




Network action any or all recommendations in this report. This report is not intended to contain all the information that might be required, 
and it is understood that Country Health SA – Local Health Network will conduct their own investigations and independent analysis of this 
report. The information contained in this report does not purport to be exhaustive and has not been independently verified. No warranty or 
representation, express or implied, is or will be made as to the accuracy or completeness of the contents of this report. Standards Wise 
trading under Babyboomers Pty Ltd expressly disclaim any responsibility or liability whatsoever in connection with the compilation of this 
report and the information contained therein. Standards Wise does not assume any responsibility to supplement the information set out in 
this report as further information becomes available or in the light of changing circumstances. This disclaimer extends to any statements, 
opinions or conclusions contained in, or any omissions from, this report or in respect of written or oral communications transmitted by 
Standards Wise to Country Health SA – Local Health Network. 
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 4. Staff described behaviour 
issues that are not 
consistently reported 
through the SLS system. 

 
5. Non-compliance in the 

delivery of care and 
poor staff practice is not 
consistently identified 
using the current 
internal monitoring 
system and 
management don’t 
appear to have a 
system in place to 
identify poor staff 
practice or non-
compliance with care 
strategies. 

4. Refer point 3. 
 
 

 

5. Review the process for monitoring 
compliance. Identify key result areas for 
each work group and associated KPIs to 
capture all of the required compliance 
elements of each role then monitor 
regularly. 

 
 
 
 
EO/DON & 
Team leaders 

 
 
 
 
Completed 
March 2019 

 
 
 
 
Role Descriptions reviewed 
with staff.   
 
Use of RMC LHN 
Monitoring tool    
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1.2 Regulatory 
compliance Results 

 

 

1. There is a process for identifying regulatory 
compliance which is supported at a corporate level 
however, there is no quick reference guide and no 
plan for continuous improvement that demonstrates 
how legislative changes have been considered and 
implemented. 

 

2. Regulatory compliance is not a standard 
agenda item on staff and care recipient meeting 
agendas. 

 

 

1. Develop a quick 
reference guide or utilise 
the plan for continuous 
improvement to capture 
how legislative changes 
are considered, 
implemented at the site 
and how care recipients 
and staff are notified. 

 
 

 

2. Ensure regulatory 
compliance is a 
standard agenda item 
on all internal 
meetings agendas. 

 
 
EODON 
 
 
 
 
 
 
 
 
 
 
 
 
 
NUM/Hotel services 
manager 

 

 

Completed March 
2019  

 

 

 

 

 

 

 

 

 

 

Completed 
February 2019 

 
 
RMC developed a 
regional 
monitoring tool 
which includes 
updates covering 
legislative 
changes.  
 
 
 
 
 
 
Agendas updated  
 

 The home has a system for 
identifying relevant legislation, 
regulations and guidelines, and 
for monitoring compliance with 
these in relation to the 
Accreditation Standards, and 
specifically in Standard One. 

 Management demonstrates the 
effectiveness of the system 
through examples of changes (if 
any) which have been recently 
implemented in any 
Accreditation Standard, and 
specifically in Standard One. 

 Management demonstrates its 
compliance with other legislation 
and regulations, including 
through results of monitoring 
activities including other 
regulatory authority reports or 
independent expert reports in 
relation to the Accreditation 
Standards, and specifically in 
Standard One. 

 There is a system in place 
to ensure care recipients 
and their representatives 
are informed of 
accreditation audits. 

 There is a system in place to 
ensure all relevant individuals 
including volunteers have a 
current criminal record check 
which they have passed. (Refer 
to Accountability Principles 
2014). 
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1.3 Education and staff development 
Results 

• Management demonstrates 
management and staff have the 
knowledge and skills required for 
effective performance in relation to the 
Accreditation Standards, and in 
particular, in relation to management 
systems, staffing and organisational 
development. 

• The performance of the home against 
other expected outcomes of the 
Accreditation Standards and in particular 
in Standard One is satisfactory. 

 

1. Staff said that while they have completed 
mandatory training it is not necessarily aged 
care specific. Management have scheduled 
aged care specific training now to be 
completed over the next few months. 

 

2. MOODLE training is not consistently up to 
date. 

 

1. Review training 
requirements for aged care 
workers and ensure it is 
specific to their needs and 
provided annually or as 
required. 

 

 

2. Ensure all staff training is 
relevant to their role and 
attended according to the 
training schedule. 

EODON 
NUM 
Hotel 
Services 
manager 

 
Complete 
January 2019 

 
All staff registered on 
Altura training 
platform.   
RMC has defined aged 
care mandatory 
training requirements.  
Mandatory training 
report set up to clearly 
show compliance, 
isted as an agenda 
tem on staff meetings  
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1.4 Comments and complaints 
Results 

• The home has a complaints mechanism 
that is accessible to Care recipients/ 
representatives and other interested 
parties which also makes available 
external complaints mechanisms. 

• All care recipients/ representatives and 
others report they are aware of internal 
and external complaints processes and 
how to use them. 

• care recipients/ representatives and 
others are satisfied they have access to 
the complaints processes without fear of 
retribution. 

• Management demonstrates it monitors 
the effectiveness of the complaint’s 
mechanism. 

 

1. The resident information hand book does 
not reference the Aged Rights Advocacy 
Service. 

 

 

2. The resident information hand book does not 
include information in relation to providing 
general feedback only that formal surveys are 
completed annually. 

 

3.  
 

 
 

 
 

 

  
 

 

o Wound care not up to date 

o Not being showered 

o Soiled clothing, soiled napkins 

 

1. Review the resident 
information hand book to 
reflect current best 
practice and legislated 
requirements. 

 

2. Refer point one. 
 
 
 

 

3. Review the complaints 
handling process and 
provide senior staff with 
support to better monitor 
and manage staff practice 
and the complaints handling 
process. Review the homes 
reporting culture and 
ensure appropriate, 
responsive and outcome 
driven oversight of the 
complaints handling 
process. 

 
EODON 
ACLO 
 
 
 
 
 
 
 
 
 
 
EODON/NUM
/Hotel 
services 
manager/all 
staff 

 
Completed 
January 2019  
 
 
 
 
 
 
 
 
 
Completed 
January 2019 
 
 
 
 
Completed 
February 
2019 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Handbook updated  
 
Memo put out to all 
staff 17/12/2019 
EO-DON attended all 
staff 
meetings/handovers 
throughout January 
2019/ staff training re. 
complaints & complaint 
management.    
 
 
 
Complaints resolved  
 
 
 
 
 
Implemented quarterly 
social events in the 
evening with residents 
and their families, 
beginning with a 
“Meet-and—greet” with 
the new EO-DON to 
support lifestyle of 
residents & families 
raise profile and 
encourage 
communication.   
 
 
 
Policy Directive-
Consumer Feedback 
disseminated 
23/01/2019 
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 o Soiled chairs with food stuck down 
the sides including various crumbs 
and an old sausage (on the day of 
the audit) 

o Lost hearing aids – repeatedly 

o The fact nothing changes despite 
the issues being raised repeatedly 

o Not all staff know what they are 
doing 

Senior staff said when asked if these 
issues have been logged in the feedback 
system said “they aren’t, because I don’t 
know about them”. 
The EO/Don attended handover on the 
second day of the audit and raised the 
issues above,  

 

    

1.5 Planning and Leadership 
Results 

 Management has consistently 
documented the home’s vision, values, 
philosophy and objectives. 

 Management has consistently 
documented the home’s commitment 
to quality throughout the home. 

 All such documents have consistent 
content. 

 
1.    No improvements identified. 

    

11



1.6 Human Resource 
Management Results 

• Management demonstrates the numbers 
and types of staff are appropriate to 
ensure services are delivered in 
accordance with the Accreditation 
Standards and the home’s philosophy 
and objectives. 

 

 

1. Refer Expected outcome 1.4 Education and 
training in relation to aged care specific 
training. 

 

2. Registered nursing staff said they don’t have 
much to do with the aged care section, 
relying on EN’s. 

 

 

1. Refer Expected outcome 1.4 
Education and training in 
relation to aged care specific 
training. 

 

2. Ensure all clinical staff 
understand their role in 
relation to delegation and their 
accountability and 

 
 
Refer 1.4 
 
 
 
EODON 

 
 
 
 
 
Complete/ 
Ongoing 

Staff meetings 
occurred for the 
specific purpose 
of discussing 
ssues of 
accountability 
and defining key 
result areas for 
each workgroup, 
using role 
descriptions and 
scope of practice 
documents to 
prompt 
discussion.  All 
staff given copies 
of same 
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• Management demonstrates it has a 
system to ensure identified types and 
numbers of staff are maintained at all 
times, including replacements for leave 
and absentees. 

• Management and staff confirm the 
adequacy of the number of staff at the 
home. 

• Management, staff, care recipients and 
representatives confirm the adequacy of 
staff skills at the home. 

• Care recipients and representatives are 
satisfied with the responsiveness of staff 
and adequacy of care. 

• Management has a mechanism to 
review staff numbers and skill mixes in 
relation to changes in the mix of care 
recipient needs and preferences. 

 responsibility for clinical and 
care outcomes for aged care 
clients. 

 Completed All staff sign 
copies of role 
descriptions & 
given copies 
of scope of 
practice 
documents. 
Monitor 
through 
PR&Ds       
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1.7 Inventory and equipment 
Results 

 Management demonstrates it has 
suitable goods and equipment 
appropriate for the delivery of services. 

 Care recipients/representatives confirm 
appropriate goods and equipment are 
provided by the home and are available 
for the delivery of services to meet care 
recipients’ needs. 

 The home has evidence of the safety, 
working order and useability of 
appropriate goods and equipment. 

 
1.   No improvements identified. 
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1.8 
Information systems 
Results 

• All stakeholders as appropriate have 
access to current information on the 
processes and general activities and 
events of the home. 

• Management and staff have access to 
accurate and appropriate information to 
help them perform their roles including in 
relation to management systems, health 
and personal care, care recipient 
lifestyle, and the maintenance of a safe 
environment. 

• Care recipients/ representatives have 
access to information appropriate to their 
needs to assist them make decisions 
about care recipients’ care and lifestyle. 

• Information is stored appropriately for its 
purpose and in accordance with any 
legislative requirements. 

• Information is retrievable in a timely 
manner suitable for its use. Confidential 
material is stored securely. 

 

 

1. The internal monitoring system is not 
consistently identifying issues and non- 
compliance. The current process involves 
staff auditing their own work. 

 
 
 
 
 
 
 
 
 
 
 
 

2. It is unclear how onsite issues and 
opportunities for improvement contribute to 
the homes plan for continuous improvement. 

 

 

1. Review the current internal 
monitoring system and/ or replace 
with contemporary aged care 
specific monitoring tools. Eliminate 
the risk of skewed data by not 
allowing staff to audit their own 
work. Implement a process where 
experienced ‘others’ complete the 
audits and provide feedback to the 
service being audited. Consider an 
ad-hoc external auditing/ 
monitoring process to support the 
organisations internal system to 
ensure ongoing compliance. 

 

2. Review the system for capturing 
onsite issues and opportunities for 
improvement and how they are 
captured in the homes plan for 
continuous improvement. 

 
 
EODON/NU
M/ S&Q Unit 
 
 
 
 
 
 
 
 
 
 
EODON/Tea
m Leaders 

 
 
Reviewed 
and 
completed 
April 2019/ 
ongoing 
 
 
 
 
 
 
Completed 
April 2019 

We are using the 
ACQA audit 
system as 
defined by our 
LHN, and follow 
organizational 
audits and 
monitoring 
systems.  Have 
now had 
external audit 
from Standards 
Wise & expect 
that an external 
auditing process 
will continue to 
be defined & 
driven by LHN.     
 
 
Issues are 
captured via the 
SLS system, 
current audits, 
resident 
meetings and 
feedback 
obtained via the 
organisation’s 
feedback 
mechanisms.  
These are 
reviewed with 
actions 
monitored & 
reported at QRS 
& staff meetings. 
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 3. Care recipient’s information is kept in two 
separate files and current information is kept 
in both, however night duty staff archive 
information younger than 12 months old 
making it difficult to locate current 
information. 

 

4. Refer Expected outcome 2.4 Clinical care in 
relation to not all care domains being 
assessed on entry to the home. 

 

 

5. Various meetings take place, however there 
is no schedule and no standard agenda. The 
agendas used do not all include, continuous 
improvement, quality data analysis, WHS, 
regulatory compliance or feedback 
(comments and complaints) etc. as standard 
agenda items. 

 

6. All staff including management consistently 
refer to care recipients as ‘patients’ in speech 
and documentation reinforcing the use of 
acute systems and practices for aged care 
recipients. This may be the trigger for limited 
assessment in relation to all care domains in 
Standard Two. It may also lead to an 
unrealistic view of acuity levels for long term 
care recipients and skew staffing 
requirements. 

 

7. Review of nursing minutes for 2018 show 
that no behaviours were recorded for 
discussion and analysis. However, review of 
juts one care recipients progress notes show 
numerous incidents of behaviour including 

 
 

3. Only remove information from 
current folders that is older that 
12 months. 

 
 
 

 

4. Refer Expected outcome 2.4 
Clinical care in relation to not all 
care domains being assessed 
on entry to the home. 

 

5. Provide standard agendas for all 
meetings across all sites in the 
organisation to ensure 
consistency. 

 
 
 

 

6. Review the language used in 
relation to care recipients of aged 
care services. The use of the word 
‘patient’ reinforces the acute 
medical model. Reinforce the 
systems and process’s appropriate 
for recipients of long term aged 
care services in line with Aged 
care legislation. 

 
 

7. Refer Expected outcome 1.1 
Continuous improvement in 
relation to the reporting culture 
and data analysis. 

EODON 
 
 
 
 
 
Refer to 2.4 
 
 
 
EODON/Tea
m Leaders 
 
 
 
 
 
All staff 
 
 
 
 
 
 
 
 
 
Refer 1.1 
 
 
 
 
 
 
 
 
 

Completed 
March 2019 
 
 
 
Completed 
April 2019 
 
 
 
Completed 
January 
2019 
 
 
 
 
 
Completed 
January 
2019 
 
 
 
 
 
 
Completed 
September 
2019 

All folders 
reviewed and 
updated to 
ensure that at 
east 12 months’ 
worth of data is 
n current folder. 
 
 
All assessments 
and care plans 
have been 
reviewed and 
updated and are 
now on a 3-
month schedule 
 
Agendas 
standardised 
 
 
 
 
 
EO-DON has 
attended staff 
meetings/hando
vers throughout 
January – 
reinforced the 
difference 
between acute 
patients/resident
s – ongoing 
focus. 
 
 
 
 
Resident 
behaviors added 
to staff meetings 
as a standard 
agenda item 
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 8. Refer 2.10 Nutrition and hydration in 
relation to the internal monitoring system 
not identifying issues with incorrect 
nutrition and hydration information. 

8. Refer 2.10 Nutrition and hydration 
in relation to the internal 
monitoring system not identifying 
issues with incorrect nutrition and 
hydration information. 

Refer 2.1 
 
 
 
 
 
 
 
 
 

Completed 
November 
2018 

All diet analysis 
sheets have been 
redone by NUM and 
are in kitchen  
Only one source of 
nformation being 
used now, and that 
s the diet analysis.  
Being updated by 
RNs 
 

1.9 External Services 
Results 

 Management demonstrates external 
services are provided at a standard that 
meets the home’s needs and quality 
goals, and therefore care recipients’ 
needs. 

 Care recipients/representatives and 
staff confirm where appropriate their 
satisfaction with externally-sourced 
services. 

 The home’s performance against 
related expected outcomes indicates a 
satisfactory standard of service by 
external providers. 

 

1. Refer Expected outcome 4. 6 Fire, security 
and emergencies in relation to fire system 
deficits not closed out. 

 
 

2. The home had been without a 
physiotherapist for some months however, 
recently commenced regular monthly visits of 
four hours. Staff said this is not enough to 
have mobility and dexterity issues reviewed 
for all care recipients. Not all care recipients 
are routinely assessed by a physiotherapist 
on entry to the home. 

 

1. Refer Expected outcome 4. 6 Fire, 
security and emergencies in 
relation to fire system deficits not 
closed out. 

 

2. Review the requirement for 
physiotherapy assessment on entry 
to the home and on an ongoing 
basis. 

 
 
Refer 4.6     
 
 
 
EODON/ 
Community 
health TL 

 
Completed 
January 
2019 
 
 
Completed 
March 2019 

Monthly meeting 
with maintenance to 
review all 
maintenance issues 
& sign deficit 
register – 
commenced 
20/01/2019 
 
 
 
All residents have 
had referrals to and 
been seen by 
physio with 
requirements being 
monitored routinely 
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1.11 Skin care 
Results 

• Management demonstrates its practices 
maintain care recipients’ skin integrity 
consistent with their general health. 

• Care recipients/ representatives confirm 
they are satisfied with the care provided 
in relation to care recipients’ skin 
integrity. 

 

1. Refer Expected outcome 2.4 Clinical care in 
relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
 
 
 

2. A monthly summary for care recipient 1 
states they had a laceration t  

No wound chart was completed 
and the incident is not recorded in the 
progress notes at the time of the incident. 
There is no indication the care recipient’s 
family had been informed. 

 
 
 

 

3.  
Progress notes show they were found on the 
floor .  

 
While the incident 

was logged in the SLS system, there is no 
corresponding wound chart, no restraint 
review, and head observations were 
completed four times. 

 

4. A progress note entry on the  for 
care recipient 1 describes a  

There is no corresponding 
wound chart. 

 
1. Refer Expected outcome 

2.4 Clinical care in 
relation to not using 
validated assessment 
tools to identify 
individual care 
recipients needs and 
preferences to develop 
care plans. 

 

2. Ensure all changes to 
skin integrity are 
reported and a wound 
management chart 
commenced to direct 
appropriate wound care 
and monitor progress. 
Ensure all incidents are 
reported to 
representatives and 
recorded in the progress 
notes. 

 

3. Refer point 2. 
 
 
 
 
 
 
 
 
 

4. Refer point 2. 

 
EODON/NUM 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
 
 
 
EODON/NUM 

 
Planned 
completion 
January 2020 
 
 
 
 
 
 
Completed 
December 
2018 
 
 
 
 
 
 
Completed 
December 
2018 
 
 
 
 
 
 
Completed 
December 
2018 

Using tools validated 
by RMC but also 
MPS sites reviewing 
and updating 
assessment and 
care plan documents 
to bring into use an 
up to date and 
relevant suite of 
documents  
All residents 
reviewed and wound 
care charts set up or 
updated. 
A staff member has 
agreed to be a 
“Wound Champion”, 
both to monitor 
practice & to be a 
resource.  
All staff have 
undertaken “Wound  
Care – an Overview” 
on Altura Learning.   
 
 
 
Removal of lap 
restraint in 
consultation with 
NOK. 
 All residents of 
concern are 
reviewed by multi-
disciplinary team to 
ensure best practice 
Wound charts in use 
New post falls sticker 
guides staff through 
the post falls 
protocol 
 
All residents have 
wound charts 
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 5. A wound management and prevention plan 
was commenced for care recipient 4 for  

The plan indicates the 

wound dressing be attended on shower 
days. However, the dates on the chart show 
they were attended on the 20/11/18, 
22/11/18, 27/11/18, 8/12/18 and 11/12/18. 

 

6. Progress notes show care recipient 4 said 
 

 The care plan 
contains no pressure relieving strategies at 
all. 

 

7. Regular progress photos are not taken 
consistently of wounds to assist in the 
monitoring of wound healing. 

 
 
 
 

8. The registered nurse said they do not review 
all wounds regularly “unless they (ENs) tell 
me something is wrong”. 

5. Review the wound 
management system and 
internal monitoring system 
to ensure compliance with 
wound care and prevention 
strategies. 

 

 

6. Ensure the care plan is 
populated with pressure 
relieving strategies specific 
to each care recipient’s 
needs. 

 

7. Consider implementing 
regular (weekly) progress 
photos of all wounds that 
are reviewed by a 
registered nurse/ Nurse 
Unit Manager. 

 

8. Ensure a registered nurse 
has oversight of the wound 
management system and 
reviews all wounds weekly. 

EODON/NUM 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
EODON/NUM 
 
 
 
 
 
 

 
Completed 
December 
2018 
 
 
 
 
Completed 
December 
2018 
 
 
 
 
 
 
 
Completed 
December 
2018 
 
 
 
 
 
 
 
 
Complete 

Wound 
management & 
pressure injury 
management as 
per guidelines 
defined by LHN 
& monitored by 
ocal wound 
champion & 
NUM 
 
 
All 
assessments/ca
re plans have 
been reviewed 
and updated 
 
Wound care 
monitoring as 
per CHSALHN 
policy + Wound 
care champion 
dentified 
monitored by 
wound care 
champion & 
NUM  
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1.13 Behavioural management 
Results 

• Management demonstrates its approach 
to behavioural management is effective in 
meeting care recipients’ needs. 

• Care recipients/ representatives confirm 
they are satisfied with the home’s 
approach to managing the causes which 
prompt challenging behaviours. 

 

1. Refer Expected outcome 1.8 information 
systems in relation behaviours not being 
identified and reported. 

 
 
 

2. Expected outcome 2.4 Clinical care in 
relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
 
 
 

3. Refer Expected outcome 2.4 Clinical care in 
relation to behaviour issues not having care 
strategies documented in the care plan. 

 
 
 
 

4. The home regularly uses restraint as a 
strategy for behaviour management/ falls 
prevention. 

 

1. Refer Expected outcome 
1.8 information systems in 

relation behaviours not 
being identified and 
reported. 

 

2. Refer Expected outcome 

2.4 Clinical care in relation 
to not using validated 
assessment tools to 
identify individual care 
recipients needs and 
preferences to develop 
care plans. 

 

3. Refer Expected outcome 
2.4 Clinical care in relation to 

behaviour issues not having 
care strategies documented 
in the care plan. 

 
4. Review the homes use of 

restraint and identify 
alternative strategies to 
manage behaviour. Plan to 
have a restraint free home 
and provide staff training in 
relation to behaviour 
management and falls 
prevention. Provide training 
to staff in relation to the 
risks associated with 
restraint. 

 
EODON/NUM/ANU
M/all nursing staff 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 

 
Completed 
April 2019 
 
 
 
Planned 
completion 
date of 
January 
2020 
 
 
 
 
 
 
 
 
 
Complete 
November 
2018 
 
 
 
 
Completed 
January 
2019 
 
 
 
 
 
 

Resident 
behaviours are 
dentified via 
assessment 
process, 
management 
plans in care 
plans, reported 
on SLS 
discussed as an 
agenda item at 
staff meetings 
Using tools 
validated by 
RMC. MPS 
sites reviewing 
and updating 
assessment and 
care plan 
documents to 
bring into use 
an up to date 
and relevant 
suite of 
documents  
All restraints 
have been 
reviewed with 
the resident or 
the family. 
Information 
provided on 
risks and 
alternatives, & 
consents 
received. 
Residents who 
have expressed 
a preference for 
cot sides were 
referred to OT 
23/01/2019 
All clinical/carer 
staff have 
undertaken 
“Use of 
Restraints” 
training on 
Altura.  
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 4. One care recipient was admitted on  
There is no care plan (interim or extended) in 
the care plan folder. 

 
 
 
 
 

5. Care recipient one had a clonazepam order, 
however staff said this was ceased due to 
the care recipient getting drowsy. The care 
plan however states this medication is still a 
current strategy. 

 

6. Care recipient 4 is not a new client, however, 
has only nine of 46 documents/ clinical 
assessments of the admissions pathway 
completed. Those not completed include the 
consent for medical information to be shared. 

 

7. Review of progress notes show that not all 
behaviours have strategies for care 
documented in the care plan. 

 

8. Refer 2.10 Nutrition and hydration in relation 
to incorrect nutrition and hydration 
information. 

4. Ensure an interim care plan is 
available to all staff to drive their 
practice on entry for all care 
recipients and that extended care 
plans are completed and staff are 
familiar with their contents at least 
one month post entry. 

 

5. Refer point 2. 
 
 
 
 
 

6. Refer point 1. 
 
 
 
 
 
 

7. Refer point 2. 
 
 

 

8. Refer to point 2 

EODON/ 
NUM/ all 
nursing staff 
 
 

Completed 
December 
2018 
 
 
 
 
Complete 
November 
2018 
 
 
Complete 
November 
2018 
 
 
 
Complete 
December 
2018 
 
Complete 
November 
2019 
 

 
 
 
 
 
 
 
 
 
 
Care plan was 
updated 
mmediately 
 
 
 
 
 
Assessments and 
care plan 
completed 
 
 
 
 
All care plans 
have been 
updated 
 
 
All nutrition and 
hydration 
nformation 
updated – all diet 
analysis sheets 
redone and are 
only source of 
nformation 
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2.5 Specialised nursing care 
Results 

• Management demonstrates care 
recipients’ specialised nursing care needs 
are identified and met by appropriately 
qualified staff. 

• Assessed needs for specialised 
nursing care are met in the prescribed 
manner pertaining to clinical 
requirements. 

• Care recipients/ representatives 
confirm the appropriateness of the 
specialised care they receive according 
to needs and preferences. 

 
1. Refer Expected outcome 2.4 Clinical care in 

relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
1. Refer Expected outcome 2.4 

Clinical care in relation to not 
using validated assessment tools 
to identify individual care 
recipients needs and preferences 
to develop care plans. 

 
Refer 2.4 

Planned 
completion 
date of 
January 
2020 

Using tools 
validated by RMC 
but also MPS 
sites reviewing 
and updating 
assessment and 
care plan 
documents to 
bring into use an 
up to date and 
relevant suite of 
documents 

2.6 Other Health and Related Services 
Results 

• Referrals are arranged for appropriate 
health specialists in accordance with 
assessed needs and preferences. 

• Management can demonstrate care 
recipients are promptly referred to 
specialists as needed and as 
preferred. 

• Care recipients/ representatives 
confirm care recipients are referred to 
appropriate specialists as needed and 
as preferred. 

 
1. Refer Expected outcome 2.4 Clinical care in 

relation to not using a full complement of 
validated assessment tools to identify individual 
care recipients needs and preferences to 
develop care plans. 

 
1.   Refer Expected outcome 2.4 

Clinical care in relation to not using 
validated assessment tools to 
identify individual care recipients 
needs and preferences to develop 
care plans. 

 
Refer 2.4 

 
 
Planned 
completion 
date of 
January 
2020 

 
 
Using tools 
validated by RMC 
but also MPS sites 
reviewing and 
updating 
assessment and 
care plan 
documents to 
bring into use an 
up to date and 
relevant suite of 
documents  
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2.7 Medication management 
Results 

• Management demonstrates care 
recipients’ medication is managed safely 
and correctly. 

• Management can demonstrate staff 
compliance with the medication 
management system. 

• Management can demonstrate the 
medication management system is safe, 
according to relevant legislation, 
regulatory requirements, professional 
standards and guidelines. 

• Care recipients/ representatives confirm 
they are satisfied that medication is 
managed safely and correctly. 

 
1. Refer Expected outcome 2.4 Clinical care in 

relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
2. Refer Expected outcome 2.4 

Clinical care in relation to not 
using validated assessment tools 
to identify individual care 
recipients needs and preferences 
to develop care plans. 

Refer 2.4 

2.8 Pain management 
Results 

• Management demonstrates its pain 
management approach ensures all care 
recipients are as free as possible from 
pain. 

 
1. Refer Expected outcome 2.4 Clinical care in 

relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
1. Refer Expected outcome 2.4 
Clinical care in relation to not using 
validated assessment tools to 
identify individual care recipients 
needs and preferences to develop 
care plans. 

 

Refer 2.4  

• Care recipients/ representatives confirm 
they are satisfied with how care 
recipients’ pain is managed. 

 
2. Progress note entries show the following for 

care recipient 4, 
 

 Staff when asked if they 
reported the pain to the registered nurse they 
said it was not unusual for the care recipient 
to get distressed. 

 

 

 
 
 

 

 
2. Review clinical assessment 

training for all clinical staff to 
ensure thorough root cause 
analysis is undertaken prior to 
action taken. Ensure care staff 
report all episodes of pain to the 
clinical staff for immediate 
assessment and action. 

 
EODON/ 
NUM 

 
Completed 
February 
2019 

 
All clinical staff 
have undertaken 
on-line training – 
“Pain – 
recognising and 
responding”  
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2.9 Palliative 
Care Results 

• Management demonstrates practices of 
the home maintain the comfort and 
dignity of terminally ill care recipients. 

• Care recipients/ representatives 
confirm the home’s practices 
maintain terminally-ill care 
recipients’ comfort and dignity. 

 
1.   No improvements identified. 

    

2.10 Nutrition 
and hydration 

 
Results 

• Management demonstrates its care 
recipients receive adequate nutrition and 
hydration. 

• Care recipients/ representatives confirm 
they are satisfied with the home’s 
approach to meeting care recipients’ 
nutrition, hydration and associated 
support needs. 

 

1. Refer Expected outcome 2.4 Clinical care in 
relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 

2. The Hotel Services Manager (HSM) said 
they write all of the nutrition and hydration 
care plans. The HSM said they use 
information from care recipient and their 
families. The HSM demonstrated how care 
plans are kept in a folder in the kitchen with 
notifications from speech pathologists kept 
next to them. Clinical staff confirmed they 
take no responsibility for the information in 
these care plans and rely on kitchen staff to 
follow the speech pathologist’s information. 

 

3. Nutrition and hydration information is located 
in at least five different locations, four of which 
are in the kitchen including, the care plan 
folder, speech pathologists form, cheat sheet 
and a white board. Review of this information 
identified that not all of this information 
matches and kitchen staff could not 
consistently interpret the speech pathologist’s 
recommendations. Examples include one care 
recipient’s care plan that indicates they require 
their food ‘cut up’ however the white board 
indicates ‘vitamised’. Another care plan states 
food is cut up however the white board 
indicates ‘minced moist’. 

 
1. Refer Expected outcome 

2.4 Clinical care in relation to not 
using validated assessment tools 
to identify individual care recipients 
needs and preferences to develop 
care plans. 

 

2. Ensure clinical staff complete 
comprehensive nutrition and 
hydration assessments on entry to 
the service and on an ongoing 
basis and have clinical oversight of 
the information placed in care 
plans. Develop a system for clinical 
staff to inform kitchen staff in 
relation to each care recipients 
nutrition and hydration needs and 
preferences. 

 

3. Refer point two, and ensure that only 
one, clinically validated source of 
nutrition and hydration information is 
used to drive staff practice. 

 
EODON/NU
M/Hotel 
services 
manager 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Completed 
November 
2018 
 
 
 
 
 
 
Completed 
November 
2018 
 
 
 
 
 
 
 
 
 
Completed 
November 
2018 

All diet analysis 
sheets have been 
redone  
  
Nutrition 
assessment is 
part of the suite of 
assessments 
completed on 
entry into the 
home with 
timelines for 
completion 
defined – always 
done by RN & 
information to 
kitchen is always 
updated by RN 
 
All information 
sources have 
been rolled into 
one validated 
source 
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4. A diary in the kitchen is also used to record 
clinically indicated nutrition and hydration 
information and is not reviewed or 
considered by clinical staff, entries include: 

o ‘now requires the use of a straw cup’ 

o ‘now requires a high fibre cereal with 

her porridge’ 

None of the five information sources noted 
above had been updated. 

 

5. One care recipient’s care plan states they are 
independent with their meals however, 
clinical staff at handover said they are 
concerned about eating and weight. This 
care recipient weighed  

 however, on the  an entry in 
the progress notes states he now weighs  

 and that  increased weight 
by , remains high 
risk’. This information appears to be in 

contradiction. 

4. Refer point 2 and 3. Limit 
the diaries use to non-care 
recipient related 
information. 

 
 
 
 
 
 

5. Review the weight 
monitoring system to ensure 
accurate information is 
gathered consistently and is 
analysed appropriately. 
Review the homes internal 
monitoring system to ensure 
all care recipients receive 
the care required including 
with meal assistance and 
that care plans are current 
and accurate. Ensure all 
staff understand each care 
recipient’s individual needs 
and delivers it appropriately. 

 

EODON/NUM/ 
Hotel services 
manager 
 
 
 
 
 
 
 
 
EODON/NUM/ 
ANUM 

Completed 
November 
2018 
 
 
 
 
 
 
 
 
Completed 
January 
2019 

Practice 
changed and 
diary only 
being used for 
non-care 
recipient 
related 
information 
 
 
 
All weights are 
monitored on 
a spreadsheet 
that 
immediately 
shows trends. 
 
Care plans 
indicate 
processes 
required to 
ensure that all 
care recipient 
needs are 
met. 
Handover 
occurs at the 
beginning of 
every shift – 
individual care 
needs are 
communicated 
via care plan 
and handover 
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 6. Weight is monitored monthly however 
March, April, May and June 2018 are not 
recorded for care recipient 4. The months 
that are recorded show this care recipient 
has . The only actions 
documented on the observation chart are 
‘continue to monitor’. A CMA dated 

 notes this care recipient weighed 
. Discussion with staff 

identified this care recipient is on  
 however the one delivered to this care 

recipient on day one of the audit was spilled 
prior to any being consumed. The cup was 
removed and a replacement was not 
provided. Staff were also unable to say if they 
monitor this care recipient’s food intake and 
said they had never completed a plate waste 
audit. Progress notes show this care recipient 
has requested bigger meals, review of their 
recliner chair indicates some food ends up 
down the side of the chair. 

 
7. A medical summary for care recipient 4 

indicates they weighed  on 
entry to the home . The weight 
observation chart is empty except for  

 

 

A Malnutrition Universal Screening tool was 
completed on and states the tool 
needs to be completed fortnightly however 
the next one was completed on the  
and noted a weight of  This is a 
difference of  compared to the 
observation chart. Senior staff said they were 
confused in as to what is the correct 
information and status. 

 

6. Refer point 5. Consider 
implementing regular plate 
waste audits to better 
inform clinical staff of care 
recipient’s nutritional needs. 
Provide training to all staff 
in relation nutrition and 
hydration. 

 
 
 
 
 
 
 
 
 
 
 
 
 

7. Refer point 5. 

 
 
 
EODON/NUM/ 
Hotel services 
manager 

 
 
 
Completed 
November 
2018 
 
Completed 
February 
2019 

Plate audits 
now being done 
at every meal 
with immediate 
report  to RN of 
any concerns & 
the audits 
monitored 
weekly in a 
meeting 
between 
services 
manager & 
NUM. 
All staff, 
including 
kitchen & 
clinical, have 
undertaken 
“Hydration & 
Nutrition: 
Managing 
weight to 
promote health” 
online 
 
Refer point 5. 
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2.12 Continence Management 
Results 

• Management demonstrates the 
home’s continence management 
practices are effective in meeting care 
recipients’ needs. 

• Care recipients/ representatives 
confirm care recipients’ continence 
needs are being met. 

 
1. Refer Expected outcome 2.4 Clinical care in 

relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 

1. Refer Expected outcome 

2.4 Clinical care in 
relation to not using 
validated assessment 
tools to identify 
individual care 
recipients needs and 
preferences to develop 
care plans. 

 
EODON/NUM/all 
nursing staff 
 

 
Planned 
completion of 
January 2020 

Using tools 
validated by RMC 
but also MPS sites 
reviewing and 
updating 
assessment and 
care plan 
documents to bring 
into use an up to 
date and relevant 
suite of documents 
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2.14 Mobility, dexterity and 
rehabilitation 

Results 

Management demonstrates each care 
recipient’s level of mobility and 
dexterity is optimized. 

• Care recipients/ representatives confirm 
they are satisfied with the home’s 
approach to optimizing care recipients’ 
mobility and dexterity. 

 

1. Refer Expected outcome 2.4 Clinical care in 
relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 

 

2. Care recipient 1’s  
 

The care plan however states a 
lifting machine and wheelchair can be used 
‘as required’. Care staff said they walk this 
care recipient “a bit” with a four-wheeled 
walker. Progress notes and family say this 
care recipient no-longer walks  

 
Despite identified risks related to this care 
recipient’s mobility, the care plan and actual 
practice and progress note information is not 
consistent. 
Also despite identified risks related to this care 
recipient including  

the decision to use ‘as required’ 
equipment or not, is left to unregulated care 
workers, potentially putting the care recipient 
and staff at risk of injury. 

 

3. Care recipient 2  
 

A care staff member said. “she’s OK 
with me walking but not with some 
of them, they are scared”.  

 
The care plan state’s 

one assist with transfers and two 
assist with four wheeled-walker to 
walk. The care plan also indicates 
the use of a lifter and wheelchair ‘as 
required’ due to . 
Despite identified risks related to this care 
recipient’s mobility, the care plan, progress 
notes and actual practice are not consistent. 
Also despite identified risks related to this 
care recipient  the 
decision to use ‘as required’ equipment or not, 
is left to unregulated care workers, potentially 
putting the care recipient and staff at risk of 
injury. 

 
1.    Refer Expected outcome 

2.4 Clinical care in relation 
to not using validated 
assessment tools to identify 
individual care recipients 
needs and preferences to 
develop care plans. 

 

2. Consider implementing a 
‘care plan’ culture, where all 
staff are involved in the 
development of a care plan 
that is reflective of individual 
clinical and care needs. The 
care plan is the legal 
document that drives staff 
practice, the care strategies 
in it need to be current and 
safe to deliver. Ensure that 
clinical staff understand 
their responsibilities in 
delegating care tasks to 
unregulated workers. 
Provide training to attending 
allied health providers in 
relation to safe and 
contemporary practice. 

 

3. Refer point 2. 

 
EODON/NUM/ANU
M/all staff 
 
 

 
Planned 
completion 
date of 
January 
2020 
 
 
 
 
Completed 
April 2019 
 
Planned 
completion 
date of  end 
October 
2019 
 
 
 
 
 
 
 
Complete 
November 
2018 

Using tools 
validated by RMC 
but also MPS 
sites reviewing 
and updating 
assessment and 
care plan 
documents to 
bring into use an 
up to date and 
relevant suite of 
documents  
 
3 monthly care 
plan reviews 
scheduled on a 
spreadsheet 
which is 
monitored by the 
ANUM. 
 
EO-DON is 
defining a Primary 
Carer mode of 
carel which will 
increase staff 
awareness & 
ownership of 
monitoring of care 
plans & overall 
care of care 
recipients.   
 
Care plan was 
updated to be 
specific 
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2.15 Oral and dental care 
Results 

• Management demonstrates care 
recipients’ oral and dental health is 
maintained. 

• Care recipients/ representatives confirm 
they are satisfied with the home’s 
approach to managing care recipients’ 
oral and dental care. 

 

1. Refer Expected outcome 2.4 Clinical care in 
relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
 

 

2. Two care recipients interviewed had unclean 
teeth that did appear to have been cleaned 
for some time. 

 

1.    Refer Expected outcome 

2.4 Clinical care in relation 
to not using validated 
assessment tools to identify 
individual care recipients 
needs and preferences to 
develop care plans. 

 
2.    Ensure all staff are trained 

in and understand the 
importance of at least twice 
daily oral hygiene for all care 
recipients. 

 
EODON/NUM/ANU
M/all nursing staff 
 

 
Planned 
completion 
date of 
January 
2020 
 
 
 
 
 
Completed 
November 
2018 
 

Using tools 
validated by 
RMC but also 
MPS sites 
reviewing and 
updating 
assessment and 
care plan 
documents to 
bring into use 
an up to date 
and relevant 
suite of 
documents  
Added to all 
care plans – 
“Oral hygiene to 
be performed at 
a minimum of 
twice daily and 
more frequently 
as needed” 
 

2.16 Sensory Loss 
Results 

• Management demonstrates its approach 
to care recipients’ sensory losses is 
effective in identifying and managing care 
recipients’ needs. 

• Advice from care recipients/ 
representatives confirms they are 
satisfied with the home’s approach to 
managing care recipients’ sensory losses. 

 
1. Refer Expected outcome 2.4 Clinical care in 

relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
1. Refer Expected outcome 

2.4 Clinical care in relation 
to not using validated 
assessment tools to 
identify individual care 
recipients needs and 
preferences to develop 
care plans. 

 
EODON/NUM/ANU
M/ 
all nursing staff 
 

 
Planned 
completion 
date of 
January 
2018 
 
 
 
 
 
 
Completed 
April 2019 

Using tools 
validated by 
RMC but also 
MPS sites 
reviewing and 
updating 
assessment 
and care plan 
documents to 
bring into use 
an up to date 
and relevant 
suite of 
documents  
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2.17 Sleep 
Results 

• Management demonstrates its 
practices enable care recipients to 
achieve natural sleep patterns. 

• Care recipients/ representatives 
confirm care recipients are able to 
achieve natural sleep patterns. 

 

1. Refer Expected outcome 2.4 Clinical care in 
relation to not using a full complement of 
validated assessment tools to identify 
individual care recipients needs and 
preferences to develop care plans. 

 
 

2. Care recipient 1 has numerous progress note 
entries in relation to their difficult sleep 
pattern. There is no sleep assessment 
completed and no strategies for sleep in their 
care plan. 

 

1. Refer Expected outcome 
2.4 Clinical care in relation 
to not using validated 
assessment tools to 
identify individual care 
recipients needs and 
preferences to develop 
care plans. 

 

2. Ensure all care recipients 
are assessed for their sleep 
needs and preferences and 
that a comprehensive sleep 
care plan is completed to 
assist them achieve optimal 
sleep patterns appropriate 
for them. 

 
 
 
Completed 
April 2019 

All assessments 
and care plans 
were reviewed 
and updated 
using tool 
validated by 
RMC 
 
 
 
 
Sleep 
assessments 
part of suite of 
assessments 
that were 
updated 
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3.6 Privacy and dignity 
Results 

• Management demonstrates each care 
recipient’s privacy, dignity and 
confidentiality is recognised and 
respected. 

• Care recipients/ representatives confirm 
care recipients’ privacy, dignity and 
confidentiality is recognised and 
respected in accordance with individual 
needs and preferences. 

 

1. Refer Expected outcome 3.4 Emotional 
support in relation to not identify individual 
care recipients needs and preferences to 
develop personalised care plans. 

 

 

2. One care recipient observed in a lounge 
area was provided with an over-way table 
however, no drink, tissues, call bell or foot 
rest were provided. There were food scraps 
on top of the over-way table, their fingernails 
were soiled and their teeth had not 
appeared to have been cleaned recently. 

 

3. A second care recipient in this lounge also 
had no call bell. When asked how they 
attract attention this care recipient 
knocked on their over-way table. 

 

4. Refer Expected outcome 4.4 Living 
environment in relation to staff using care 
recipient’s homes as a thoroughfare. 

 

 

5. Refer Expected outcome 4.4 Living 
environment in relation to restraint. 

 
 

6. Refer Expected outcome 4.4 Living 
environment in relation to soiled clothing 
and the wearing of soiled napkins after 
meal service has finished. 

 

1. Refer Expected outcome 3.4 
Emotional support in relation to 
not identify individual care 
recipients needs and preferences 
to develop personalised care 
plans. 

 

2. Review staff practice and provide 
appropriate training. Review the 
internal monitoring system. 

 
 
 
 
 

3. Ensure all care recipients have 
access to call bell facilities at all 
times. 

 
 

 

4. Refer Expected outcome 4.4 
Living environment in relation to 
staff using care recipient’s homes 
as a thoroughfare. 

 

5. Refer Expected outcome 4.4 
Living environment in relation to 
restraint. 

 

6. Refer Expected outcome 4.4 
Living environment in relation to 
soiled clothing and the wearing of 
soiled napkins after meal service 
has finished. 

EODON/ 
NUM/ all staff 
 
 
 
 
 
EODON/ 
NUM/ all staff 
 
 
 
 
 
 
 
EODON/ 
NUM 
 
 
 
 
 
 
 
 
 
 

Completed 
April 2019 
 
 
 
 
 
 
 
Completed 
November 
2018 
 
 
 
Completed 
December 
2018 
 
 
 
Completed 
November 
2018 
 
 
 
Completed 
January 
2019 
 
Completed 
February 
2019 
 
Complete 

All care plans have 
been updated, 
including lifestyle, 
and personalised. 
 
All staff have been 
spoken to about 
the fact that this is 
everyone’s 
responsibility.   
 
All appropriate 
residents now have 
personal call bells 
– one refusal to 
accept.  There are 
spares in case 
they’re needed for 
anyone 
 
No rooms being 
used as a 
thoroughfare  
 
All pelvic lap 
restraints have 
been removed. 
All other restraints 
have been 
reviewed with 
either the resident 
or the family & 
information 
provided on risks 
and alternatives, & 
consents received 
where necessary.  
Restraints like cot 
sides have either 
been eliminated or 
reduced.  
Residents who 
asked to have cot 
sides have been 
reviewed  by OT   
 
All clinical/carer 
staff have 
undertaken “Use of 
Restraints” training 
on Altura. 
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3.7 Leisure interests and activities 
Results 

• Management demonstrates it is aware 
of care recipients’ leisure interests and 
activity needs and this information 
provides input to leisure planning and 
programming. 

• Management demonstrates its processes 
are effective in encouraging and 
supporting care recipients to participate 
in a wide range of interests and activities 
of interest to them. 

• Care recipients/ representatives confirm 
care recipients are supported to 
participate in activities and interests 
appropriate to their needs and 
preferences. 

 

1. Refer Expected outcome 3.4 Emotional 
support in relation to not identify individual 
care recipients needs and preferences to 
develop personalised care plans. 

 

 

2. The Activities coordinator completes a 
comprehensive social history however the 
information is not used to create 
individualised care plans. 

 

3. Care plans are generic and not detailed. 

 

1. Refer Expected outcome 3.4 
Emotional support in relation to 
not identify individual care 
recipients needs and preferences 
to develop personalised care 
plans. 

 

2. Review practice to ensure that 
assessment information gathered 
is used to populate a plan of care 
specific to each care recipient. 

 

3. Ensure all care plans contain 
detailed information relevant to 
each care recipients ‘in home’ 
activities, idiosyncrasies, needs 
and preferences. 

 
EODON/ 
NUM/ all staff 
 

 
Completed 
April 2019 

 
All care plans have 
been updated, 
including lifestyle 
specific activities, 
idiosyncrasies and 
personalized for 
each resident. 
 

3.8 Cultural and Spiritual life 
Results 

• Management demonstrates its 
processes, systems and external relations 
are effective in valuing and fostering each 
individual care recipient’s interests, 
customs, beliefs and cultural and ethnic 
backgrounds. 

• Advice from care recipients/ 
representatives confirm they are 
satisfied the home values and fosters 
care recipients’ individual interests, 
customs, beliefs and cultural and ethnic 
backgrounds. 

 
1. Refer Expected outcome 3.4 Emotional support 

in relation to not identify individual care 
recipients needs and preferences to develop 
personalised care plans. 

 
1. Refer Expected outcome 3.4 

Emotional support in relation to not 
identify individual care recipients 
needs and preferences to develop 
personalised care plans. 

3.9 Choice and decision 
making Results 

• Management demonstrates the rights 

of each care recipient/ representative 

to make decisions and exercise choice 

and control over the care recipient’s 

 
1. Refer Expected outcome 3.4 Emotional 

support in relation to not identify 
individual care recipients needs and 
preferences to develop personalised care 
plans. 

 
1. Refer Expected outcome 3.4 

Emotional support in relation to 
not identify individual care 
recipients needs and preferences 
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lifestyle are recognised and respected. 

• Care recipients/representatives confirm 
their participation in decisions about the 
services the care recipient receives and 
that they are able to exercise choice and 
control appropriate to the care recipient’s 
needs and preferences. 

• Care recipients/ representatives confirm 
the choices and decisions of other care 
recipients/representatives do not infringe 
on the rights of other people. 

 
 

 

2. Refer Expected outcome 4.4 Living 
environment in relation to care recipients 
being physically restrained points 2 and 3. 

 
 

3. While staff said and care recipient agreed 
they have a choice in relation to the 
frequency of their showers, care plans and 
other documentation indicate a schedule is 
used for showering. 

to develop personalised care 
plans. 

 

2. Refer Expected outcome 4.4 
Living environment in relation to 
care recipients being physically 
restrained points 2 and 3. 

 

3. Ensure care recipients choose 
their personal hygiene needs and 
preferences and that care plans 
reflect each individual’s 
preferences. 

EODON/ 
NUM 
 

Completed 
November 
2018 
 
 
 
Completed 
January 
2019 
 
Completed 
February 
2019 
 
 
 
 

All pelvic lap 
restraints have 
been removed. 
All other restraints 
have been 
reviewed with 
either the resident 
or the family & 
information 
provided on risks 
and alternatives, & 
consents received 
where necessary.  
Restraints like cot 
sides have either 
been eliminated or 
reduced.  
Residents who 
asked to have cot 
sides have been 
seen by OT 
  
All clinical/carer 
staff to undertake 
“Use of Restraints” 
training on Altura. 
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3.10 Care recipient security of tenure and 
responsibilities 

Results 

• Management demonstrates care 
recipients/representatives have been 
provided with information about 
security of tenure and care recipients/ 
representatives understand their rights 
and responsibilities. 

• Care recipients/ representatives feel 

secure in their tenure. 

• care recipients/ representatives confirm 
they understand their rights and 
responsibilities and know where this 
information may be accessed if 
required. This includes understanding 
what tenure or rights can be changed 
with and without consent. 

 
1. No improvements identified 
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4.4 Living environment Results 

• The home’s environment 
reflects the safety and comfort 
needs of care recipients. For 
example: 

− safe access to clean and well 
maintained communal, private, 
dining and outdoor areas 

− sufficient and appropriate furniture 

− comfortable internal 
temperatures and ventilation 

− a comfortable level of noise 

− a secure internal and 
external environment. 

• Management can demonstrate 
its practices and actions to 
provide a safe and comfortable 
living environment (including 
care recipient safety 
procedures and through data) 
are effective. 

• Staff are made aware of, and 
can demonstrate they observe 
practices which ensure the 
safety and comfort of care 
recipients. 

1. Not all restraint applied are 
risk assessed or have 
authorities signed. 

 

2. care recipients have lap 
restraints applied.  

 
 

 
 
 

 
 
 
 
 
 
 

 
 

 
 

 
 

 

3. One care recipient that has 
restraint applied was visited by 
their family.  

 
 

 
 

 
This family member 

did not appear to be informed 
in relation to the risk of 
restraint use and the various 
alternatives to restraint use. 

 

4. Several care recipients have 
their beds up against a wall. 
One care recipient on  
was found wedged between 
the bed and the wall. 
Progress notes show they 
sustained a  

1. Consider 
implementing a 
restraint free policy 
and work towards 
eliminating all 
restraint/ restrictive 
practice across the 
site and CHSA - 
LHN. 

 

2. Refer point one. 
Ensure all care 
recipients are 
provided with call 
bell facilities at all 
times. 

 

3. Ensure all care 
recipients and their 
representatives are 
fully informed in 
relation to the risks 
associated with 
restraint to enable 
them to make fully 
informed decisions. 

 

4. Having beds 
pushed up against a 
wall can pose a risk 
to care recipients 
and is not conducive 
to sound manual 
handling practices 
for staff. Review the 
process and 
consider 
implementing a 
restraint free policy 
and work towards 
eliminating all 
restraint/  restrictive 
practice across the 
site and CHSA. 

EODON/NUM/ 
regional 
leadership team 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 

Complete February 2019 
 
 
Completed December 2018 
 
 
 
Completed December 2018 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed December 2018 
 
 
 
 
 

All clinical/carer staff 
have undertaken “Use 
of Restraints” training 
on Altura. 
 
 
 
 
All appropriate 
residents now have 
personal call bells 
 
All pelvic lap restraints 
have been removed. 
All other restraints 
have been reviewed 
with either the resident 
or the family & 
nformation provided 
on risks and 
alternatives, & 
consents received 
where necessary.  
Restraints like cot 
sides have either been 
eliminated or reduced.   
 
Beds pushed up 
against walls has been 
treated as if it were a 
form of restraint & is 
discouraged.  If 
residents particularly 
request it they are 
assessed & the 
practice is reviewed 
under the 
organization’s restraint 
free guidelines 
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 Care recipients/ representatives 
confirm they are satisfied the home 
ensures a safe and comfortable 
environment according to care 
recipients’ needs and preferences. 

 
a  

 The following 

day an entry notes the  
. 

 
5. One registered nurse listed 

all of the care recipients that 
have bed rails in place. 
Review of their notes 
identified that none of them 
appear to have restraint 
authority documents in 
place. 

 
6. Doors to a sluice room/ 

laundry and cleaners 
room, were open or not 
locked despite them 
containing cleaning 
chemicals/ sharps/ insect 
spray etc. Chemicals are 
also stored in a disabled 
toilet. 

 
7. While DIPTI drives and 

monitors preventative and 
reactive maintenance that 
requires contractor attendance 
there are numerous 
preventative and reactive 
maintenance items addressed 
by the local maintenance role 
that are not driven or monitored 
by the same or similar system. 
The local preventative 
maintenance system is located 
in a folder in the shed and 
reactive issues are recorded in 
booklets. There is no oversight 
of this system and no 
monitoring for compliance. 

5. Refer point 1. 
 
 
 
 
 
 

 

6. Ensure all 

sluice/laundry/cleani
ng rooms/ 
cupboards etc. are 
kept closed and 
locked at all times 
and that chemicals 
are stored in locked 
cupboards to protect 
care recipients and 
visiting children. 
Remove chemicals 
from communal 
toilets. 

 

7. Implement one 
system to drive and 
monitor the entire 
preventative 
maintenance 
program and all 
reactive 
maintenance issues 
or implement an 
electronic 
preventative and 
reactive system for 
use locally that can 
be monitored easily 
and regularly by the 
person in charge. 
Use this 
comprehensive data 
to identify actual 
resource 
requirements for the 
site. 

EODON/NUM/  
All staff 
 
 
 
 
 
 
 
 
EODON/Mainten
ance  

Completed November 2018 
 
 
 
 
 
 
 
 
 
Completed January 2019 
 
 
 
 
 
Completed November 2018 

Memo sent to staff, 
discussed at staff 
meetings/handover 
throughout January  
Monitored in NUM/DON 
walk around of facility to 
ensure that doors and 
cupboards that should be 
ocked are indeed locked. 
 
 
 
All Preventative 
Maintenance and 
Breakdown Maintenance is 
recorded through the 
FAMIS system & governed 
by DPTI in partnership with 
the site.  DON & 
Maintenance Officer meet 
monthly (& as required) to 
review defect sheets & 
anything else that needs 
reviewing.  1st meeting was 
17/01/2019 
 
 
 
 
 
 
 
All preventative and 
breakdown maintenance is 
monitored and managed 
through the system defined 
by DPTI.  Also monitored 
ocally. 
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8. One of the outdoor areas is not 
accessible without staff 
assistance. Access doors are 
locked and entry to the garden 
is via a steep ramp. 

 

9. A flat outdoor area that is easily 
accessed by care recipients 
between the home and kitchen 
is dusty and uninviting. A hose 
was left on the pathway and 
the bottom of elevated potting 
gardens are deteriorating. 

 

10. Not all care recipient are 
provided with call bell facilities 
while not in their room. There 
were several care recipients 
sitting along a veranda and 

 
 
 
 
 

 

 

11. Some care recipients have 
rooms that access the east 
facing veranda. This verandah 
is frequently used by care 
recipients and there is staff 
access at each end of the 
veranda. However, staff 
consistently use care 
recipient’s rooms as a 
thoroughfare to and from this 
verandah. 

 
 

8. Review access to 
safe and easily 
assessable 
outdoor areas. 

 
 

9. Keep this flat and 
easily accessed 
outdoor area 
clean, safe and 
inviting for year-
round care 
recipient use. 

 

10. Refer point 2. 
 
 
 
 
 
 

 

11. Review staff 
practice in 
relation to 
inappropriate use 
of care recipient’s 
rooms as a 
thoroughfare. 

 
 
 

 

12. Review general staff 
practice and hotel 
service cleaning 
schedules. Provide 
training to staff and 
provide senior staff 
with support to 
better monitor and 
manage staff 
practice. Review the 
internal monitoring 
system. 

 
 
 
EODON/NUM/Ho
tel 
services/mainten
ance   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
 
 
 
 
EODON/NUM/Ho
tel services  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 
 
 
 

 
 
 
Completed January 2019 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed November 2018 
 
 
 
 
 
 
 
 
Completed November 2018 
 

 
Have tidied up outside 
areas & gardens.  
They are accessible to 
residents and are 
enjoyed by them, 
especially for events 
such as resident 
barbeques.  Gardens 
ooking good with 
seasonally flowering 
plants 
 
 
 
 
 
All residents now have 
access to a personal 
call bell.  One resident 
refused, spared in 
cupboard 
 
 
 
 
 
 
 
 
 
 
 
 
 
No rooms being used 
as thoroughfares.  
Discussed at length 
with all staff.   
Being monitored by 
NUM & DON on daily 
walk around 
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 12.  Observation noted the following 

on both days of the visit: 

o Several soiled over-way tables 

o Soiled clothing (on two 

occasions) 

o Food spilled down a care 

recipients front after a meal and 

still there at 1545 

o Large material napkins 
left on after use 

o One care recipients 
mouth not cleaned after a 
meal (on two separate 
occasions) 

o Food stuck on two care 
recipient’s fingers (on two 
separate occasions) 

o Food on the floor in the 
dining room on more than 
one occasion 

o Food left on over-ways and 
on the floor. A staff member 
picking up afternoon tea cups 
while the auditor was sitting in 
the room did not attend to the 
spilled food. 

o A recliner chair with food 
stuck down the sides 
including half a sausage 
(dried up) and various food 
crumbs 

o Soiled hand rests on 
some arm chairs 

o A reclining chair with hard 
cracked vinyl hand rests. The 
care recipient sitting in the 
chair has frail skin on their 
arms and hands. The chair 
was removed as soon as 
senior staff were notified. 

    
 
 

41



 

4.5 Health and 
Safety Results 

• Management demonstrates it is 
working to provide a safe working 
environment that meets regulatory 
requirements. 

• Management can demonstrate 
its practices and actions to 
provide a safe working 
environment (including safety 
procedures and through data) 
are effective. 

• Staff are made aware of, 
and can demonstrate they 
observe safe practices. 

• Staff are made aware of, 
and have input into the 
home’s work health and 
safety system. 

• Staff confirm they are satisfied 
management is active in providing 
a safe working environment. 

 
1. Hotel service staff said the 

emergency eye wash holder has 
fallen off the wall several times 
and is now stored on a high 
shelf. This shelf could not be 
reached without a ladder that is 
stored outside of the building. 

 
1. Review the availability 

and storage location of 
emergency equipment to 
ensure it is easily 
accessed in an 
emergency. 

 
EODON/Hotel 
services/Maintenance 

  
Completed 
December 2018 

 
Has been relocated 
appropriately 
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4.6 Fire, security and other 
emergencies Results 

• Management demonstrates the 
home has established procedures 
for detecting and acting on fire, 
security or other emergency risks 
and incidents. 

• The relevant staff know and 

understand these 

procedures. This includes: 

 location of care recipient lists 

 understanding of the fire, 
emergency and evacuation 
plans and procedures and their 
roles and responsibilities in 
such an event 

 understanding of 
security processes 

ability to safely and effectively 

use the fire, security and 

emergency equipment for its 

intended purpose 

 staff training. 

 

1. Review of the essential 
services deficit log identified 
the following: 

9/5/18 Emergency lighting……. 

27/5/15 Fire pump running does 
not report 

to the fire brigade…. 

These two items have not 
been not closed out and it was 
unclear if the items are still 
outstanding. 

 

 

2. Review of external facilities 
identified a staff smoking site 
at the back of the hospital. 
Staff have placed a bench 
chair under a very dry, old 
melaleuca and have strung a 
plastic garbage bag from one 
of the branches which 
contains rubbish and 
cigarette butts. There are 
also cigarette butts scattered 
over the ground which 

 

1. Review monitoring process 
in relation to essential 
services and ensure all 
deficits are followed up 
and rectified in a timely 
manner. Ensure DIPTI in 
consultation with site 
managers develop a 
process to cover off on 
requirements to maintain 
and monitor an essential 
services deficit log. 

 

2. Review the internal 
monitoring system. 
Consider implementing a 
‘stop smoking’ incentive 
program for staff. Consider 
proactively managing 
smoking on site to 
eliminate the need for staff 
and residents to ‘find a 
place to smoke’. Managing 
a dedicated site will 

 
 
EODON/ 
Maintenance 
 
 
 
 
 
 
 
 
EODON/NUM 
 
 

 
 
Completed 
January 2019 
 
 
 
 
 
 
 
Completed 
November 2018 
 

DON & Maintenance Officer 
meet monthly (& as required) 
to review defect sheets & 
anything else that needs 
reviewing. Meetings began 
17/01/2019  
 
 
 
SA Health’s Smoke Free 
Policy Directive has been 
redistributed & reinforced on 
17/12/2019.  All staff offered 
support to stop smoking as 
per policy & those staff who 
wish to smoke have had the 
policy reinforced.  Memo sent 
17/12/2019.  Observation of 
staff confirms that all staff are 
now compliant with the SA 
Health directive on smoking 
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• Care recipients/ representatives 
know what they should do on 
hearing an alarm. 

• The home has a fire certification 
inspection report. (An approved provider 
must give the Secretary a fire safety 
exception notice – Refer to 
Accountability Principles 2014). 

• Approved professionals carry out 
independent fire inspection reports and 
actions are taken in relation to 
recommendations. 

• Care recipients/ representatives report 

care recipients feel safe and secure in 

the home and that their belongings are 

also safe. 

covered in dried grass and leaves. The 
smoking tree is next to shade cloth strung 
over a staff car parking area full of cars and 
this is next to the maintenance shed where 
hazardous chemicals are stored. 

 
3. Not all electrical items have been tested 

according to the schedule including an iron 
in the laundry, nebuliser, blood pressure 
monitoring device and an electric hair 
curler. 

ensure fire equipment and 
appropriate cigarette butt disposal 
devises are available to reduce risk. 

 
 

 
3. Review the electrical testing 

schedule and ensure appropriate 
resources are available to complete 
it in line with legislated 
requirements. 

 
 
 
 
 
EODON/ 
Maintenanc
e 

 
 
 
 
 
 
Completed 
November 
2018 

 
 
 
 
 
All electrical 
items have 
been tested 
as required 

4.7 Infection control 
Results 

• Management demonstrates its infection 
control program (plans, procedures, 
practices, equipment) is effective in 
identifying and containing infection. 

• Management has information on 
infection or other data about the 
effectiveness of its infection control 
program in identifying, containing and 
preventing infection. 

• Staff practice is consistent with 

Australian Government infection 

control guidelines. 

• There is a food safety program in place. 

1. Not all of the food safety plan cleaning 
schedules are consistently completed. 

 
 

2. Food items in various locations have been 
decanted however, these have not been 
labelled and dated. 

 

3. Food items in various locations have not 
been labelled with open dates. 

 

4. Temperature testing in the laundry is not 
consistently completed. 2017 was not 
completed at all and 2018 is spasmodic. 

 
 

 
 

1. Implement the food safety plan and 
infection control processes across 
the site and monitor daily for 
compliance. Review the internal 
monitoring system to identify issues 
and take remedial action as they 
occur. 

 

2. Refer point two. 
 
 

 

3. Refer point two. 
 
 

4. Refer point two. Provide training and 
support for senior staff to 
performance manage non-compliant 
staff. Review laundry systems and 
processes to meet national 
standards. 

EODON/Ho
tel services 
staff/  
 

Completed 
January 
2019  

All cleaning 
schedules 
now being 
completed & 
monitored 
by services 
manager.  
Discussed at 
staff meeting 
on 2nd Jan 
2019 
 
Being done 
& monitored 
by services 
manager 
 
Being done 
& monitored 
by services 
manager 
 
Being done 
& monitored 
by services 
manager 
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4.8 Hospitality services 
Results 

• Hospitality services are provided in a 
manner which is friendly and generous 
towards care recipients. 

• Management demonstrates hospitality 
services are provided in a way that 
enhances care recipients’ quality of life 
and the working environment. 

• Care recipients/ representatives confirm 
the effectiveness of the home’s 
hospitality services in meeting care 
recipients’ needs and preferences, and 
enhancing care recipients’ quality of life. 

• Staff confirm the effectiveness of the 
home’s hospitality services in enhancing 
the working environment. 

 
1. Refer Expected outcome 4.7 Infection 

control in relation to the food safety plan 
and infection control processes not 
consistently implemented. 

 
1. Refer Expected outcome 4.7 

Infection control, points 1, 2, 3 and 

 
As above 

 
As above 

 
As above 
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