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Undertaken 16 July 2010

File Ref: WSu14
Provider: Summerset Care Limited
" Contact Person: XXX XXX, Village Manager
Premise: Summerset By The Park
7 Flat Bush Road &
Otara
MANUKAU @ l

Executive Summary :; ©§§
History:
- Summerset by the Park has been in oper @or a per@ onths.
In May 2010 the CMDHB recei plaipts residents’ families
concerning care provided by B rk, these complaints
alleged that:

poor wound care @nent @

poor food qualit @

hygiene_an ga,- ntrol i
laundry issues
i iCié eand aff

are an

dnli%é%
| .' fdte falls management
ponsetifne fo call bells
@ i H@Mem
@ N
n

arly J@ 0 in order to gain further insight into issues of concem
i arious sources about the facility, Counties Manukau District
(CMDHB), contracted the services of a monitor to visit the
and report back to CMDHB findings obtained from those visits.
iews were conducted at the facility by the monitor with residents,
fwhanau and staff members. Each group was spoken to regarding their
eriences in association with Summerset by the Park. Outcomes from
hterviews ranged from favourable to unfavourable comments in nature.

Emergent themes from resident familyiwhanau interviews were the
unsatisfactory nutritional service, issues of poor staff hygiene practices,
lengthy times taken by staff members to respond to call hells, poor follow-up
or no follow-up on requests and a perceived lack of confidence and trust in the

Nurse Manager by both residents family/whanau and staff alike.




Nature of Current Complaint:

The Ministry of Health has received a complaint from Mrs XXX through

Counties Manukau District Health Board about the care provided to Mr XXX at
Summerset Care Limited - Summerset By The Park.

In summary, the complaint alleges that:

¢  Nobody at Summerset realized that my husband was il

something when his friend insisted. Who knows what w,

the outcome if nothing had been done.

e Thisis a large facility and it seems to be hopelessl

e The staff are inadequately trained.

e  Any time I-have voiced concerns there is alw

e Compassion for the patients seemsfo b

Service Description

Sufnmerset Care Limited _ §

Residential Care Hospital Serv:c edlcal

Rest Home Services. The @gancy an%@;&s s outl;ned below:
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Area , /_\< %\/ple}l> (Q}w Capacity
Hospital @ 31 Q\Q% 34
Rest Home, \V> &@ 18
Dem(e\mia\ v A 0 0
&@5 (162 52
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Reasons for the inspection

The purpose of the inspection was 10 determine whether health care services
being provided by Summerset Care Limited — Summerset By The Park are
being provided in compliance with section 9, Health and Disability Services
(Safety) Act 2001, that is a person providing health care services of any kind
must do so whilst meeting all relevant standards.

Health and Disability service providers are required under sec’c of the
Health and Disability Services (Safety) Act 2001 (the Act) to pro

(a) ‘while certified by the Director-General fo provide h serwce
that kind; and

(b) While meeting all relevant service standards; @

(c) in compliance with any conditions subf hich t @ n was
certified by the D;rector—General top ith ¢ es of that
kind; and &

(d) in compliance with this Act

The inspection feam

The inspection was un y XXX ~‘ Spibr Advisor HealthCERT and
XXX XXX, Senior Ad hCE@ he delegated authority of the

Dlrector—GeneraI o)

Methodol % : %E
The |ns as con to investigate the complaint made fo the

Mlnl Ith at m have rasulted in systems failures and non-
aith and Disability Services Standards. Findings

12afth and Disability Services Standards NZS8134:2008.

nspe@ 4nducted utilising the following methods:
e with Manager.

{erview with Registered Nurse (Clinical Leader).

% Ihdividual staff interviews.
@ Resident interviews.
Observation: During facility tours and observation of the facility.
° Observation: Residents and Staff.

° Document and poficy review: See the appendix for a list of documents that
were requested as part of the audit process.

° Clinical Notes review: A sample of residents’ notes from the facility was
audited.



Limitations

The scope of the inspection was limited to the issues raised in the complaint.

Entry Meefing

The introduction meeting covered the following points:

A copy of the letier of introduction addressed fo XXX XXX, nag &
was provided to her at 8am on 16 July 2010. @

A proposed agenda for the day was discussed inc[.ude au it of requm
documents and a request to interview residents, staff and any r tlves r
heaith professionals (GP) visiting the facility duri urse of The
inspection commenced with a tour of the facil]

Summary of Inspection fmdmgs @

Summary of findings where non- ce to e th and Disability
Services Standards has be ied the complaint and

inspection. As prewously note ope o ctron was limited fo the
issues raised in the comp

Consumer Rights durj @ eDeI dard1 1
11131 The se‘ | @a ssed, responsive, and fair complaints

pro is doc d and complies with Right 10 of the Code.

— Partial q nt ths
Polic d adure Iac Staff education had been carried out.

@ eoutsa
ing m

e limited in respect of complaints and their outcomes/quality
rove

station.

r@e ctions
re that staff are informed regarding complaints and their outcomes/ quality
vements and that corrective actions are developed and implemented.

.’1.13.3 An up-to-date complaints register is maintained that includes all
complaints, dates, and actions taken

~ Partial aftainment Low 6 Months

No all known complaints were listed within the register, staff tend to deal “on the
spot” with complaints and not document them.

Of the complaints listed there is no corrective action or evaluation of outcomes
documented



Corrective Actions:

Ensure that all complaints are documented and that staff training on complaints ‘
management is undertaken.

Organisational Management - Standard 1.2

1.2.31 The organisation has a quality and risk management system which is
understood and implemented by service providers. @ &

— Partial attainment WNioderate 3 Months | @

Summerset policy and procedures are developed, however @e ent and g@

are not always following policy and process. Such as:

° Managing unwell residents procedures, adv s not fo

® Customer complaints policy not followed

Corrective Actions: @ @

Ensure that staff training about th ity and

undertaken and that policies and praces e comph

1.2.3.5  Key components ice delive all
management syst

— Partial aﬁainme(%@rate @s

Meeting minute ited feedbs r informing staff re incidents accidents and

their outco a lity imprQuements.

isk inanagement system is

xplicitly linked to the quality

ccidents are umented on the correct form.

Not all inci
Midencﬁon registers were evidenced as not accurate.

an y and processes are complied with.

ue' ctive@}.
nsur%% training on the quality and risk management system is undertaken
.8

A corrective action plan addressing areas requiring improvement in order
to meet the specified Standard or requirements is developed and
implemented.

_ Partial attainment Low 6 Months

Summerset have a policy and procedure about internal auditing in place for this
criteria to be met. However, the Manager and staff do not always comply, and there
was limited evidence of corrective actions being developed and implemented.

Corrective Actions:

Develop and implement corrective action plans.



1.2.3.9 Actual and potential risks are identified, documented and where
appropriate communicated to consumers, their family/whanau of choice,

visitors, and those commonly associated with providing services. This
shall include:

(a) identified risks are monitored, analysed, evaluated, and reviewed at a
frequency determined by the severity of the risk and the probability of change
in the sfatus of that risk.

(b) A process that addresses/treats the risks. @
— Partial attainment Moderate 3 Months
Information management, clinical files were not integra
Current health or disability stétus not always updat@ dents
Specific risk assessment toois not used cor, - at all for &tﬁ with changing
needs. %i\:
ry

There was evidence of limited mulfidi inpu: dgec:ailst advice was not
evidenced as being acted on.

E‘;ystems of effective commuagicali
Hazards, incidents an@ hre i@e & not accurate.

Corrective Actions@

Ensure that g on @ and risk management system is undertaken
and that p@ mplied w %

service r documents adverse, unplanned, or untoward events

cludin shortfalls in order to identify opportunities to improve

e and fo identify and manage risk.

@ servxI ,
rtial@n t Noderate 3 Months

1300@‘7 of complaints, incident/accidents was not always carried out.

inutes contained limited feedback for informing staff re complalnts

@l%%? nts / accidents and their outcomes/ quality improvements.

rrective Actions:

Ensure that staff training on adverse, unplanned, or untoward events including
service shortfalls is undertaken and that policy is complied with.

1.2.44  Adverse, unplanned, and untoward evenis are addressed in an open
manner through an open disclosure policy.

— Partial attainment Low 6 Months

Residents and where appropriate family/whanau are not always informed
concerming adverse events.



Corrective Actions:

Ensure that staff training on open disclosure is undertaken and that pollcy is
compiied with.

1.2.9.10 All records pertaining to individual consumer service delivery are

integrated _ &
— Partial attainment Moderate 3 Months @ @

Resident recordings filed in separate files, eg B/P, weig@ lance.

Integration of residents files was not evidenced, czrigﬁg write i set "of
progress notes which are reviewed weekly by an b Nurs d the
RNs write in another set of progress notes, one f&sidenttfrom a 9) was

found to have 3 sets of progress notes in place x
Individual clinical records were not kept in @nt forrrr&
Corrective Actions: @

integrated

Continuum of Service

\ t, and entry screening processes are
doctyehts an communicated to consumers, their

hénau e where appropnate local communities, and
agenme

— h 1 Month "
and procedures are in place, however policy was not

lstentl ollo for Respite residents or long term residents.

Corr ctions:

e~ that entry criteria, assessment, and entry screening processes are
rtaken and that policy is complied with. :

@.3.3 Each stage of service provision (review, and exit) is provided within time
frames that safely meet the needs of the consumer.

— Partial attainment High 1 Month
Respite residents did not always have care plans developed or updated.

Respite residents were not always seen by a GP within the required timeframe post
admission.



Corrective Actions:

Ensure that all residents receive service provision within time frames that
safely meet their needs.

1.3.4.2 The needs, outcomes, and/or goals of consumers are identified via
the assessment process and are documented to serve as the basis

for service delivery planning.
— Partial attainment High 1 Month 2@;
Summerset policies and procedures are in place but not atw d by ma
and staff.

There was not evidence of consistent use of assess short <N%@p!ans
or re-evaluation, such as:
ot al

° Falls risk — a separate falis risk assess eted where
relevant, frequent fallers files had no of post ssessments.

e A resident with a red sacral area Press AreanCare assessment.

o Not all residents are examl P with 0 kmg days of admlssmn
(ARRCS Agreement D 16.5 e

° Residents known to h had no ments.

° A resident with ch haV| t had any behaviour assessment.

in regard to the co
e RN ma ted h ident was alert day of admission, RN
Man no d tion of any assessment.
° % only o umented entry from an RN on the day the
% as a@ to hospital during 27may -1 June admission.
0 RN notes showed the resident was weak and coughing.
resp taken or oxygen saturation levels but other observations
were

e no RN progress notes leading up to the 1/6/10 and care
cumentation indicates the resident fo be alert and communicative
tates 1/6/10 “went to the doctor before lunch — GP called ambulance”.

The resident had no GP assessment on admission.
orrectlve Actions:

Ensure that RN co‘mplete assessments of all residents admitted, and that pclicy is
complied with.

Ensure that GP reviews are completed as per the ARRCS Agreement.
1.3.5.1 Service delivery plans are individualised, accurate, and up to date.

— Partial aftainment WModerate 3 Months



Summerset policies and procedures are in place, but were not being followed by
manager and staff.

Respite residens files reviewed did not evidence of fully developed care plans.

Multidisciplinary involvement in care plans was not evidenced.

There was limited documented involvement of family in the care plans. ffé
in regard to the complaint:

No falls risk assessment completed and the old care plan from idant's March
admission used for the May admission. ‘ V

No date on initial care and support plan and this p j late tocthe Ma

admission.
No evidence of RN assessment. @
Corrective Actions: _ @ 1\2\

Ensure that care delivery plans are jn8iwdn ised, ao% d up to date.
1.3.5.3 Service delivery plans de ate se@ ra
— Partial attainment Mo 3 Mon@
Evidenced that visiij %ﬁlis’c d GP requests were not followed,
eg, no behaviour i g fo ideént with challenging behaviour, no
blood pressure+ectidings mo no TED stockings fitted, fluid balance
charts not k ate.

Mcar wplans are recorded in a consistent format and
ate sxi gration.
1.3:8.3 u@p ogress is different from expected, the service responds by

% g changes to the service delivery plan.

aftainment Moderate 3 Months

%

@ es in residents progress was not reflected in the care plans.
ra

cer methodology showed that:

° falls were noted in one of the progress notes but no re assessment or
change to care plan was made

short term care plans for wound care following skin tears were not
developed, and no changes were made to the care plans following
instructions in care from GP or visiting nurse specialists.

Corrective Actions:

Ensure that care delivery plans are accurate and up to date.



Summation meeting

A summation meeting was attended by XXX XXX, Senior Advisor
HealthCERT and XXX XXX, Senior Advisor HealthCERT, XXXXXX, Village
Manager and via conference telephone call, XXX XXX, National Clinical
manager and XXX XXX, Area Manager.

XXX thanked the facility for their participation and appr< the &
investigation recognising that this was an unannounced inspaction: )OO©

noted that residents interviewed had been complementary, rvice,
be findings
e jal

that staff were approachable. She confirmed that th
t th §p
Key issues raised at summation were: @ @

against the Health and Disability Services Standards,.and
would be substantiated. @
1. Relevant to complaint:

Complaint management:
Not always documented, of thoséé@ me was no evaluation of
outcome or feedback to s e regist complete with all known
complaints, corrective a e not do e ed or addressed.
Staff Availability:
Currently satl rds showed that at the time of the
complaln taff s nd high resident acuity reported.
Assesgm en

\a\/ﬁd sta enting service delivery policies fully:

use of clinical assessment tools as per policy.

of assessment no short term care plans or evaluations were
assessment of respite care residents by GP.

ianning:
Limited involvement of family/whanau documented in care plans.

° Respite residents not having fully developed care plans (residents insitu
over 3 weeks).

° Lack of multidisciplinary input into care plans (sort but not connected
into plans).
° Progress notes/adverse events not linking into care plan changes or

short term care pians.



Evaluation:

2.
Staff education regarding challenging behaviour.
Medication, 3 monthly GP reviews.

No Hand Rails evidenced in corridors.

Conclusion

Disability Services Standards. On-goin
Ministry of Health in conjunction with

~ The complaint about the healthcare, s
Limited, which alleged that:

]

Limited evidence of ongoing evaluation in either progress notes or care
plans.

Not relevant to complaint:

‘Nobody at Summersetrealized tha and was ill and only did
something when hi$Ar insist knows what would be been the
outcome if nothing ,. been d

Thisis a Iarg 3 '. and i s to be hopelessly understaffed
The staff a 5 equat
Any { ave v0|ced rns there is always an excuse.

fon for ients seems to be non existent.

@plamt@d to be substantiated with the exception of the last

for the patients seeming to be non existent.

Condtttons

nal conditions to be placed on the Certification Schedule:

A written progress report that outlines all actions undertaken by the
Provider in relation to Health and Disability Services Standards: 1.3.1.4;
1.3.3.3; 1.3.4.2; as identified in the Inspection Report must be submitted
to the Director-General by 30 September 2010.

A written progress report that outlines all actions undertaken by the
Provider in relation to Health and Disability Services Standards: 1.2.3.1;
1.2.3.5;1.2.3.9; 1.2.4.3;1.2.9.10; 1.3.5.1; 1.3.5.3; 1.3.8.3 as identified in
the Inspection Report must be submitted to the Director-General by 30
November 2010.



3. A written progress report that outlines all actions undertaken by the
Provider in relation to Health and Disability Services Standards: 1.1.13.1;
1.1.13.3; 1.2.3.8; 1.24.4 as identified in the Inspection Report must be
submitted to the Director-General by 28 February 2011,

4. HealthCERT may elect to carry out a verification audit in relation to these
corrective actions.

5. The Director-General may impose any further condition, any
condition, where the Director-General thinks it is necess ' sirabl@

to do so in order to help achieve the purposes of the f\\

The Ministry of Health received a complaint in 0, con ’ ;gg%e care

Summary for Publication

he Park.

dmm
aken @ 2010, was to

rset Care Limited
d Disability Services
rvices of any kind must

The purpose of the unannounced inspecti
determine whether health care services pei

are being provided in compliance with
{Safety) Act 2001. That is a persogpr

do so whilst meeting all relevant stan 4

There were findings agai @e Healt bility Services Standards in

gO) 3

3 o S &

= ==
o
Ii
C

regards fo Consum ightg, Or Management and Service
Delivery.

Corrective actions@q ired t re:

Consumer 'gg@ @

regarding cmints and the outcomes/quality improvements and that
s are d 0 and implemented.

Kg@'ented and that staff training on complaints management is

nagement:

S ing about the quality and risk management system; adverse, unplanned, or
ard’events including service shortfalls; and open disclosure are undertaken and
olicies and processes are complied with.

@veiop and implement corrective action plans.
All records pertaining to individual consumer service delivery are integrated.
Continuum of Service Delivery:

Entry criteria, assessment, and entry screening processes are undertaken and that
policy is complied with.

All residents receive service provision within time frames that safely meet their
needs.



Registered Nurses complete assessments of all residents admitted, and that policy is
complied with.

General Practitioner resident reviews are completed.

Care delivery plans are individualised, accurate and up to date and recorded in a

consistent format and demonstrate service integration. (f;

ol



Appendix

Documents requested

]

@S N
@&

©

Staffing and skill mix policy
Rosters (last month and this month)

Abuse and Neglect Policy

Complaints management policy @@

Complaints records for the last two months &
Staff orientation policy and process O

Staff training records and in-service trainin %e @
List of staff with current first aid certificali %@

List of staff with current medication @cy &

Quality and risk management p @ %

Incident and accidents recor@e Iast@ s

Minutes of staff meetir@ @
Minutes of quality @ @
Resident files %)

Complete i satis rvey

Haz gger % '
lpternah&udit PIW@SUI’:S of audits
tion F%

©
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