is a question of fact, but any matter, conduct or thing, whether or 
not disgraceful or dishonourable, is professional misconduct within the meaning of this 
Act if: 

(a) it is harmful to the best interests of the public or the members; 

(b) it tends to harm the standing of the profession; 

(c) it is a breach of this Act or the bylaws; or 

(d) it is a failure to comply with an order of the counselling and investigation 
committee, the discipline committee or the council. 

30 (1) Where the discipline committee finds a member guilty of professional misconduct or   
professional incompetence, it may make one or more of the following orders: 

(a) an order that the member be expelled from the association and that the 
member’s name be struck from the register; 

(b) an order that the member’s licence be suspended for a specified period; 

(c) an order that the member’s licence be suspended pending the satisfaction and 
completion of any conditions specified in the order; 
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(d) an order that the member may continue to practise, but only under conditions 
specified in the order, which may include, but are not restricted to, an order 
that the member: 

(i) not do specified types of work; 

(ii) successfully complete specified classes or courses of instruction; 

(iii) obtain medical or other treatment or counselling or both; 

(e) an order reprimanding the member; 

(f) any other order that the discipline committee considers just. 

(2) In addition to any order made pursuant to subsection (1), the discipline committee may 
order: 

(a) that the member pay to the association, within a fixed period: 

(i) a fine in a specified amount not exceeding $5,000; and 

(ii) the costs of the investigation and hearing into the member’s conduct 
and related costs, including the expenses of the counselling and 
investigation committee and the discipline committee and costs of legal 
services and witnesses; and 

(b) where a member fails to make payment in accordance with an order pursuant 
to clause (a), that the member’s licence be suspended. 

(3) The executive director shall send a copy of an order made pursuant to this section to 
the member whose conduct is the subject of the order and to the person, if any, who 
made the complaint. 

(4) Where a member is expelled from the association or a member’s licence is suspended, 
the registrar shall strike the name of the member from the register or indicate the 
suspension on the register, as the case may be. 

(5) The discipline committee may inform a member’s employer of the order made against 
that member where that member has been found guilty of professional misconduct or 
professional incompetence. 

 

Finding of Professional Incompetence and Professional Misconduct 

[14] In reaching its decision, the Discipline Committee considered the evidence presented in the Agreed 
Statement of Facts, the submissions of the parties, and Ms. Zammit’s acknowledgment that her 
conduct in the course of providing care to B.B. amounted to professional incompetence and 
professional misconduct. 

[15] The Discipline Committee accepts the Agreed Statement of Facts as amended and Ms. Zammit’s plea, 
and finds her guilty of professional incompetence and professional misconduct as defined in the Act. 
The Discipline Committee has concluded that Ms. Zammit’s conduct was not in the best interests of 
the public or of the profession, reflected poorly on the SALPN membership, and was harmful to the 
public’s confidence in the profession. 

[16] The Discipline Committee feels that through her conduct in providing care for B.B., Ms. Zammit 
worked outside the scope of her level of competence, and failed to exhibit the basic patient assessment, 
communication, charting and documentation skills required by the profession. In particular, as was 
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included in Tab A of the Agreed Statement of Facts and highlighted by Ms. Schirr in her submissions, 
Ms. Zammit painted a “very dire clinical picture” of patient B.B.’s status without charting the findings 
or the assessments on which her sense of urgency was founded. 

[17] By doing so, Ms. Zammit did not follow the standards of conduct set out in the provisions of the Act, 
Bylaws, Code of Ethics, and Standards of Practice as outlined in the Notice of Discipline Hearing, 
particularly as they pertain to collaboration and communication, documentation, accountability for 
one’s own practice, working within one’s level of competence, and honesty. Additionally, Ms. 
Zammit’s conduct violated provisions pertaining to an LPN’s responsibility to provide safe, effective, 
ethical, and appropriate care directed towards the health and well-being of the patient and their family.  

Consideration of the Sanction Submission 

[18] Having accepted that Ms. Zammit was guilty of professional incompetence and professional 
misconduct, consideration then turned to an assessment of whether the Sanction Submission was 
appropriate in the circumstances. The Discipline Committee understands that the penalty ordered 
should protect public confidence in SALPN’s ability to regulate LPNs, and that this can be achieved 
through a penalty that addresses the principles of specific deterrence, general deterrence, and public 
protection. For the reasons that follow, the Discipline Committee has concluded that the Sanction 
Submission is appropriate, reasonable and within the public interest, and addresses the above 
principles. 

[19] In accepting the Sanction Submission, the Discipline Committee has taken into account Ms. Zammit’s 
cooperation during the investigation and hearing process, as well as the fact that she accepted 
responsibility for her conduct in the Agreed Statement of Facts. The Discipline Committee would like 
to note that they applaud Ms. Zammit’s intention for advocating for B.B.’s well-being, and that they 
considered this advocacy when deciding that a suspension is not necessary in the circumstances and 
that lesser costs than those proposed during the hearing, as outlined below, should be ordered. 

Remedial Courses 

[20] While providing care for B.B., Ms. Zammit failed to demonstrate the requisite skill and knowledge in 
patient assessment, communication, charting and documentation, and failed to meet the relevant 
Standards of Practice. The Discipline Committee has determined that Ms. Zammit is in need of 
remedial education and training to address these deficiencies. 

[21] Ms. Schirr entered into evidence the outlines for each of the two courses proposed in the Sanction 
Submission, consisting of John Collins Consulting Inc.’s “Augmented LPN Practice” (Exhibit P-4) 
and “Roles/Responsibility/Ethic (NURS-1677)” from the Saskatchewan Polytechnic (Exhibit P-5). 
Ms. Schirr submitted that the basic cost of these courses is $630 and approximately $600, respectively. 
Ms. Schirr explained that she discussed these courses with Ms. Zammit, and that Ms. Zammit 
confirmed that the completion dates specified in the Sanction Submission are obtainable for her. The 
Discipline Committee acknowledges that Ms. Schirr argued the SALPN decisions of Daisy 
Noseworthy (August 17, 2018) and Barb Oen (November 1, 2018), which also involved charting and 
assessment issues and in which the members were ordered to take remedial courses. 

[22] Therefore, based on the above, the Discipline Committee orders that as a condition to her continued 
practice, Ms. Zammit will complete the two specified courses by the dates included in the Sanction 
Submission. Additionally, Ms. Zammit will bear all costs associated with these courses. 
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Performance Reviews  

[23] The Sanction Submission also contains the requirement for Ms. Zammit’s nursing employer to file 
periodic written performance reviews with the Registrar, and proposes that unfavourable reviews 
regarding Ms. Zammit’s professional competence and/or professional conduct will be submitted to the 
Investigation Committee. Ms. Schirr submitted that this penalty is particularly appropriate in Ms. 
Zammit’s circumstances, given that she had begun working at a new facility only shortly prior to 
leaving on her current maternity leave. Ms. Schirr argued that the purpose of the performance review 
requirement is to act as an added layer of scrutiny.  

[24] The Discipline Committee agrees to this penalty, and orders as it is stated in the Sanction Submission. 
The filing of written performance reviews, with the risk of disciplinary action should Ms. Zammit 
obtain an unfavourable review, serves as sufficient specific deterrence for Ms. Zammit to refrain from 
such conduct, and as such, serves to protect the public. 

Costs 

[25] In respect of costs, Ms. Schirr admitted into evidence a table of the Actual and Anticipated Costs 
(Exhibit P-6), which amounted to $17,455.00. Ms. Schirr submitted that in past cases involving an 
agreed statement of facts, the Discipline Committee has generally ordered payment of approximately 
two-thirds of the costs. Should that be the case for Ms. Zammit, this would amount to approximately 
$12,000. However, Ms. Schirr submitted that she had prior discussions with Ms. Zammit as to her 
personal circumstances, both financial and otherwise, and instead proposed that Ms. Zammit be 
ordered to pay $10,000 in costs on or before September 1, 2024. Ms. Schirr concluded that the 
Investigation Committee saw the amount of the costs and the time to pay as reasonable given Ms. 
Zammit’s circumstances. 

[26] The Discipline Committee gave Ms. Zammit the opportunity to speak to her ability to pay the costs on 
time as proposed during the hearing, given her submission regarding being on reduced income as a 
result of her maternity leave ending in the spring of 2023. As such, Ms. Zammit asked if the deadline 
to pay could be extended to December 2024, and again reiterated that the Discipline Committee order 
what they deem fair. 

[27] After taking into account Ms. Zammit’s submissions as to her financial circumstances, her cooperation 
with the investigation and hearing process, and her advocacy for B.B., the Discipline Committee orders 
that Ms. Zammit pay $8,700, which amounts to approximately 50% of the Actual and Anticipated 
Costs, and that she will have until December 2, 2024 to do so. 

Reprimand & Disclosure of Decision and Order 

[28] The Discipline Committee agrees with the imposition of a reprimand as stated in the Sanction 
Submission, as it sends an appropriately strong message to Ms. Zammit that she is to refrain from 
repeating such conduct in the course of her practice. Additionally, the Sanction Submission’s 
requirement to provide this decision and order to future employers serves as protection of the public, 
while also acting as specific deterrence and general deterrence to other members of the profession. 

 

 

 



 

11 

ORDER: 

[29] Upon consideration of the evidence and the submissions of Ms. Schirr and Ms. Zammit, the Discipline 
Committee issued the following Order on September 8, 2022: 

1. Pursuant to section 30(1)(e) of The Licensed Practical Nurses Act, 2000 (the “Act”), Shelby 
Zammit shall be reprimanded. 

2. Pursuant to section 30(1)(d)(ii) of the Act, Shelby Zammit may continue to practice subject to 
the following conditions: 

(a) On or before February 1, 2023, she shall successfully complete (by achieving a 
“mastery” grade) the course provided by John Collins Consulting Inc. entitled 
“Augmented LPN Practice” (AUGPRACO 14). Ms. Zammit shall bear all costs of the 
course. 

(b) On or before April 1, 2023, she shall successfully complete the SaskPolytech course 
entitled Roles, Responsibility and Ethics Course (NURS-1677). Ms. Zammit shall bear 
all costs of the course. 

3. Pursuant to section 30(1)(d) of the Act, Ms. Zammit shall ensure that her nursing employer 
files written performance reviews with the Registrar at the following increments: 

(a) After 200 hours of practice; 

(b) After 500 hours of practice. 

Any unfavourable reviews concerning Ms. Zammit’s professional competence and/or 
professional conduct shall be reported by the Registrar to the Counselling and Investigation 
Committee. 

4. For a period of two years from the date of the Discipline Committee order, Shelby Zammit 
shall be required to provide a copy of the Discipline Committee decision and order to her 
nursing employers. Further, Shelby Zammit shall ensure that each nursing employer will 
provide written confirmation to the Registrar that the decision and order has been received. 

5. Pursuant to section 30(2)(a)(ii) of the Act, Shelby Zammit shall pay the costs of the 
investigation and hearing which costs shall be fixed in the amount of $8,700. The costs shall 
be paid on or before December 2, 2024, failing which Shelby Zammit’s license shall be 
suspended until payment is made pursuant to section 30(2)(b) of the Act. 

6. Pursuant to section 30(3) of the Act, a copy of the Discipline Committee order and decision 
shall be provided to the current Health Services Manager at The Meadows in Swift Current. 

7. Pursuant to section 30(5) of the Act, a copy of the Discipline Committee order and decision 
shall be provided to the current Director of Care at Gull Lake Special Care Home. 

8. A copy of the Discipline Committee order and decision shall be published on the SALPN 
website. 

Dated at Regina, Saskatchewan, this 8th day of September, 2022. 

     
______________________________________
R. dos Santos, Chairperson, Discipline 
Committee of the Saskatchewan Association of 
Licensed Practical Nurses on behalf of the 
Discipline Committee consisting of M. 
Bellegarde and M.E. Wellsch, Q.C. 


