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Undertaken 18 June 2009

File Ref: WKA18
Provider: Kaylex Care Limited — Eastcare Residential
| Home

Contact Person: XXX XXX (Manager)

Premise: . 194 Nixon Street 25@ @ :
Hamilton East & @

Executive summary @; @

The Ministry of Health received a complai rs XX@ the Victoria Central
Accident and Medical Centre as a follow- est by th ndant doctor, Dr XXX XXX,
The complaint was about the care pfow to Mr % a resident of Easfcare
Residential Home. If substantiated, D voncerns breach of Kaylex Care Ltd’s
obligations as a certified providepunder Healttra bility Services (Safety) Act 2001
("the Act”).

d left neck of femur.

The complai but is not to the following Health and Disabifity Services (Core)
Standar% (H :

er Rights

Z

-]
arfisational Management

° 2
[) 3 tinuum of Service Delivery
HBSS .4@ afe and Appropriate Environment

@n d inspection was undertaken by HealthCERT on 18 June 2009. The

— =

An un
ins

There was concern that there were residents who required further assessment to determine
whether they are appropriately placed in the facility. Residents in the rest home were
identified as requiring demential level care. HealthCERT has consulted with the DHB/ NASC
about these residents.

entified Eastcare Residential Home is a facility that has a newly refurbished 19
mentia unit. There is one double room shared by a husband and wife and the
ineter are single rooms, 49 in total. The resthome includes the original buildings and is

fo an extension, which comprises the dementia wing.

Matters of contractual compliance have been referred directly to Waikato District Health
Board.
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Further information was also requested from the manager in order to complete the
inspection. This was subsequently received on the 7 July 2009.

Corrective actions

The following cotrective actions are required:

1. To be compliant with Health and Disability Services Standard 1.1.3 undertake actions to
ensure privacy, within the shared double room.

2. To be compliant with Health and Disability Services Standard nt p
and procedures are based on evidence-based ratlonales monltor
evaluated. This should inciude but is not limited to:

e ensuring that clinical staff are given appropriate trainifg have aggess toscurrent

clinical expertise, eg Wound Care, Continence M ent, Medjei nagement.

3. To be compliant with Health and Disability Serv ard 1 . N} notation in
residents records identifies family involvem iﬁstra’u ent of family or

the resident’s representative (as approprié alt’ stag %lce provision. This

should include but is not I:mlted to:

o ensuring that communication @ Whanaugc nd is clearly documented

e ensuring family/whanau invo

documented
s notification of inc;dz%> dents

ondijtt ssdent (e.g. unexplained weight loss).

o notification of a
4. To be complgint_ w ealth ability Services Standard 1.2.1 a review of the

existing quality\plarr identjfi ity Improvement. This should include but is not
limited t

nsuri at th Quallty and Risk Plan involves closure of the quality loop,

e acti p d evaluation of processes.
g@ompl ifhivHealth and Disability Services Standards 1.2.2:

t with nning occurs and is clearly

anagement and assessment is reviewed in line with best practice
ViSIOI‘I of adequate continence products.

tlon procedures and management are reviewed to ensure compliance with
licy and legislative requirements.

Q Staffing levels and skill mix are reviewed especially in the dementia unit and for
@ activities and cleaning.

A maintenance plan is formutated, monitored and evaluated at least yearly.
o Equipment and chattels are evaluated and replaced or repaired routinely.
6. To be complaint with Heaith and Disability Services Standard 1.2.3. document in
sufficient detail assessment, planning, service delivery, evaluation and review for each

resident that clearly shows that residents needs have been identified and services
appropriately provided. This should include but is not limited to:
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* ensuring a process is implemented to monitor the effectiveness of delivery of care in
accordance with reqguired standards

+ collecting, analysing and identifying trends and variances associated with service
delivery as part of the quality improvement process

e developing corrective action plans where a deficit has been identified and requires
action to prevent or limit the risk of recurrence

» documenting and undertaking corrective action planning and evaluation as part g
the quality improvement process.

7. To be complaint with Health and Disability Services Stan apprapri

assessment and treatment recordings are documented for r the even
untoward event (e.g. resident fall) and for regular monitorin thewelibeing ofyssidents
(e.g. monthly weights). This should include but is not limited't

s ensuring that incidents, accidents and other d events lysed in a

o

associated with the facility as a whole

timely manner
¢ indertaking trend analysis associated withN\p@ividual red trend analysis

e linking the analysis back to a quality en

t
e ensuring each resident's file at all.re assessments have been
completed and where appropgia her ags ts are scheduled to occur as
part of monitoring the progres resid
()

documenting advers lanned o rd events in order to identify
opportunities to im ce deliv

® Ensure worki
stangdard. xj
+« En i education n

e

dementia unit have been trained in this unit

s are identified for all staff (this to include RN staff) and
ssoclated timéframes to include best current practice presented by qualified

%nel, e my training by fire service personnel.
g com I%E; Health and Disability Services Standard 1.2.8
@ Revise a tion of hours for diversional therapy, and training/expertise of
i therapy staff.

° ise’ the allocation of staff to ensure suitably qualified staff are rostered to the
entia unit and sufficient staff are on duty to provide competent and safe care in
order to meet the needs of residents.

s

To be compliant with Health and Disability Services Standards 1.3.3: 1.3.6:

*  Provide documented evidence of the involvement of the resident and their family in
the development of care planning and ongoing progress.

e  Ensure recordings are documented for residents accounting for:

- appropriate assessment and treatment in the event of an untoward event
(e.g. resident fall)

- regular monitoring of the wellbeing of residents
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e Ensure care and care requirements are sufficiently documented to demonstrate
that needs of resident’s are met.

»  Ensure the frequency and nature of reporting is appropriate to the degree of risk
associated with the care and services required by each resident.

¢ Ensure coordination of services for residents includes a muiti-disciplinary
approach where appropriate. This should include but is not limited to:

- Involving a range of health professionals to support decision making where&

resident is not progressing as expected or woul enefit from
multidisciplinary approach to plan services
iderit

- Involving family in planning and regular reviews with the @
e  Ensure each resident care plan is current and approp& %

11. To be compliant with Health and Disability Services

e Ensure each resident file will verify that
completed and where appropriate further
part of monitoring the progress of the ¢

12.  To be compliant with Health and Disabili

e Ensure care plans adequat ect’ the i
assessed needs of resident$an ir assQq
« Ensure each resident care pla current; ects the needs of residents.

'@r residents iitegrated. This should include but is not

limited to havin re pl ss notes, assessments and incident or
accident form ne fE];\Zg

llity Services Standard 1.3.8:

13.  To be compliant ealth an
° Ensure &, ment tion of care indicating achievements towards
idepfified\gdals occ% cheduled intervals or in response to a change in need
0€:‘: ident
° nsuire’that wher progress is less than expected for a resident that this results in
ormulation 0k @’short term care plan or revision of the life style plan where
dals apd i tions are developed against the assessed need. This includes
but i i dto:

ds
: ifections
challenging behaviour

= change in mobility

@ = change in continence

= change in hydration status.

14.  To be compliant with Health and Disability Services Standard 1.3.9:

e  Ensure appropriate facilitation of referral to other services where this is indicated
including referral to the Needs Assessment Coordination Service.

15.  To be compliant with Health and Disability Services Standard 1.3.12. This should
include but is not limited to:
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e ensuring safe medication management practices are implemented within the
service.

» returning relabelled/ unlabelled stock and medications for PRN non specific
labelled for resident to the pharmacy

T e énsuring eye drops to be dated for discard upon opening.

o establishing a system which promptly provides each person with appropriate
treatment for adverse effects or side effects of medication
¢ ensure service providers responsible for medicine nagement &

competent to perform the function for each stage they ,
e Documentation of all current medicines prescribed %
16.  To be compliant with Health and Disability Services é%d 1.3.13.

include but is not limited to:
¢  Ensure adequate cleaning of all kitchen a @

re
e Ensure all dry foods are correctly Iabel[ed@
17.  To be compliant with Health and Disabili es Sta@.&

e Ensure (particularly in a d it) t atntrol of temperature via
heating/cooling systems is@b maintai staff, and is monitored.
18. To be compliant with Hea d Disability Servi tandard 1.4.6:
o Ensure cleaninm@ n ac@ standard.

19. To be complia alth ty Services Standard 1.4.7 the registered
nurse on cal] fo acility ins documentation of evaluation and follow up of
after hours he advi .

af polic& procedure is reviewed and followed, and that
nd evaluation is carried out.

Ensure that the main rest home area is not fully locked with residents/visitors
requiring assistance or a key pad number to exit.

©- Residents requiring PRN medication for challenging behaviour are monitored for
adverse reactions.

¢  Ensure in assessing whether restraint will be used, appropriate factors are taken
into consideration.

e Ensure appropriate facilitation of referral to other services where this is indicated
including referral to the Needs Assessment Coordination Service.
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e Ensure the consumer's physical and psychological health, including any adverse
health effects i.e. medication adverse effects or side effects are assessed,
monitored and appropriately provides each person with treaiment.

Additional Conditions :
Additional conditions to be placed on the Certification Schedule
Pursuant to section 28 of the Health and Disability Services (Safety) Act, the Directo

General of Health may attach any condition the Director-General i necessar
desirable to help achieve the purpose of this Act.

The following conditions are to be included on the certificationf’schadufe of K e
Limited- Eastcare Residential Home

1. A written progress report that outlines all actions u : avider in relation
) %.94.3.13 ;1.4.2.3;

1.4.6; 1.4.7; 1.4.8; 2.2.1) as identified in th be submitted to

the Director-General by 27 August 20009. Q
2. A written progress report that outlines_a Qn
to Corrective Actions 2, 3, 4, 5, 6,

1.2.1; 1.22; 1.23; 124 1
identified in the Inspection Rep

October 2009.
3.  HealthCERT may ele to@ out
actions
4, The Director—Ge@;@ay im %y further condition, or vary any condition, where
it i

the Director. er: inks it sary or desirable to do so in order to help achieve
the purposes Act. %

Limi %care Residential Home is certified under the Act to provide rest
@ period of 3 years, expiring on 26 April 2010.

vider applied for ceriification in April 2004 and was certified for three

Before this;
years. %004 certification audit, two corrective actions were required. In the 2007
recgfii ft audit, one corrective action was identified.

dke the Provider in relation
HDSS 1.1.8; 1.1.9; 1.1.10;
4; 1.3.5; 1.3.6;, 1.3.8; ) as

Qtion audit in relation to these corrective

o~

e surveillance audit was carried out on 24 September 2008. A provisional audit
red on the same day following alterations and modifications to the premises. No

Complaints

December 2005 - complaint from XXX XXXabout various aspects of care provided.
Waikato DHB followed up with provider. The DHB was satisfied with policies and procedures
in place.
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15 August 2008 — complaint from XXX XXXregarding management of scabies, and care
provided to parents XXX and XXX XXX. The DHB took lead to resolve issues. The DHB
followed up with public health and GP liaison services because there appeared to be failures
of some GPs around diagnosis of scabies.

27 March 2009 - anonymous complaint about management of scabies outbreak.
HealthCERT investigated and was satisfied with evidence provided. No further action

required.
Nature of current complaint &
18 May 2009 — Complaint from XXX XXX about care provide to Mt . @

On 16 May 2009 XXX XXX, a resident of Eastcare Residential& was allegedly tdken in
a car by three caregivers to an after-hours medical b after she ound in an

unresponsive state. The caregivers said they found XAX unrespo out 7am.
They arrived at the medical centre about 8.30am. @ lainant e manager at
the medical centre, stated that Mrs XXX was unresparsive had ertia, had a GCS of
7, and had a temperature of 31.3 degrees. Ainatio rs was transferred to

Waikato Hospital about Sam.

The doctor at the medical centre suspect Mrs X a‘ii fracture in a bone on her left
side and that she had possibly fallen d stroke:

Further information fro = /\/ ; >

On 21 May 2009 XXX oM " aikato DHB, advised that Kaylex Care Ltd
was last audited agai contr% 2006/07 and is next due for its contractual audit

in 2010/11.

XXX XXX advised e DH received the complaint about the care provided to
XXX XXX, var; she beli »this latest incident warranted further investigation by
HealthCERT.

The f Wnditio Mcation are required for all services certified under the Act:
‘ vider iEEed to advise the Director-General of Health, by written notification,
ofne proyider's,tention to increase the number of beds provided in the organisation,
prior tg $ being used to accommodate consumers.

e T %’tor—@eneml of Health may impose any further condition, or vary any condition,
Director-General of Health thinks it is necessary or desirable to do so in order

@ Ip achieve the purpose of the Act.
requested in writing by the Director-General of Health, the provider must provide any
information about the provision of the health or disability services specified in the request.

¢ The provider is required to advise the Direcior-General immediately, by written
notification, of any change to the manager (as defined in Health and Disability Sector
Standard 2.1.3) of the organisation.
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e The provider is required to advise the Director-General of Health, by written notification,
of the provider's intention to reconfigure the kinds of services being provided in any
premises listed on its certificate. This includes:

¢ the addition of any kind of service that was not being provided at the premises at the
time of the issue of the certificate; '

e changes in bed capacity for the kinds of services being provided at the premises at
the time of the issue of the certificate:

» the addition of any dedicated unit to meet the special needs o %er group, :
changes to the bed capacity of the unit.
» The provider must inform the Director-General of Health &chang of ted

auditing agency, within one week of such a change oc@
! e

Service Description

Kaylex Care Limited — Eastcare Reside prov@d Residential Care
0

Resthome services (including dementia ¢ milton. upancy and capacity is
outlined below:

Q\% AN

Area Occupied X Capacity
NNERDZN

Dementia j/} \\W NV 19

Rest Home @\V 27 &\\y 30

Total <$\C// ® 49

Reas fobthe inspection

was to determine whether health care services being provided

The f the in
are '%— astcare Residential Home, are being provided in compliance with
9, of t ealtvand Disability Services (Safety) Act that is a person providing health
care’se

rvi ind must do so whilst meeting all relevant standards.
Healt Disability service providers are required under section 9 of the Health and
Disalyi vices (Safety) Act 2001 (the Act) to provide services:

‘while certified by the Director-General to provide health care services of that kind; and
(b} while meeting all refevant service standards;

{c) in compliance with any conditions subject to which the person was certified by the
Director-General to provide health care services of that kind: and

(d) in compliance with this Act.’

10
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The inspection team

The inspection was undertaken by Marion McLauchlan, Team Leader HealthCERT, and XXX
XXX, Senior Advisor HealthCERT, under the delegaied authority of the Director-General of
Health.

Wiethodology

The inspection was conducted to investigate the complaint made fo t istry of Health
that may have resulted in systems failures and non-compliance a Health™a
Disability Sector Standards. The scope of the inspection was wi resujt~of

noted on the tour of the facility.

g

Findings are according to the Health and Disability Sector |:?dards NZS 01.
Methods for obtaining evidence included inspecti decume d port review,

@

observation, inquiry, confirmation and verification,
Risk in relation to non-compliance has be @ utilisi Zealand Standards

en r\g/\%
risk classification system. Attainment | evassign her fully attained (FA),
partially attained (PA) or unattained (UA

The inspection was conducted ufilising the-follow] s
e Individual staff intervie idual st ws — 6 (manager, clinical manager -
activities coordinator@ ers) sta ally interviewed.
S

» Relative/ Reside -2 [ ere formally interviewed.
«  Residents- sident informally greeted and general conversations
undertaken { xtent p dementia setting.

ing facili’% and casual observation of the facility

s  Obse r [y
s« D iew %\th;appendix for a list of documents that were requested as part

men :
% process
° ical Not sample of 10 subsidised residents’ notes from the facility was
*@i ed.
3 insp c%@ not constitute a full audit against the Health and Disability Services

&tians '
ealth and Disability Services (Safety) Act, requires that A person providing health

care services of any kind must do so while meeting all relevant service standards.

Section 40 delegations enable HealthCERT to:
 enter and inspect

o t{ake possession of any equipment / device
* inspect any document

» take or make copies.

11
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Section 43 Authorised person may require any person appearing to be in charge of,

employed in or undertaking or recently having undertaken any work to answer any questions

about:

« Health and safety of consumers

» Persons are not required to answer questions if the answer may tend to incriminate him
or her.

However it is an offence under section 54(2) to
+ intentionally obstruct, hinder or resist and authorised person exercising or attempting
exercise powers under the act; or &
 intentionally fails to answer a question (other than a question w
incriminate the person); or
« when asked a question by an authorised person, gives a th pers
be false or misleading

Opening meeting

On arrival the manager was present aﬂd /. ed unced inspection
letter that outlined the nature of the co he m requested that the
manager read this carefully and then as thl‘]S commencement of the
audit.

The manager was unable to accomp e tour [Elty due to a doctors visit, but
arranged for the Registered Nu opening meeting was attended by
XXX XXX (Manager), arlon McLauchlan. The meeting
commenced at 10am an d at 1 m The introduction meeting covered the

following points:

Explanation of p VISlt 0 (1) (b) To determine whether health care
services bei d by are Limited — Eastcare Residential Home are
being provi pllanc section 9 Health and Disability Services (Safety)
Act, thaj is A ovrdmg ealth care services of any kind must do so while
meeti vant rv' ndards.
sectl
rand

of any equipment / device
any document

e or make copies

ction 43 Authorised person may require any person appearing to be in charge of,
ployed in or undertaking or recently having undertaken any work to answer any
guestions about:

¢ Health and safety of consumers

¢ Persons are not required to answer questions if the answer may tend to incriminate him
or her.

= However it is an offence under section 54 (2) to

12
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o intentionally obstruct, hinder or resist and authorised person exercising or attempting
to exercise powers under the act; or

o intentionally fails to answer a question (other than a question whose answer may tend
to incriminate the person); or

o when asked a question by an authorised person, gives an answer the person knows
{0 be false or misleading

A proposed agenda for the day was discussed including a request to interview any relative
or health professionals visiting the facility during the course of the d The :nspec&

commenced with a tour of the facility.
Complaint Specific Investigation Report Q% >
Complaint

On 18 May 2009 the Ministry received a complaint fro er, Victoria
Central Accident & Medical, Hamilton about care@ by Easicare

Residential Home (Kaylex Care Limited).

The complaint related to but was not limite %@Howr and Disability Services

(Core) Standards (HDSS):

HDSS 1.1 Consumer ng
HDSS 1.2 Organlsatlonal

HDSS 1.3 Continu ervice De
HDSS 1.4 Safe riate t
Relevant lnformatl

On 16 May 2009 a re astcare Residential Home, was allegedly taken in
ivers to toria Central Accident & Medical (A&M) after-hours

she was foun an unresponsive state. The caregivers said they found
nsive a m They arrived at the medical centre about 8.30am. XXX
t Mr s unresponsive, had hypothermia with a temperature of 31.3

gow Coma Score (GCS) of 7. After examination, Mrs XXX was

Fospital about 9am.

that the story did not match the caregivers account, for example why did
ypothermla and why was there a need to take clothes off and dress her
ins aliing an ambulance. It required 3 caregivers from the rest home and one

. are assistant from the Medical Centre to assist in getting Mrs XXX inside the medical

e A&M doctor also thought there was some evidence of a neck of femur fracture on XXX
XXX’s left side - which was not mentioned by the caregiver, as XXX XXX groaned when her
left side was moved.

The doctor felt that it was possible the Mrs XXX had fallen due to a stroke - and that given
her temperature she had been in her state for some time.

13
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Inspection in relation fo specific complaint

A HealthCERT Advisor and Team leader carried out an inspection of services provided at
Eastcare Residential Home under sections 40, 42 and 43 of the Act to determine whether the
services were being provided in compliance with section 9 of the Act.

Eastcare Residential Home is a Rest home and dementia unit. At the time of inspection the
resthome had 14 residents and the dementia annex had 27 residents.

Mrs XXX XXX, aged 96, was transferred on 28 January 2009 from Tr%est Hom&

entia a

Hamilton with advanced dementia. Mrs XXX became a resident in
Easicare Resthome and was assigned room 48.

Assessment by mental Health services for older people

Prier to her transfer to Eastcare Residential Home a W B Heal
mental health assessment of Mrs XXX was undertz\ Mrs
{

Henry Rongomau Bennett Centre from 19 Januz Janu he assessment
identified Mrs XXX’s wandering was managecd/\ wars atlon to room; she
was cooperative with personal hygiene and G ;r drinking I ¢alm and not requiring
medication on a regular basis. She was nd at hig of falling.

Mrs XXX was noted to have a sleepin ettlmg gt altered between being up for
the toilet a number of times th ugh oversight and assistance and
direction back to bed, and s!e -« eli gettln ; once for the toilet. It was also noted
that “due to her cognitive
observation and monitori

en lncluded that Mrs. XXX was generally disorientated to time

ribed as euthymic (in the "normal” range, which implies the
depr sd%%%ievated mood); Mrs. XXX was noted to be independent with
i ith %'% nd in need of ass:stance regarding weather appropriate clothing. A
ptéted @ assessment of patient handling noted that Mrs XXX “sometimes
reqlired with transfers on and off the toilet, in and out of bed, chairs and with
standir@ nally Mrs XXX required assistance with showering and it was noted in the

assess of risk form that staff should ensure adequate lighting and no obstructions were
ay when up.

X was reviewed by Dr XXX the GP (29 January 2009) and Clonazapam 0.5mg (1/2 to
1 tablet PRN) was charted as PRN medication.

Ongoing assessment and care

Risk was reassessed 3 months after admission and reported as “risk remains the same”. A
care plan titled Poor Mobility/Prone to Falls had one up date on 13 April 2009 - “No falls
reported. But a few bruises on her hands and currently on her chin due to her bending
forward and bumping chin”. A care plan titled At Risk Behaviors/Prone to Wander had an

14
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entry on 30 April 2009 documenting that Mrs XXX had been seen by the GP and
“‘commenced on Resperidone (0.5mgs daily) for restlessness” 1. On 6 May 2009 an entry on
Mrs XXX's behavior chart stated “XXX confused Hallucinating picking at unseen things”. The
intervention was to administer clonazapam (? dose) and put to bed. The communication
book entry for Mrs XXX on 14 May 2009 is as follows: "XXX XXX What is happening to her
meds. Is she getting them?? Big gaps in signing for it! Unacceptablell! «.

On 14 May 2009 the progress report entry records Mrs XXX was seen by the GP and

commenced on antibiotics for “bronchitis”. Mrs XXX was also commen on Pholcodi%

forte 5mis (PRN QQH) “for cough”. That evening (14 May 2009) Mr& ticed e
tle

hallucinating and confused and was given Clonazapam 0.5mgs to s as also\give
Pholcodine 7.5mls at 17.30hrs. On 16 May 2009 the progres erfiry for
records that she was given Pholcodine 7.5mls at 12.00 and Clo m{1/2) at 12. ).

On 17 May 2009 Mrs XXX was found on her bedroom ﬂo@t .50am 0am was
found “sitting on the edge of her bed attemptm mse u. was given
Clonazapam (1 tablet) “to settle”. The next entry in t ess r that Mrs. XXX
was “sent to hospital at 8am”. She “was unabl g for cares. Was
very floppy and pale”. The carers noted th tered s aware and blood
pressure and pulse recordings made B/ ulse mperature 31.3. The
progress notes state thatXXX(reglster “aware’ d arnily “aware”.

Accident/incident Forms

rsvXXX was found to have a bruise of
was found on the floor with no physical
ound on the floor with possible bruising o

Accident forms were compEe May
unknown origin on her butt
injuries and on 17 May

the left shoulder. %
i i and one caregiver had a certificate or unit standard in
stated that they understood the concept of clinical restraint.

n fro % iew
aregive % d reported that she knew XXX XXX who was “abusive, loud and

aggres i vely underneath.” The caregiver who worked in the mornings said that Mrs
garly and was usually up and dressed with others. Further because of her
beh ibtralNssues she may sometimes have gone fo bed in her clothes. The caregiver said
was coniinent and when she went to bed she slept so may not have been checked
ing the night.

' A documented precaution with the use of Resperidone is postural hypotension or sudden fall in bloed
pressure when a person stands up. Symptoms include dizziness, lightheadedness or temporary loss
of consciousness.

15

Finat Inspection Report — Kaylex Care Limited — Eastcare Residential Home



The caregiver said that the facility used washable incontinence pants; there are no
incontinence products and no pull ups. At night only kylies are used — residents lie on the
kylie with a nightgown only. There are 2hourly toileting rounds so residents are changed
2hourly if toileting unsuccessful. The caregiver also noted that “night staff have a high
workload, every one is up and dressed by 8.30am so must being doing the rounds early”.
The night policy identifies that residents who are up and wandering early may be washed
and dressed to keep warm and that residents generally start rising at approximately 6am.

The Manager, XXX XXX said that residents are checked hourly at night & ensure they
comfortable and if they require attention”. However Eastcare Residenij nigh@
di

clearly states that “care assistants perform toileting rounds once or.t ght dep

on individual need”.
The registered nurse stated that she called between 7 and 8am (1 >%ay 2009 regarding Mrs
XXX, that she advised the family that Mrs XXX was no @b ding as ug m& could talk.

The registered nurse asked the family to take Mrs &M but ily asked if the
staff could take her. The night staff advised they take Mrs XX5 e A&M on their
a

way home. The registered nurse did not advi Q;S ff ent with her. The

registered nurse said that an example of mbula ould’be called instead of
family or staff transporting residents was iz tance g a/fracture was suspected.
The registered nurse said she was al ilable ravide telephone assistance, that
she did not go on site as that considere i (advised of this at time of

employment) regardiess of severi

Physical environment :g :
At the time of inspecti $ a si @! scope heater only in each bedroom room
and in each corridor, {(oh ater pe
turned off and roo. n rridors_cefd, aters in the bedrooms room in the dementia unit

rs XXX) were partially obscured by large wardrobe

The mapager said that the residents have freedom of choice in managing heaters in

their G{or%afi comun s. Further that independence is encouraged and residents

car< hat they\wigh to wear which may be light clothing. However, this statement
" écogni % ogressive nature of dementia.

urfains in @\drooms were in very poor condition with thermal liners ripped leaving a

nﬁ@ C

Ximately 7 to 11 metres of corridor). Heaters were
(and in the rog p%hly oceupi
units. The er \gaid that & entia unit has a heat pump that is controlled by staff.
very thi overing.

he was non responsive (GCS 7) when found at 7am but fully clothed at 8am, that
givers had transported her in this condition The doctor felt that given her temperature
Mrs XXX may have been in her state for some time.

Co@?
plaint relating to Mrs XXX’s state on arrival at the A&M concerned her hypothermia,
care

The progress report entry for 17 May 2009 records that Mrs XXX was sent to hospital at
08.00 hrs having been unable to stand up in the morning and was very floppy and paie.
There is documented evidence that Mrs XXX was seen at 12.50am and again at 2.20am.
There are no further written reports about her until 08.00. The recorded period of time that
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Mrs XXX was unattended was 4hours 40 minutes. There is no report of foileting or
incontinence at either time. There is no report that Mrs XXX was found out of bed or on the
floor after 2.20am. The caregiver interviewed said Mrs XXX may have gone to bed in her
clothes because of "behavioral issues”. Mrs XXX may have been inadequately clothed or
covered during the length of time she was unaitended. At the time of the inspection the
corridors and rooms were cold. The curtains on the windows were thin and in poor condition.
The progress note entry for 17 May 2009 states that Mrs XXX was unable to stand up in the
morning and was very floppy and pale. Her temperature was recorded as 31.3. Mrs XXX w.
hypothermic prior to leaving Eastcare Residential Home. &

Information obtained during the inspection identifies that Mrs XXX on the

12.50 am and out of bed again at 2.20am on 17 May 2009. Mrs s given opdzapam
0.5mg at 2.20am. There is no documentaiion in careplans that'i
in health status. There is no documented evidence that receive

PRN medication prior to 14 May 2009 but there is ' ation book
u[arty r. There was
s daily from 29

identifying that Mrs XXX's PRN medications wer

documented evidence that Mrs XXX was recei erld

January 2009 and Pholcodine 7.5mis PRN fro{ﬂl@ ay 20 vers stated that they
understood the concept of chemical restrai progn entry (for 17-5-09, 7-3)
Mrs XXX was reportedly unable to sta d\a e mo '?%Nas very floppy and pale.
Her level of consciousness was cEear@ ing Eastcare Residential Home

Resthome and her inability to stand w

was conversant and able pebilty<whien she left the home, however she
deteriorated during transp is,report i is ent with the progress report contained in
: o the inspection. The staff report received

Mrs XXX’s records a
following the draft ins ion repo states that only one caregiver accompanied Mrs

it is unclear mbulance ot called. Given Mrs XXX's state, an assessment by a

reglster nurse _was req However, the registered nurse did not attend to assess Mrs
glver er unresponsive and floppy. The registered nurse said that
atte erso art of her job description and her job description states that she
avail after hours for telephone advice and support, relating to residents
d nee@?u s inappropriate for Mrs XXX to be fransported in a caregivers care

n her ate as reported to the Registered Nurse prior to transport.

is-been identified specific to the complaint and inspection. As previously noted, the scope
of the inspection was widened in response to the tour of the facility and interviews with staff.

Consumer Rights during Service Delivery - Standard 1.1
1.1.3; 1.1.8; 1.1.9; 1.1.10 — Partial attainment

In the shared double room there was not privacy provided for use of the commode ete.,
Treatment protocols and procedures should be based on evidence-based rationales, which
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are monitored and evaluated. Areas lacking evidence-based rationales were: infection
control, wound care, medicine management and appropriate staff mix. Evidence was found
of communal usage of creams and oils for skin care , all wounds were treated with dry wound
healing, (refer 1. 1.3.12 for medicines, and 1. 1.2.8 for staff mix). Notation was limited in
residents records of family involvement after admission.

OUrganizationzal Management - Standard 1.2

1.2.1,1.2.2; 1.2.3; 1.2.4; 1.2.7; 1.2.8- Partial attainment &
There was not a complete record of incidents and accidents held forthe ent w a

the subject of the complaint. There had not been analysis rded inciden
accidents to identify trends to inform quality improvement eith anJndividual of
service level.

There is collation of incident and accident reports. Thi t formal e analysis
against trends associated with individual residents ted 0@: to contribute

towards improvement or avoidance of recurrences x
From interview with the manager: In the de reside&o en found on the floor
)

(? Lying down or having fallen). A form i lled out, no injury. An analysis is
undertaken by the manager each month ords n r§ gnd types of accidents.

The manager reported that the heajth a afety meg volved the two registered nurses
plus a caregiver who analysecthe ™ then taken to staff meetings and
discussed, rates for the mo staff aware of increases in risks. Care
plans are updated three of documents: Only those accidents

considered major are/répored’to n minor accidents not reporied. There is no
evidence of analysi scdidents t

0 ing in to change in care plans and incident forms
are kept separate u’@sn Hes. The ere is no opportunity to review number of incidents
over time pe ident. There w vidence that numerous falls resulted in any change in
care or that n s fallg for a restdent were recorded in their records. Events recorded, no

cumented link between the quality management system and

e@% ioh rep ess. There is no documentation of corrective action planning or a

c out pra¢ ere corrective actions have occurred or process for ongoing monitoring
of impi@ 6f improvements

A ] exists which includes developing staff knowledge and skills and excellence of
and understanding needs of elderly. The plan does not identify Quality Improvement

ther represents best practice. While there is a requirement for review and evaluation of
plans there is limited evidence in the resident’s records. The Quality plan was reviewed

in April 2009 and found to be meeting provider’s philosphopy. An emergency management
plan exists.

closur @%c;o? nd no Wﬂprovement for person. Accident report forms identify that
famj n lways %;% as staff define the level — minor or major- and notify only
j 0

Continence management:- There was scant evidence of continence assessment in the files
reviewed and no evidence of updated assessments. Eastcare Residential Home forwarded
a copy of its Carers Continence Assessment Form; however of the 10 files reviewed none
contained either a blank or completed form. A small number of disposable pads was viewed
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in the store cupboard. There were numerous reusable continence pants, labelled, in the toilet
areas. There was no evidence of wrap arounds or pull-ups (Nocte management). Lack of
incontinence products: recyclable incontinence products were used- very few disposable
products and at night anecdotally only Kylies used. The owner has a 2hrly toileting policy
which includes a no products use at night. Reuseable pants may be used for other residents
and staff noted that elastic is often broken. A single small disposable pad per day is not
sufficient for all residents. While the manager stated that clients suffering from incontinence
are allocated disposable products this was not supported by inspection or staff intervie
Residents who have wet beds at night and do not have incontinence pro will have toé&
up and have entire bedding and night attire changed often includin Wlth le
poor heating.

Medication:- There were (communal) containers of zinc and olt'and bottle D |I on
the treatment trolley and in showers. There were unla crlptmn dicires, and
opened eye drops without an expiry date present, in t i atlon ro ey. Respite
residents’ medication was lose and not bubble ications. PRN
medications were not labelled for individual resi ations were held
back from being destroyed to be used for PRN ”&

Staffing:- Low staffing for size of fac:thty, unlt staﬁed with competent
staff (there are staff without dementsa tr

Cleaning:- Care staff do much of the c] g and la

Maintenance:- Many areas ence of water leak in Rest Home
bathrooms/toilet, gaps ar |n kltc

pet in Rest Home area needs replacing
(stained and strong ur d falling to bits and bed covers were of poor
quality and torn or fra

While there ng of pects of quality e.g. accident incident/ infection,
collection o d anaEy e was no evidence of closure of quality loop with
corrective act nnin and eva atlon

Cn ot fol best practice. Evidenced by:-

w ontl% nagement/ Pain Management/ Fall Management / Infection

incomplete or missing required components of assessment.
insufficient to demonstrate how the needs of residents will be met.
nical file, policy review and staff interview.
ntinence products being used, with no night product usage.

Obs
- W

ssm
Care pl; i
e
Th%&as evidence of an internal audit system having been implemented in the last twelve
A

¢ however no follow through with corrective action plans and evaluation.

re was no evidence of intemal audits to moniior compliance with the standards
encompassing a corrective action plan and evaluation of the action leading to an cutcome.

The registered nurse stated that she did not have a role in corrective action planning of
incident and accident forms, this was carried out by the Nurse/Manager.

There is an orientation programme for new staff. This includes a buddy system and some
competence checking by the registered nurse. An ACE training programme is used, but due
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to registered nurse staff availability this has not been, activated recently. Therefore staff have
not been able to complete or commence training. This has resulted in staff working in the
dementia unit without adequate training.

There are two RNs who work 5 days a week, one is the manager. At the time of the
inspection there were two care givers in each of the stage two rest home and the dementia
annex. — total number of 46 residents. There was a Diversional therapist (DT) who worked
from 8.30 to 11.30am. She had no DT qualifications. Advised that another DT worked
hours in the afternoon. There were two cooks, and a part time cleaner.

There are 7 care staff who hold a certificate or unit standard in dem e. There is

staff recorded as currently undertaking dementia unit standard trajni f thes
R
cake

are regularly rostered to the dementia unit. There are shifts in
givers are rostered without a dementia qualified care give givers
rostered regularly in the dementia unit is not qualified and is not

undertaking dementia training.
The rest home regularly rosters 2 staff to a mg ith 2d nurse Monday —
e do

arc

Friday and a senior care giver Sat-Sun. Wh istere s not take a resident
allocation this results in a 1:15 ratio of caregi aff to régidents. The rest home regularly
rosters 2 afternoon shift and 2 night st ementiaan sters 2 afternoon staff and
1 night staff. @

There was one cleaner for the facility who , hours Monday to Friday, care staff
carry out the remainder of th . I

The manager’s office ice w t's records/files was all outside the locked
part of the facility in t e.

f Sepwite Dell tandard 1.3
\3.6; 1.3.8;, .3.12; 1.3.13 — Partial attainment

w ple minimal and does not appear to involve family or to guide
car@ ct upu@g ditions in many cases. Progress notes are intermittently

rigf entries, and the use of a non integrated communication book
ation between shifts. Goals and evaluation of same for each resident

and other documentation on admission is done with input from family
Ssing needs. However, this is not regularly updated. Documented assessment occurs
Mission using a limited range of assessment tools. There is no documented

documented within the care planning.

Goals are not set. The relationship between the assessment and planning is not clearly
demonstrated in documentation. For example a higher risk of falls did not correspond with a
goal to prevent falls and associated interventions. Incident records were kept separately from
the clinical file and not correlated at any point.
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Several residents had obvious skin tears and haematomas on their legs, there was no
evidence of shin protectors in use, or hip protectors and fall alarm mats. The manager stated
that hip protectors were not used due to the confusional state and incontinence of the
residents.

Incident and accident forms have a space for recording the notification of the event to
relatives — this was not always completed in forms reviewed. Nursing assessments are not
documented. Wound care planning is incomplete and does not represent a thorough wound

assessment or planning process. &
Where residents had sustained falls there was no recording of vital si ment 0
no

Si
an assessmeni. There was some evidence of discussion w]th@ as reg:@

progress notes. This was often in response to an incident af enf. Th
multidisciplinary or family meetings held by the facility.

There was some evidence of short term care plan use. @ g ot include
setfing goals with the client for the resolution of the rf, t n m care plans
are not always used where indicated. For exam ' i as a wound, or
challenging behaviour.

Long term care plans were not updated . Where a resident has
had a fall and this has been recorded , dent record, there is often
reference to ‘checked by the RN'. ssobidied documented assessment by

SN here a resident’s condition has
freatmen n recorded. For example:

i as been used to record clinical information
% mented assessments, change to care plans or

ce&\&(}e?ween shifts. There is continuity of rostering across the
and do not reflect the needs of residents in a sample of files

ent involvement of greater interdisciplinary team apart from the GP who visits on a
rbasis and documents well,

0 evidence of NASC reassessment requests in 9 of the 10 files reviewed. A sample of
progress notes reviewed indicates that care plans are not adequately reflecting the needs of
residents.

In records reviewed, evaluations were briefly recorded against each aspect of the care plan.
Evaluations did not occur against goals. Where a change in need of a resident was evident in
progress notes there was not an associated short term care plan and evaluation of the
effectiveness of the plan documented. GP review 18/6/09 noted weight loss of 5kg over 4
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months. No recognition of this by RN or caregivers, no information in file re eating or other
possible cause of weight loss — type 2 diabetic — no information on dietary needs, notes
identify wandering. High risk score on Waterlow .

There were rest home residents identified through this investigation where the needs of the
resident were likely to be dementia services. These residents had not been identified and
had not been referred for a needs assessment.

Medication management;- | i &

o Facility uses Medico pack system. @

e Inspection of drug trolley found one medicine out of date(nitro @

e Medications for respite residents were loose and not contaié;%bhster packs and not all
were labelled on individual container.

¢ PRN medications are not bubble packed, or specifi ts | 5

¢ Numerous unnamed medications found identifie PRN

o Small basket containing unnamed inhalers. Q

¢ No CDs kept on site — any palliative cap nsf

b

e Medication reviewed by GP every t nths th videnced in the resident's

files.
¢ No pharmacist review and p cisthas n past 1 - 2 years.
e Large tub of zinc and ca d comm d jars of oil for pressure skin cares.
- estroyed to be used for PRN medicines.

¢ There were unla pescri edicines and opened eye drops without the
indication of apre 1 e presenty medication room/ trolley

e Some medications wer ack fr

yer in the

@ nd wor % gs and windows were dirty and the staff used a hook beside the

- to hang outer clothing.
D foods re ofed in sealed containers but there was no labelling or dating of the

Nutrition, saf ﬂwd m ent:-
¢ The kijtche very sall for its purpose and flies were present, there was an electronic
g t\i\es@ .
a

*gjg}@‘@g}riaﬁe Environment - Standard 1.4
1.4.6; 1.4.7; 1.4.8 — Partial attainment

aciiity was cold and there appeared little temperature control via heating for a cold

winter day, frail residents were dressed in light clothing. All resident rooms and halls had
skope heating in them but all except a few were turned off. The manager stated that it was
likely that a resident walked around and turned these off. Shower areas were heated only by
a heat lamp, old wall heaters were non functional, Cleaning was observed not to be of an
acceptable standard. Floors and carpets were visibly dirty, Black mould was visable on
windows. [t was immediately noted that there was a strong smell of stale and fresh urine
throughout the original facility.
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The original part of the building was showing signs of deterioration and upon questioning the
manager she stated that there is not a scheduied maintenance programme but there is a
maintenance book where maintenance issues are identified that the owner/ or maintenance
man acts on them. There had been discussion about possible renovation to occur in the
future. A leak was noticed on the external wall of a toilet area, in zone three.

On inspection:
1. The Rest Home toilet areas had no hot water at hand basins. <§
11 S

2. Small scope heaters only in rooms and in corridors, one heate
Heaters turned off and rooms and corridors cold and dusty. H rooms! in 1
dementia unit partially obscured by large wardrobe units.

3. [Inadequate heating in bathrooms &

4. Corridors along the south wall and by the laundry ar@ é
5. Curtains in many bedrooms and those hangin% ing Iin poor condition

with thermal liners ripped leaving a very thinwi verin
6. Decor shabby with peeling paint in ar @nouid Qg window sills. Many

surfaces sticky.

7. In Dementia annex the room yse ep ¢l
adequate sump. Part time cleane care

gquipment does not have an
her cleaning.

iRg

8. Shower areas were heate y a heat all heaters were non functional

9.  Non-slip shower mats [ oor and required replacement.

10. Water in the loungesio eas vestigators ran the tap for several minutes
after a resident ¢ ed of thi

11. The laund \S\lean and as being managed within the dirty-clean flow areas,
howeve e Was no sp4d he folding of clean linen/clothing, this was carried out
in the adj all. Linen skipewere uncovered.

12. T fw washable kyli¢> seat coverings on all resident/visitor lounge chairs, these
s were maj @.

Gider type and not always suitable for the purpose. Staff stated
ssary to keep the chairs in good order as there were so many

were e
ontine % s and residents that had accidents or didn’t make it to the ftoilet in
time, ere was a strict 2 hourly toileting regime in place.
Altho facility has an RN on call, the registered nurse stated at interview that she did
no hen called as this was a part of her job description, and that if she came in this
WO nsue extra payment. Therefore she responded by phone and relied on the detail
t her by the care giver. There was no evidence of documentation or evaluation/follow
Wpet these calls and the advice given . Excerpt from Registered Nurse Job Description

“11.To be available to staff after hours for telephone advice and support, relating to residents
care and needs.”

Safe Restraint Practice - Standard 2.2
2.2.1 — Partial aftainment
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The main rest home area was fully locked, and residents/visitors required assistance or a key
pad number to exit. All garden areas were enclosed within the facility. The manager stated
that this was due to the facility being fully dementia/ mental health orientated, and that there
were only a few residents who were able to leave the premises unattended.

Observation of clinical records showed that residents within the rest home had been
assessed by NASC as stage 2 level care.

There were rest home residents identified through this investigation wheresthe needs of
resident were likely to be dementia services. These residents had no 'dentifi@

had not been referred for a needs assessment. 2;\\
Summation meeting & ;5

A summation meeting was attended by Marion McLauch XXX, and XXX
XXX thanked the facility for their participatio wh\opén ap % the investigation
It was @ that a full summation

or

recognising that this was an unannounced ingpe
of findings could not be provided at the cle . formation was required

and photocopied information gathered =- rthep~analysiss XXX noted that relatives
interviewed had been complementa the\service taff were very approachable.

She confirmed that there would be gs agal Health and Disability Services

Standards and these would be include kg areas:

° Shertfall in appropri g resig associated with short staffing and lack of
expertise

e  Short staffing @

¢ Quality and K&k, as,ihcide cidents that have been reported have not been
sufficientt’analyged and improvements made and evaluated

o Lack of ent by familyNn care planning

o S t on admi nd thereafter

ementi ~
@ck ;@ntegration
. In &dooumentation within clinical records
e %nce management
@'n Management
alls prevention

o Medicine Management

° Environmental — particularly the strong stale odour of urine throughout the rest home,
XXX outlined that the odour was particularly bad in the original part of the building and
the use of washable incontinence products and potentially incorrect product selection of
disposable continence products for residents may also be contributing to the odour.

- the low level of cleaning hours and the absence of monitoring/audit
- heating of the facility.
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The alleged complaint would be upheld in relation to:

had identified as requiring dementia level care. Marion would
about these residents.

concluded at 4pm.

Conclusion i@ ‘
de HN:

Kaylex Care Limited - Eastcare Resi

XXX then outlined the process for receipt of the draft &hat thefing
made available to the District Health Board. Th eHng cormx :'at 3.30 pm and

Assessment in the event of an accident including on-going monitoring of the resident’s
condition

Transfer of a resident for medical consultation

Falls prevention

Pain assessment and management

Appropriate referral to other services &

There was also concern that there were residents whom requir ssess@

determine whether they are appropriately placed in the facility. /Residents in the%
@g;kin f b

e
SC

th the

eport would be

A

Home

ility Sector Standards. Ongoing

Board.

Report % %
A copy of Heal h@g@por{ lx nt to the Waikato District Health Board.

to improve compliance agai Health
monitoring will be undertakeft b Enis : igalth in conjunction with the District Health
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Appendix

Documents reguesisd

Staffing and skill mix policy
Rosters (last month and this month)
Abuse and Neglect Policy

Management of Challenging Behaviour Policy &
Complaints management policy @

Complaints records for the last two months @ @
Clinical Assessment Tools in current use & %

Staff orientation policy and process

Staff training records and in-service training progr: @
List of staff with current first aid certification @

List of staff with current medication compet &
Quality and risk management ptan

Emergency Response Policy %
Incident and accidents records m@t two n@
Minutes of staff meetings @

Minutes of quality meeti @

Resident files @

Completed residen action %

@V@ @f%
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