




 

aged care and multi-purpose services. It is not considered to be a recommendation by Standards Wise that Country Health SA – Local Health 
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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REPORT FINDINGS 

The following report details areas for improvement mapped against the current Accreditation 
Standards for Aged Care Residential Facilities for Peterborough Nalya Lodge (RACS). Only Expected 
Outcomes where an improvement has been recommended are included. 

 

Note: The final over-arching report to Country Health SA Local Health Network will include 
recommendations to transition and exceed compliance for the new Aged Care Quality Standards once 
all sites have been visited and a complete analysis of the findings conducted across the services. 

 

SUMMARY OF KEY OPPORTUNITIES FOR IMPROVEMENT 
 
 

 
 

 
 

 
 

 
 

 
 

The Consumer Experience 

• Residents and representatives said residents are well looked after and the staff are wonderful. 

• There is considerable work required in relation to the NACS including, environmental restrictive 
practice and documentation. 

Clinical Areas 

• Care plans are extensive however could be more customer centric. Some strategies are generic and 
not all assessed information, including important social history assessment information, is consistently 
considered across all care domains. 

Clinical Governance 

• Ensure that clinical data is analysed and opportunities to improve services and outcomes to residents 
and service delivery, is well evidenced in the continuous improvement plan. 

Staffing 

• Senior staff understand their accountability and responsibility for the aged care residents in Nayla 
Lodge and staff said they have all the support they need. 

• Call out staff are available for emergencies. 

Lifestyle 

• Lifestyle care plans are not consistently completed with individualised strategies and important social 
history assessment information is not consistently considered across all care domains. 
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Environmental 

• Outdoor areas have numerous trip hazards including slopes and differing pathway levels however staff 
generally escort residents outside and residents were observed using the rotunda for morning tea. 
The outdoor areas have recently been cleaned/ tidied up and in some places upgraded. 

High Risk 

• Whilst there were no high risk issues notified in relation to immediate harm, this report reflects a 
number of areas which require prompt attention to address. 

Strengths 

• Representatives said residents are looked after well by nice staff and their clinical needs are met. 

• Clinical care plans are contemporary and generally comprehensive. 

• There is a plan for continuous improvement in place. 

• Senior staff have RACS experience and provide aged care leadership. 
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1.2 Regulatory compliance Results 

• 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). 

•  

 
 
1. No improvements identified. 

 
 

1. No recommendations. 
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1.2 Regulatory compliance Results 

• 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). 

•  

 
 
1. No improvements identified. 

 
 

2. No recommendations. 
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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. Senior staff said most staff are 

up to date with Moodle training. 
Bridge training is recently 
implemented however two staff 
said they did not have a training 
plan in place. 

 
2. The new Acting Associate 

NUML2 has been in the role for 
two months. On 
commencement, they were not 
familiar with the electronic care 
system used in Nayla Lodge and 
had not been provided with 
specific training to use it 
effectively. 

 
1. Complete aged care specific training 

plans for all staff and ensure they are 
all able to log into the system. 

 

 
2. Management said during the visit 

they began arranging training for 
staff in relation to complete and 
effective use of the electronic care 
system. 

 
NUM 
 
 
 
 
DON 
NUM 

 
30/6/19 
 
 
 
 
 
31/8/19 

 
Annual training calendar developed. 
All staff have access to Altura and are 
completing training as per training 
schedule. 
 
Regional training for Leecare 
attended by SuperUser, Lifestyle 
coordinator and services coordinator. 
Site visit by LeeCare education to 
provide staff education has occurred. 
Leecare Super user trained and 
accessible for staff training and 
orientation to training. SuperUser 
attended additional training at 
Jamestown August 2019,  re-
education for staff as required 

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. Refer to Expected outcome 

1.1 Continuous 
improvement point 2 in 
relation to feedback and 
complaints. 

 
2. Two residents and one 

representative said the meat 
was tough. These complaints 
have not been recorded in the 
SLS register. 

 

 
3. One resident interviewed said 

they had lost lots of weight 
lately because they did not like 
the food. Documentation 
review identified this resident 
had lost  

 

 
1. Refer to Expected outcome 1.1 

Continuous improvement point 2 in 
relation to feedback and complaints. 

 
2. Trial cooking cheaper cuts of meat 

from the start of the shift instead of 
during the shift. Ensure all feedback 
and complaints are logged in the SLS 
register. 

 
3. Management discussed various 

strategies to trial in relation to this 
resident’s diet and behaviour related to 
food including a separate menu, family 
involvement and the provision of finger 
food outside of the dining 
environment. Ensure these are 
thoroughly trialled and documented in 
the care plan. 

 

 
 
 
 
 
 
NUM 
Services 
Manager 
 
 
 
 
NUM 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
30/6/19 
 
 
 
 
 
 
31/8/19 
 
 
 
 
 
 
 
 
 
 

1. see 1.1 
 
 
 
 
 
2. NUM to discuss with services 
manager to implement  
 
 
 
3. Staff to liaise with consumer’s 
family to identify likes and dislikes 
re food. Staff to engage with 
dietician regarding 
implementation of high energy 
finger food snacks for consumer -  
Care plan to be updated regarding 
increased nutritional care with 
snacks provided daily in consumer’s 
room - 
Monthly nutritional risk screening 
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. 
None of this feedback had 
been logged in the SLS system 
for investigation and analysis. 
 

4. Resident and representative 
feedback in relation to staff is 
very positive. Feedback 
includes “It’s different here, 
staff do know everyone but are 
not inappropriate, they 
maintain their professionalism” 
and “I think the medical and 
nursing care is exemplary”, 
“the staff are gold, never lose 
their patience and are 
respectful, just lovely, lovely 
people”. Positive feedback is 
not consistently recorded in the 
SLS system. 

 

 

 

 

 

 

 
4. Log all positive feedback in the SLS 

system including comments from 
visiting representatives, family and 
friends. Continue to work as one team 
and provide appropriate care and 
clinical support to the residents and 
staff in Nalya Lodge. 

 
 
 
 
 
 
 
 
NUM 

 
 
 
 
 
 
 
 
31/8/19 

tool to be completed for all 
consumers to ensure current 
nutritional strategies are effective  
 
 
 
 
4. Discussion at staff meeting re 
importance of recording on SLS or in 
verbal feedback folder all feedback. 
Sunflower model being investigated 
for wall in entrance for consumers 
and others to record feedback  
 
Mission statement displayed for staff 
to write down their personal actions 
to implement the missions into every 
consumer’s care. 
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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. 

     
  

 
1. No improvements. 

 
1. No  recommendations. 

  Nil action required. Residents have 
developed own mission/vision 
statement which is displayed. 

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. 

• 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. 

 
1. The EO/DON described staffing 

challenges based on resident 
acuity and gaps in the delivery of 
services. They also described 
changes that have been made to 
the roster and will be made to the 
roster to fill these gaps. 
 

2. Nalya Lodge staff said they feel well 
supported by clinical staff in the 
hospital and described examples of 
support. The DON said “Aged care is 
every bodies business”. 

 
1. Continue to review the roster and 

be responsive to residents needs as 
acuity levels change. 

 
 
 
 

2. Continue to seek and encourage 
feedback from residents and 
representatives and record this 
feedback in the SLS system. 

 
DON 
 
 
 
 
 
 
DON 

 
31/8/19 
 
 
 
 
 
 
 
31/5/19 

1. Nalya Lodge staff to commence 
10hr nights shifts in Sept 2019, 
additional hours to be utilised to 
increase lifestyle activities for 
consumers  
 
2. Discussion at Resident meeting 
identified that consumers would like to 
have an informal afternoon tea monthly 
in addition to quarterly formal resident 
meetings, this is an opportunity to gather 
further feedback from consumers and 

significant others, feedback to be logged 
into SLS  - implemented 
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• 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 

      
  

3. Refer Expected outcome 
Comments and complaints 
1.4 point 4 in relation to 
feedback about staff. 

3. Refer Expected outcome Comments 
and complaints 1.4 point 4 in 
relation to feedback about staff. 

  3.  See 1.4 point 4 
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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. 

 
1.   No recommendations. 

   

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 

 
1. Refer Expected outcome 1.1 

Continuous improvement in 
relation to the continuous 
improvement plan. 

 
2. Refer Expected outcome 2.4 

Clinical care in relation to 
information in care plans. 

 
3. Documentation review 

identified inappropriate 
language in relation to 
residents and their needs 
and preferences examples 
include; ‘when they are 
cooperative’, ‘we will allow’, 
‘patient’ and ‘when feeding’. 

 
 
 

4. Progress notes are not 
consistently written using 

 
1. Refer Expected outcome 1.1 

Continuous improvement in relation 
to the continuous improvement 
plan. 

 
2. Refer to Expected outcome 2.4 

Clinical care in relation to 
information in care plans. 

 

 

 

 
3. Review the language used in 

documentation in relation to care 
recipients of aged care services. Staff 
do not tell residents what they can and 
cannot do, they partner with them to 
provide safe and quality care to help 
the resident meet their needs and 
preferences safely. Management said 
they are aware of this issue and are 
providing training to staff. 

 
 
 
 
 
 
 
 
 
ANUM 
 
 
 
 
 
 
 
ANUM 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
30/6/19 
 
 
 
 
 
 
 
31/7/19 
 
 
 
 
 
 
 
 
 
 
 

1. See 1.1 
 
 
 
 
 
 
 
2. ANUM attended Defensible 
Documentation training and 
provided in- service education to 
other staff, topics included 'issues, 
actions, outcome' method of 
documentation 
 
3. Handout with appropriate 
consumer focussed change for use 
when documenting and 
communicating with consumers 
and families presented to staff at 
staff meeting  
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in accordance with any legislative 
requirements. 

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

an ‘issues, action, outcome’ 
formula. Issues are not 
consistently followed up in 
progress notes and 
outcomes are not 
consistently identified. 
 

5. Kitchen staff refer to menu 
sheets and a care plan 
folder for information 
related to resident’s 
nutrition and hydration 
information. The care plan 
folder did not have a care 
plan page for every resident 
in the home nor were they 
consistently up to date. The 
information on ‘menu 
sheets’ did not consistently 
match care plan 
information. 

 
4. Consider implementing an ‘issues, 

action, outcome’ documentation 
formula to provide evidence that an 
appropriate clinical/ nursing process 
is followed and that residents clinical, 
care and personal needs and 
preferences are met. 

 

 
5. Review the system for providing 

nutrition and hydration information 
to kitchen staff. Consider populating 
the electronic care system with 
current information and providing 
this to kitchen staff each time it is 
updated. The care plan is the legal 
document that drives staff practice 
so consider removing the 
communication book and menu 
sheet information. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
NUM 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
31/5/19 
 
 
 
 

 
4. See item 2 
 
 
 
 
 
 
 
 
5. NUM discussed with Services 
manager, removing diet types form 
menu sheets due to risk associated 
with transcribing information. Diet 
information folder in Hospital and 
Nalya Lodge kitchens updated with 
diet assessments for all Consumers. 
Leecare food and fluid summary 
made available in Hospital and Nalya 
Lodge kitchens. Process for updating 
consumer’s dietary requirements 
discussed at staff meeting  
Work instruction to be developed 
for updating consumers dietary 
requirements  
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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. No improvements identified. 

 
1. No recommendations. 
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‘low calorie’ or ‘low fat’ diet 
  

 

• There are also numerous 
examples of likes and 
dislikes not being 
consistently identified 
across the documentation. 

• Not all strategies 
identified on risk action 
forms are consistently 
transferred into the care 
plan to drive staff 
practice. 
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 • In the sleep section of 
one residents care plan it 
indicated they have 
sleep issues in relation to 
adjusting to their new 
surroundings however, 
there are no 
interventions noted to 
assist with this 
adjustment. 

• Resident has been 
reviewed by a dietitian 

 
 
 
 

 The 
front page of the care plan 
indicates NO nutritional 
problems. 

 
2. Staff have not consistently 

documented specific or 
individualised strategies in the 
various cultural, spiritual, 
emotional sections of the care 
plan and how these impact 
clinical and care strategies. 

 
3. Some care plan strategies are 

JBI generic ‘prompts’ and are 
not specifically related to the 
individual resident. 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 
2. Provide training to staff in relation to 

the importance of developing 
individualised care plans including 
strategies that are not generic, but 
targeted to the person’s specific 
clinical, care and personal needs and 
preferences. 

 
3. Remove all reference to JBI generic 

information and ensure all 
strategies are specific to individual 
residents needs and preferences. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANUM 
 
 
 
 
 
 
ANUM 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
31/08/19 
 
 
 
 
 
 
 
31/10/19 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 2. Education provided regarding 
assessment and care planning - 
DON, NUM, ANUM, Leecare 
SuperUser attended training, will 
provide ongoing training 
 
 
 
3. To be attended at Care plan review 
for each consumers and consumer 
specific goals developed - plan to be 
completed by October 2019. 
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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. Review of clinical notes and 

care plans indicate that 
specialised nursing care is 
appropriate, feedback from 
representatives is positive and 
include, “I think the medical 
and nursing care is exemplary”. 

 
Refer Expected outcome 1.6 
Human resources point two in 
relation to residents and 
representative feedback. 

 
1. Refer Expected outcome 1.6 Human 

resources point two in relation to 
residents and representative 
feedback. 

  As per 1.6 
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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. Review of clinical notes and care 

plans and feedback from residents 
and representatives indicate that 
residents are referred to 
specialists and allied health 
professionals as required. 

 
1. Review of clinical notes and care plans 

and feedback from residents and 
representatives indicate that residents 
are referred to specialists and allied 
health professionals as required. 

  1. Nil actions required 
by Standards Wise 

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. Medical officers to do not 

consistently record ‘the 
conditions of use’ for each ‘as 
required’ medication in 
medication charts. 

 
 
 

2. Management were not aware 
that two residents had ‘as 
required’ medication 
prescribed for agitation.  
medication chart had the 
‘conditions for use’ section 
completed however  did 
not. Review of restraint forms 
for these residents (for bed 
rails and/or the locked front 
door etc.) did not include 
chemical restraint. 
 

3. Two enrolled nurses were 
observed delivering medication 
without the medication chart. 

 
1. Review ‘as required’ medications 

with medical officer to ensure all 
‘as required’ medications have the 
‘conditions for use’ section 
completed specific to individual 
residents. 

 

 
2. Review the CHSA policy in relation to 

restraint forms for the locked front 
door and ensure all ‘as required’ 
behaviour modifying medication has 
the appropriate restraint forms and 
authorisations in place or cease the 
order if not in use. 

 
 
 
 
 
 

3. Ensure all nursing staff follow best 
practice guidelines in the delivery of 
medication at all times. 

NUM 
 
 
 
 
 
 
 
 
ANUM 
 
 
 
 
 
 
 
 
 
 
 
 
ANUM 
 
 

30/6/19 
And 
ongoing 
 
 
 
 
 
 
31/8/19 
 
 
 
 
 
 
 
 
 
 
 
 
30/6/19 
and 
ongoing 

1. ANUM requested MO completes 
all indications for PRN medications –
completed. Ongoing compliance to be 
monitored with regular ACQA 
Medication management audits  
 
 
 
 
 All prn psychotropic 
medications reviewed if no 
longer required ceased, restraint 
forms up to date for those still 
required  
 
 
 
 
 
 
 
 
Best practice medication 
management discussed at staff 
meetings, including review of all 
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Both placed medication into 
containers at the medication 
trolley and then walked to the 
resident in another section of 
the building to administer the 
medication (one medication 
trolley was left in the dining 
room under another staff 
members supervision and the 
other in the medication room). 

 
4. Medication packs in the DDA 

safe are not consistently 
opened to be counted. Staff 
said the unopened medication 
packs had just been delivered 
and that it was normal practice 
to open them for the count 
when delivered. 

 
 
 
 
 
 
 
 
 
 
 

4. Ensure all DDA medication packs are 
opened to be counted at all times. 

 
 
 
 
 
 
 
 
 
 
 
ANUM 

 
 
 
 
 
 
 
 
 
 
 
31/5/19 

medication incidents  
 
 
 
 
 
 
 
 
 
 
4. Continue to follow best practice 
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2.8 Pain 
management 
Results 
• Management demonstrates its 

pain management approach 
ensures all care recipients are as 
free as possible from pain. 

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

 
1. Not all progress note entries 

consistently demonstrate 
‘issues, action, outcome’ in 
relation to pain 
management. 

 
1. Implement the ‘issue, action, 

outcome’ process for documenting 
in progress notes to ensure the 
whole story is told including the 
outcome of each episode of pain. 

  See 1.8 Training provided July 2019 

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. 

 
1. No recommendations. 

   

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’ 

 
1. Refer Expected outcome 2.4 

Clinical care in relation to 
nutrition and hydration 
information inconsistencies in 
care plans and related 
documents. 

 
2. Refer Expected outcome 2.13 

Behaviour management point 
two in relation to weight loss. 

 
1. Refer Expected outcome 2.4 Clinical 

care in relation to nutrition and 
hydration information inconsistencies 
in care plans. 

 

 
2. Refer Expected outcome 2.13 

Behaviour management point two in 
relation to weight loss. 

 
NUM 
 
 
 
 
 
NUM 

 
30/6/19 
and 
ongoing 
 
 
 
31/7/19 
 

 
1. Nutritional Risk Screening tool to 
be completed monthly to identify 
consumers at risk of malnutrition. 
Commenced June 2019  
 
2. National quality aged care 
indicators collected including weight 
loss for consumers in facility. 
Commenced July 2019  
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nutrition, hydration and associated 
support needs. 

     

2.11Skin 
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 

   

 
1. Feedback from representatives 

is complementary in relation to 
skin care and care plans include 
comprehensive strategies for 
skin care and wound care. 

 
1. Feedback from representatives is 

complementary in relation to skin 
care and care plans include 
comprehensive strategies for skin 
care and wound care. 

   

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 

   

 
1. No improvements identified 

 
1. No recommendations. 

   

2.13 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. Care plans consistently have 

restraint authorities in place in 
relation to the front door 
being locked for security 
purposes. They include generic 
strategies that are not 
specifically related to each 
individual resident. 
 
 
 

2. Resident  
 

They have been 
reviewed by a dietitian and 

 
.  

 

 
1. Review the CHSA LHN policy in relation 

to risk assessments and authorisations 
for all residents for locked front doors. 
For those resident that are at risk of 
injury or of getting lost if they leave the 
home unaccompanied, ensure 
strategies for care are specific to them 
and have been developed in 
partnership with the resident and/or 
representative. 

 
2. Management said they would review 

this resident’s behaviour in relation to 
their weight loss and trial various 
strategies that were discussed during 
the visit. Ensure all complaints are 
logged. 

 

 
NUM 
DON 
 
 
 
 
 
 
 
 
 
 
NUM 
 
 
 
 
 

 
 
31/10/19 
 
 
 
 
 
 
 
 
 
 
 
31/5/19 
 
 
 
 
 
 

1. As per actions for 2.7. Also 
investigating bracelet alarm options 
for use with consumers at risk of 
absconding  
 
 
 
 
 
 
 
 
2. High energy snacks provided to 
consumer, with option to have as 
meal replacement or as an 
additional snack in consumer’s 
room following consultation with 
consumer and family. 
MO reviews regarding medication 
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considerably contribute to this 
resident’s weight loss and 
strategies other than the 

 have not been 
clearly identified in the care 
plan. This resident has 
verbalised complaints in 
relation to food  

 
however these have not 

been recorded in the SLS 
register. 

 
3. Resident  has been 

labelled as having behaviours 
 

 
. 

Progress notes show that  
gets angry being disturbed at 
night by staff responding to 
the call bell and them 
entering  room to cancel 
the call. 

4. This resident has dementia 
noted in her care plan, however 
it was difficult on the day to 
determine exactly how this has 
been diagnosed. 

Refer Expected outcome 1.4 Comments 
and complaints in relation to weight loss 
and complaints about food. 

 
 
 
 
 
 
 
 
 
 

3. Review this resident’s numerous 
requests for privacy and wish to be as 
independent as possible for as long as 
possible and update the care plan in 
partnership with the resident. 

 
 
 
 
 
 

4. Provide training to staff in relation to 
reporting complaints when they occur 
and the difference between a 
complaint being made and a resident 
exhibiting ‘behaviours’. 

 
 
 
 
 
 
 
 
 
 
 
 
 
ANUM 
 
 
 
 
 
 
 
 
 
 
DON 
ANUM 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
30/6/19 
 
 
 
 
 
 
 
 
 
 
 
30/6/19 

management of agitation and 
anxiety related to food. Outcome - 
resident has experienced significant 
weight gain over following weeks 
after implementation  
Commenced regular sessions for 
cooks to visit facility and discuss 
meals and food with consumers  
 
 
 
 
 
3. Case meeting with GP and 
consumer  

  
 
 
 
 
 
 
 
 
In-service education provided to all 
staff regarding new aged care 
standards with focus on Standard1-
consumer dignity and choice.  
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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. No improvements identified. 

 
1. No recommendations. 

   

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. No improvements identified 

 
1. No issues identified 

   

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. While sensory loss is assessed 

the information is not broadly 
evidenced in relation to how 
sensory deficits or hyper 
sensitivity may impact other 
care domains in care plans. 

 
1. While sensory loss is assessed the 

information is not broadly evidenced 
in relation to how sensory deficits or 
hyper sensitivity may impact other 
care domains in care plans. 

 
ANUM 

 
30/6/19  
And 
ongoing 

 
1. care plan reviews, sensory 

deficits to be considered 
within all domains of care 
plan - Sensory assessment 
to be updated annually  
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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 

     
   

 
 

1. Refer Expected outcome 2.4 
Clinical care in relation to sleep 
strategies. 

 
 

1. Refer Expected outcome 2.4 Clinical 
care in relation to sleep strategies. 

   

 

See 2.4 
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3.5 Independence 
Results 

• Management demonstrates care 
recipients’ achievement of 
maximum independence, 
maintenance of friendships and 
participation in the life of the 
community are appropriate to their 
needs and preferences. 

• Care recipients/representatives 
confirm they are satisfied with the 

assistance provided by the home in 
relation to care recipients’ 
independence, maintenance of 
friendships and participation in the 
life of the community within and 
outside the home, according to their 
individual needs and preferences. 

 
1. Social histories are generally 

completed however the 
information identified is not 
readily evidenced in relation to 
the impact it may have on 
various care domains in 
particular independence. 

 
1. Ensure Standard three care domains 

are considered during the care plan 
development and review process to 
ensure the important information 
identified in social history 
assessments is considered when 
developing strategies across all care 
domains. 

  As per 3.4 



 

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. Social histories are generally 

completed however the 
information identified is not 
readily evidenced in relation to 
the impact it may have on 
various care domains in 
particular privacy and dignity. 

 
 

2. A pest contractor was on site 
during the visit and while the 
assessor was in a resident’s 
room interviewing the resident 
the door opened and the 
contractor popped his head 
around the door. When he 
realised the room was occupied 
he then knocked on the door 
and asked if he could come in. 

 
1. Ensure Standard three care domains 

are considered during the care plan 
development and review process to 
ensure the important information 
identified in social history 
assessments is considered when 
developing strategies across all care 
domains. 

 
2. Ensure all visiting contractors are 

supervised while on site and/or have 
appropriate orientation in relation to 
the homes privacy and dignity 
policies. 

 
 
ANUM 
 
 
 
 
 
 
 
 
DON 

 
 
31/8/19 
and 
ongoing 
 
 
 
 
 
 
31/5/19 

1. To be considered as identified in 
3.4.  
 
 
 
 
 
 
 
 
2. CHSALHN induction checklist to 
be completed for all visiting 
contractors  



 

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. Social histories are generally 

completed however the 
information identified is not 
readily evidenced in relation to 
the impact it may have on 
various care domains in 
particular leisure interests and 
activities. 

 
1. Ensure Standard three care domains 

are considered during the care plan 
development and review process to 
ensure the important information 
identified in social history 
assessments is considered when 
developing strategies access all care 
domains. 

  1. As per 3.4 



 

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. Social histories are generally 

completed however the 
information identified is not 
readily evidenced in relation to 
the impact it may have on 
various care domains in 
particular cultural and spiritual 
life. 

 
1. Ensure Standard three care domains 

are considered during the care plan 
development and review process to 
ensure the important information 
identified in social history 
assessments is considered when 
developing strategies across all care 
domains. 

  1. As per 3.4 



 

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 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. 

 
1. Social histories are generally 

completed however the 
information identified is not 
readily evidenced in relation to 
the impact it may have on 
various care domains in 
particular choice and decision 
making. 

 
1. Ensure Standard three care domains 

are considered during the care plan 
development and review process to 
ensure the important information 
identified in social history 
assessments is considered when 
developing strategies across all care 
domains. 

  1. As per 3.4 



 

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. 

 
 

 
1. No recommendations. 

   





 

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. No improvements identified. 

 
1. No recommendations. 

   

 
 
 

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 

 
 

1. No improvements identified. 

 
 

1. No recommendations. 

   



 

know and understand 
these procedures. This 
includes: 

o location of care 

recipient lists 

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

o understandi
ng of 
security 
processes 

o ability to safely 
and effectively 
use the fire, 
security and 
emergency 
equipment for its 
intended 
purpose 

o staff training. 
• 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. 



 

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 food in the Nayla 
Lodge kitchen were labelled 
and dated or have opened 
dates. 

 
 

1. Implement the sites food safety plan 
across the organisation and ensure all 
checks carried out in the hospital 
kitchen are also regularly completed 
across the site. 

 
 
NUM 
DON 

 
 
31/10/19 

 
1. Discussions between NUM and 
Services Manager to action - 
compliance monitored with ACQA 
Audit 



 

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. 

 
2. Refer Expected outcome 1.4 

Comments and complaints 
point two and three in 
relation to complaints about 
the food. 

 
1. Refer Expected outcome 4.7 

Infection control in relation to the 
food safety plan. 

 
2. Refer Expected outcome 1.4 

Comments and complaints point two 
and three in relation to complaints 
about the food. 

   
See 4.7 
 
 
 
See 1.4 

 




