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Undertaken 24" February 2009

File Ref: WWA28

Provider: Waitledowns Holdings Limited

Contact Person: XXX XXX, Owner

Premise: 35 Treadwell Street, Springvale, Wanganui

Executive summary

HealthCERT was advised by the Health and Disability Commissio numb &
concemns about the standard of dementia care at Wattledowns imite
Wanganui, raised by three resident family members and ¢

The Health and Disability Commissioner notified Wattledowns Holdings.on 27; ;

November 2008 of the complaints and that due to thelmumber of iss ifwolved and
the number of complaints that had been brought {eshig aftertion tter had
been referred to the Director-General of Health $drsaant’to sec@( (c) of the
Health and Disability Commissioner Act 1994 x

The Ministry of Health contacted Wha Ect & @rd and agreed that
the District Health Board would und spectio dentify any immediate
concerns regarding resident safet cility a af the Ministry of Health

would undertake an unannounced i tion in Year. The District Health
Board visited the facility and ied the Mipi 0] alth that there were no

immediate concerns for r fety.

Wattledowns Holdin i inde @provided information to the Ministry of
Health of an intema%t: atio ssociated corrective actions undertaken as a
result of notific cor@ ceived by the Health and Disability
Commissiongs. ‘%" vesti ified a number of the concerns raised by the
complaina@

Anu <\ﬁtg'?}f,ed inspesti as undertaken by HealthCERT on 24 February 2009.
Thed on ide@‘>
Quality management systems could not be demonstrated with the loss or
non-c tion of incident and accident reporting and corrective action planning
for alendar year.

s Frovsions under the Aged Residential Care Agreement with the District Health
Boardwere in breach with respect to on-charging a subsidised resident’s relative
opwound care products and general practitioner visits.

A current record of education and training for each staff member and the
proposed in-service training plan for 2009 was not available at the time of
inspection.

¢ Staff allocation practices did not provide an assurance that staff are assigned to
the care of every resident on every duty.

» There is not a registered nurse on-call and available to the facility where a
registered nurse is not present on duty at the facility.

« A current needs assessment couid not be located for every resident.



e A current needs assessment could not be located for every resident.

o There was limited demonstration of family involvement in care planning and
service delivery.

¢ Clinical records including assessments, care planning and progress reporting
were not always completed in sufficient detail to demonstrate the needs of
residents had been met. ' :

e Assessments had not been undertaken or were not current for those residents
with challenging behaviour, weight loss or incontinence. g

s Lifestyle plans were not always current and did not reflect the | f
interventions required. @

o Short term care plans, where used, required revision in 0 reflect the

needs of residents. v

vident.

» Evaluation of lifestyle plans and short term care p was riot alwa

¢ The planned activities programme was insuffici of dementia

residents in maintaining and developing me

» There was little evidence of individual pl
activities for residents.

¢ (Clinical records were not integr@

¢ The medicine management sys s fou -\Q safe.

* There was not regular te ure festi a.point of food service.
¢ Several laundry pracij not @ with current accepted infection

ation of individual

control practices.

e Shared rooms di@r vide equate visual privacy.
¢ There was a ne re\ r.

An immediat Irement was made fo implement safe medicine management
practic ish was_fu llowed up with a requirement letter. There was also
gemp i anager to remove the bolt from the resident door and to

Marc

ctive actions
ollowing corrective actions are required:

1. To be compliant with Health and Disability Sector Standard 2.2.5 undertake
corrective action planning to address areas identified as requiring improvement
that has arisen from incident/accident analysis, complaints analysis and other
quality monitoring activities. Ensure there is a mechanism to evaluate the
effectiveness of actions taken.

ther infi tion was also requested from the facility manager in order to
comple@ igspection. This was subsequently received on 6 March 2009 and 10



2. To be compliant with Health and Disability Sector Standard 2.3.1 document
adverse, unplanned or untoward events (incidents and accidents) including
service shortfalls in order to identify opportunities to improve service delivery and
to identify and manage risk.

3. To be compliant with Health and Disability Sector Standards 2.3.2 ensure the
" exception reporting system (incidents, accident and complaints) is planned and
coordinated and links to the quality and risk management system.

invoicing made to residents (or their relatives) who receive a ni subsiay
for their care to ensure that contractual obligations are met, y refun

that may be due. <§
5. To be compliant with Health and Disability Sector Standards2.7.

4. To be compliant with Health and Disability Sector Standard 2.5.@ all

2 ure thie
staff skill mix and rostering policy is implemente y staff a@ned to
care for specific residents on each shift.

8. To be compliant with Health and Disabili 0 . ensure that an
experienced registered nurse is availa ili of-call capacity

where a registered nurse is not pr uty v
7. To be compliant with Health an@i!ity Se le\\&k dard 3.1.3 ensure entry o
e

services is linked to an asggssment proce -~\;}. ent with the provision of
dementia level care. @
is

ector Standard 4.1.2 develop care in

8. To be compliant wi and Disa
partnership with ap te and ensure communication to families of
incidents of a nvolyi gicfamily member.

9. Tobec ith Hea% Disability Sector Standard 4.1.4 ensure records

are curren recorded in sufficient detail to identify needs and demonstrate
;ies%%ave

©)

t

tom li%ﬁi Health and Disability Sector Standard 4.2.2 undertake re-
essmeénts sessments for each resident with challenging behaviour,
con % lIs or weight loss and use this information to inform service
deli planning.
11@8 ompliant with Health and Disability Sector Standard 4.3.3 update lifestyle

plans describing the support interventions required to achieve each
gsident’s goals identified from the assessment process.

(@)

12.To be compliant with Health and Disability Sector Standard 4.4.1 update short
term care plans to ensure interventions are consistent with meeting short term
needs,



13.To be compliant with Health and Disability Sector Standard 4.5.2 document the
evaluation of lifestyle plans where needs of residents have changed or where
evaluation is due in accordance with contractual requirements for subsidised
residents.

14.To be compliant with Health and Disability Sector Standard 4.6.1 and 4.6.2
review the current group and individual activities programmes considering the
needs of dementia residents whom may require an advanced activities

programme across a 7 day week.
15.To be compliant with Health and Disability Sector Standard 5. f@@ate clini &

records pertaining to individual residents. @

16.To be compliant with Health and Disability Sector Stan 5. implem
system to manage the safe and appropriate prescréﬁgl'!!;, di ensin%%

administration, review, storage and disposal of oCccurs to
comply with legislation, regulations and guidel ©

&4 Undertake
¢e’in order to comply

17.To be compliant with Health and Disabili
regular temperature testing of food at
with guidelines for food preparatio ing.

18.To be compliant with Health and\Disability Se e\\‘ gridard 5.5.2 impiement a
process for monitoring the tiveness of methods, frequency and materials
used for cleaning and | OCESSES.

19.To be compliant wj and Di .- ector Standard 5.6.1 ensure effective
infection control i ed th implementation of policies and procedures in
laundry servi edicati agement.

20.Tobec ntwith Heaﬁ%
shared ro rovi@dequate visual privacy.

21. cgéﬁ/pliant Ith and Disability Sector Standard 6.2.3 remove the bolt

@ e resi m door.

X
o

Disability Sector Standard 6.1.1 ensure all



Additional Condition/s to be placed on the Certification Schedule

Pursuant to section 28 of the Health and Disability Services (Safety) Act, the
Director-General of Health may attach any condition the Director-General thinks
necessary or desirable to help achieve the purpose of this Act.

Conditions

The following conditions will apply to the Provider's current schedule to provide rest g

home health care:
¢ A written progress report that outlines all actions undertak g;e Prov@

in relation to Corrective Actions 1 —21 (HDSS 2.2.5,
2.7.3,31.3,412,41.4,422, 433,441,452,

5 ;

S

5.4.4,5.5.2,56.1, 6.1.1 and 6.2.3) as identified i ectio’Repox must
be submitted to the Director-General within t hs of th@f the

amended schedule.

e The Director-General may impose a onditi
where the Director-General thinks it sary

to help achieve the purpose of t

Background @

Wattledowns Holdings Limite -@ arified u ct for a period of three years,
expiring on 14 Decembe A surv udit undertaken by a designated

v any condition,
le to do so in order

audit agency on 15 M und to be fully attained against Health and
Disability Sector Standzrds)Restr misation and Safe Practice and Infection

Control Standards.wi ltipl us improvements awarded by the auditors,
Bval. E; >

Ui

The followin itions of certification are required for all services certified under

the ACtV v
@ proviger V ired to advise the Director-General of Health, by written
i i

provider's intention o increase the number of beds
he organisation, prior to these beds being used to accommodate

b

Director-General of Health may impose any further condition, or vary any
ondition, where the Director-General of Health thinks it is necessary or
@ esirable to do so in order to help achieve the purpose of the Act.

If requested in writing by the Director-General of Heaith, 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 Director-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.



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
premis_es 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 ne@ consum&

group, or changes to the bed capacity of the unit.

The provider must inform the Director-General of Health of ge of d ed

Wattledowns Holdings Limited is a 33 bed d

Reasons for the inspection

auditing agency, within one week of such a change ocourmfighy
Service Description @ E%)i\\,
% (reg@vel care).
>

ied the Health and Disability
nced inspection in early 2009,

a em\pjfi@f personal items and resident clothing

%ds of care (personal hygiene, management of challenging
He iitiessand exercise)
k of 0

) Lac%%j@niiness of the facility

) involvement of family in care planning including communication of

cidents and accidents to family
@sufﬁoient care giver training
Inadequate behavioural assessment of residents
¢ Poor complaints management
* [nadequate management of continence

e \Weight loss of residents

» Lack of personal privacy for residents



¢ Infection control issues

The purpose of the inspection was to determine whether health care services being
provided by Wattledowns Holdings Limited, 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 section 9 of the Health
and Disability Services (Safety) Act 2001 (the Act) to provide services:

(a) ‘while certified by the Director-General to provide health £2re services g
that kind; and @

{b} while meeting all relevant service standards;

(¢) in compliance with any conditions subject to whi person
certified by the Director-General to provide he ar i

ervices
kind; and

(d) in compliance with this Act.’ @
The inspection team @
The inspection was undertaken by XXX Lean@CERT and XXX
XXX, Senior Advisor HealthCERT un Iegated@gl of the Director-

2
%

General of Health.

Methodology
The inspection was con@@nves ' ¢ complaints made to the Health and
t

Disability Commissio may ulted in systems failures and non-
compliance against h an ability Sector Standards. The scope of the
inspection was "l;n ares sues noted on the tour of the facility.

Findings ar ording to the and Disability Sector Standards NZ58134:2001.
In obtaining~evidence, HealthCERT officials have used professional judgement to

asses risk”of ma%sti/2 isstatement and designed further audit procedures to
ens sk is ) an acceptably low level. A sampling methodology has
fised. esigning the sample, objectives and attributes of the

ion fr% the sample is drawn have been considered. This has

uded sfratffication of sub-populations by characteristic. Stratification of residents

i j est-home classifications has assisted in the reduction in variability
the ability to reduce the sample size and match compliance with

rel% standards.
@ s for obtaining evidence included inspection, document and report review,

grvation, inquiry, confirmation and verification. Means used for selecting items
included:

e Selecting all items (100% examination). For example, medication charts,
controlled drug registers, training/education plans and registers of aftendance.

10



o Selecting specific items. For example, wound management assessments & plans,
incident and accident reports, complaints register and supporting information,
internal audits, policies and procedures.

e Audit sampling. For example care plans, clinical records, orientation programme
~ for new siaff, staff interviews.

Non-statistical sampling approaches (simple random sampling, systematic random
sampling, convenience sampling, judgement sampling) have been used. Statistical

sampling has not been applied in this investigation. ‘ <§

When considering sample results, HealthCERT officials have est het

anomaly has arisen from an isolated event that has not recur an g

specifically identifiable occasions or whether it is represené;&? imilar as

in the population and is therefore indicative of a sub-optima! em or process

arising to non-compliance with the Act.

When an anomaly is found that has a common fgafupe, for exa @o d
i i i n-the population

which possess the common feature, i.e. resi equiring’ wo care and have
then created a sub-popuiation for analysis:

Where an isolated event has been identified, an a RYs error is considered to
have occurred where the HealthC icial h ined there is a high degree

of certainty that such an anomaiyds nStrepr { of the population.

Practical limitations have a s@ ibuted t ief determinant of sample size, for
example time limitations @

Risk in relation to lianc en assessed utilising the New Zealand
Standards risk classi n systerpCAttainment levels are assigned as either fully

attained (FA), pa ttainx unattained (UA).
The inspectio s co%;tefd utilising the following methods:
'%dual sta efviews — 9 (manager, 1 registered nurse, 3 healthcare
istan % ainee diversional therapist, 1 cook, 1 laundry staff, 1 cleaner)
staff ally interviewed. An additional 2 staff members were informally
intefvi (including the nurse educator who works on contract) during the
% he audit.
tive interviews — 3 relatives were interviewed.
@ he DHB Specialist Wound care nurse was formally interviewed

Telephone interview with the DHB to confirm subsidy status of a resident

&

e Residents - Several residents were informally greeted and general
conversations undertaken.

e Observation - During facility tours and casual observation of Rest Home and
Dementia Unit.

o Document review - See the appendix for a list of documents that were audited
as part of the audit process.

11



» Clinical Notes review: A sample of 9 subsidised residents’ notes was audited
and a sample of 28 resident weight records.

This inspection did not constitute a full audit against the Health and Disability Sector
Standards, Infection Control Standard or Restraint Minimisation and Safe Practice
Standard.

Limitations
The Health and Disability Services (Safety) Act, requires that A person providing
health care services of any kind must do so while meeting all relev rvice
standards. @
Section 40 delegations enable HealthCERT to: &gé : @
o Enter and inspect ‘
¢ Take possession of any equipment / devic
e Inspect any document @
e Take or make copies @
§;y

Section 43 Authorised person may requ per
employed in or undertaking or rece ing u

questions about:

¢ Health and safety ers :3
e Persons are ?@ ato stions if the answer may tend to
i r.

aring to be in charge of,
any work fo answer any

incriminate hi

ly obsWnder or resist and authorised person exercising or
arcise powers under the act; or

%@nﬁona {to answer a question (other than a question whose answer
t
whén

may t fiminate the person); or

stion by an authorised person, gives an answer the person knows
isleading

on duty was able to contact the manager who returned to the facility. The auditors
waited in the resident lounge until the manager arrived. A letter of notification of an
unannounced visit was provided to XXX XXX, Manager by XXX XXX at 9.45 am.

An opening meeting was attended by XXX XXX, Manager and XXX XXX, Registered
Nurse, XXX XXX and XXX XXX,

12



The meeting commenced at 9.45 am and concluded at 10.00 am. The introduction
meeting covered the following points:

Explanation of purpose of visit Section 40 (1) (b) To determine whether health care
services being provided by Wattledowns Holdings Limited are being provided in
compliance with section 9 Health and Disability Services (Safety) Act, that is A

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

An outline of the day was discussed and included a request to interview staff
(including the diversional therapist) and any relatives or health profeésignals that &

might be visiting. @
Summary of Inspection findings &\g% : %
Personal Privacy and Dignity - Standard 1.7 : %?
1.7.1: Fully Attained @
The manager and staff report that 80-90% of resi othingn ed. Staff
report that there is not a communal pool of ¢k g but th %ﬂ s do attimes
take other resident’s clothing and wear it. Aftetapts are o feturn the clothing
to the owner when this occurs. Clothing s Yo i as labelled.
Governance - Standard 2.1 $
2.1.3: Fully Attained
The recently appointed as prigfexperence of two years working in a
management position a ervice . anager has completed the ACE Core
Programme, Health ife as Gaurse, the Centre for Leaning Supporting
an Older Person wh ected entia and a range of other short clinically
orientated cours e hon workforce. Management training has been
limited to in- icedtraining % een provided directly by her previous
employer.
The W nurse Murrent annual practising certificate and has attended a
ra rse su g her professional development. Her portfolio was not
' to vi the day of the audit. The Ministry of Health received further
ation orf t March 2009 indicating the registered nurse regularly
particip ‘ essional development activities relevant to care of older people.
Qu:;
@- eported by the manager that quality improvement data has been collected
and analysed by month. Data and associated analysis for the 2008 calendar year

could not be located. Data for January 2009 had been collated and February data
partially collated.

Correspondence received by the Ministry of Health dated 2nd March 2009:

e Accident summary form completed for April 2008 — January 2009
o Accident /Incident analysis summaries for 2008 calendar year and Jan/Feb 2009

13



Note: Refer also to 2.3.1 impact on the accuracy of reporting.

2.2.5: Partial Attainment: Moderate Risk

There were no corrective action plans available to view other than the corrective
action plan developed in relation to the complaints received by the Health and
Disability Commissioner. Staff interviewed reported that they had not been directly
involved in quality improvement initiatives arising from analysis of incident or
accident reports or complaints.

Summaries from the Incident and Accident analysis indicates correctjve actions
completed and in some instances records what this action has be t does not &

provide any follow-up of the effectiveness of these actions. @
Exception Reporting — Standard 2.3 <§@
2.3.1: Partial Attainment: Moderate Risk

Incident and accident reports for the last year were

the incident and accident reporting folder. In o,@ o o §
; ot an gl

her clinical file to support this. Staff wereQu o loca
incident/accident record referred to. T4 more
was demonstrated in clinical files revig

could not be demonstrat hefe w umentation available to review.
Complaints Mana tan a@

2.4.1: Fully Atta
There had anyre complaints since appointment of the new manager.
The mana able to expldin'the complaint management process as were staff
interviewed. V
2. M&i ed
rmgtion a facility including the complaints management process is
ed to fesid and relatives upon admission. There is a system for
plain mplements.
y

244 Attained :
mplaints management policy and manager explanation of the process support
a ment of this criterion.

2.3.2: Partial Attainment: Modetate Ri
Linkages between incident &xd ascident r @ d quality management systems

4.5: Fully Attained
Policies and procedures support achievement of this standard not withstanding there
have not been any complaints since November 2008.

14



Service Management — Standard 2.5

2.5.1: Partial Aftainment: Moderate Risk

A subsidised resident had been charged for wound care products, scheduled and
emergency general practitioner visits (approximately $2000 over three months). This
is inconsistent with the Aged Residential Care agreement with the Dlstrlct Health
Board.

Human Resource management - Standard 2.6

2.6.4: Fully Attained
Staff interviewed who had been appointed over the last 12 montk ofe ‘}- ha

received a brief orientation period that included competence adminis
medications and a check list to complete over the first thre s'in em
More recently appointed staff interviewed reported havm 1ved a period

buddying before being given a full workload.

Policies, procedures and checklists were prese nent w staff.
2.6.5: Fully Attained x

There is a staff educator who is responsi dei:v in-service training
programme and facilitation of Career ifhing p

The 2008 training programme wa QJ d and range of topics (delivered
as short 1 or 2 hour training s were delivered by the staff
educator.

Staff report that they at@ majorit serv:ce training sessions. (Attendance
ranged from 50-80% S revi

The training pro for 2 ot available to view on the day of audit. The

2009 progr: hedu eived by the Ministry of Health on the 6th March
2009 and i a monthly ingservice training. Additional information was provided
du

@

on extr e on av ie n the community in 2009 that staff may be attending.
An toft who hold core and dementia specific care giving
cerifi was als %vemlable The Ministry of Health received a staff record of
ni % h 2009 which indicated 8/15 staff working with residents had
gmpleted forma e giving training including Unit Standard 17029 (Dementia) and
that 6 st e commencing this standard equivalent in March 2009. 2 staff
who di thold any certifications in care giving are starting stage 1 in March 2009.

Sérviee Provider Availability — Standard 2.7

: Fully Attained
e

manager has reviewed the staffing levels and allocation of staff across the
facility and as a result has increased the number of care giving staff and altered
duties of staff to include specific duties for those undertaking laundry and kitchen
duties.

There is a senior care giver rostered to the facility for each duty. There is an
allocation process that includes staff being allocated specific residents to care for.

15



2.7.2: Partial Attainment: High Risk

Staff interviewed reported that they work on a team basis whereby they do not take
responsibility for specific residents. There is an informal arrangement where the
person that 'gets the resident up, is responsible for writing their progress notes’. It
was acknowledged that if a resident is an early riser and is up at the start of a
morning duty that there may not be a care giver who takes specific responsibility for
that person. The process is less clear in the afternoon as there is a floating person
who may or may not take responsibility for a specific resident.

2.7.3: Partial Attainment: Moderate Risk
There is not always a registered nurse on call for the facility when gistered
nurse is not on duty. Staff report that a senior care giver often fulfi i .

3 "
Pre-entry and Entry to Services — Standard 3.1 %

3.1.3: Partial Attainment: Moderate Risk

There were not needs assessments (completed by t C or Provt m)
present in each resident’s file (either in the currepf.dli file or@ archived
file).

Service Provision Requirements — Sta @
4.1.1: Partial Attainment: Low Risk %
Records provided for the 2008 yeaindicat tha@ sufficiently trained and

qualified staff fo provide services.

4.1.2: Partial Attainment: @
Relatives interviewed h en prox the opportunity to comment on or

have input into the [i e plans:

In clinical files reyi ere d evidence of family involvement.
In recent incident ceid ords reviewed family were not always contacted in
e

the event o nt or acc

Relai iewed s%?nat they had mostly been contacted when there was a
ch & conditidp phtheir family member.

artia{ @ ent: Moderate Risk
‘-’ ans were not current for 8 of 9 files reviewed.
ts to support care planning and service delivery were not current in 3 of 5
Zviewed. Assessments were also not present where it was indicated an
ent should have been completed. For example a resident receiving
ence products had not had a continence assessment undertaken; a resident

vithy challenging behaviour had not had a behavioural assessment or the
establishment of a behavioural log.

There was insufficient documentation in progress notes in the absence of
incident/accident reporting fo demonstrate that the needs of a consumer had been
met after suffering from an injury.

16



Assessment ~ Standard 4.2

4.2 .2: Partial Attainment: Moderate Risk
In 5 of 9 clinical files reviewed, insufficient or out-dated assessment information was
present.

- There is predominant use of a brief checklist for determining resident continence
needs that is not consistent with current accepted practice.
There was not a documented behavioural assessment that supported the

development of goals and interventions recorded in the clinical record of a resident
whom had been identified as having challenging behaviour.

[n records reviewed there had not been regular monitoring of C

a wider sample of weight records, there was variable reporting moniton

resident weights. Where regular monitoring was found in files, weight los

not been investigated or an action plan put in place tQ unterthe @
ereou

Staff interviewed reported that many lifestyle pl t of did not
reflect the current needs of residents.

Planning — Standard 4.3 %@
8 of 9 Life style care plans review re not ¢ weluding interventions that

4.3.2: Partial Attainment: Moderate Rj

she was fully mobile. A

reside as incontinent recorded that she was
continent. @ %
Service Deiive% ntio@ dard 4.4
Refer also %
[ in

were no longer relevant.
For example a resident %%@v usi alking frame to mobilise recorded that

4.4.1: Parti : Moderate Risk

a
The denceof term care planning. In two instances where short term
e [Bwead these had not been updated to close out or amend the
iredfor the short term requirements. For example a resident no

ction so did not require the interventions as stated.

4.5.2: Partial Attainment: Moderate Risk

3 of 9 Life Style care plans had been reviewed and updated as a result of the
evaluation. There were examples of life style plans that required evaluation as they
were no longer current and did not record progress made towards desired goals.

17



Pianned Activities —~ Standard 4.6

4.6.1: Partial Attainment: Moderate Risk

There is an activities programme delivered by a trainee diversional therapist (this
staff member stated that she was a quarter of the way through the programme) who
has been working in the capacity as the activities officer for the last six months. The
programme delivered provides a limited range of activities.

Staff and relatives commented that there are insufficient activities available for
residents and that there is little for residents to do after the activities ?ﬁcer leav

es f
the day or on the weekends. _
4.6.2: Partial Attainment: Moderate Risk o
Planned acfivities are limited. The acitivities officer has ngtdevelapéd indi sa:
plans for all residents that can be implemented either wit ithout the assjstance

of staff. %%
4.6.3: Fully Attained /\:3
Preferences are sought through discussion wi idents a mily through
completion of a social history. <§

Review - Standard 4.9 @

4.9.1: Fully Attained @

There have been some recent signi

tch ervice delivery as a resulf of a
review undertaken by the oy .Q- managém response to complaints
received. This is suppo Byan/actio N
Recording Syste ard %

recor v@%ﬁ retained within the clinical file. Needs
S were no in the clinical file. There was no cross

referencing to indi hat is archived and when it should be archived (e.g. Needs

Assess ecorgs g@on agreements)
J Man%% f— Standard 5.3

inment: High Risk

medicines prescribed by a registered medical practitioner did not
escfiption of the dose and frequency for administration. The registered
entered this information intc the medicine profile.

—
o

. nyr

@e were prescribed medicines present that were for people no longer resident at
facility.

There were at least six decanted medicines some of which are prescribed

medicines. The decanted medicines were put into urine specimen containers and

were |abelled with the name of the preparation.

There were prescribed medicines (e.g. Locoid) that were not labelled with a
resident’s name or instructions for the administration of the product.
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~ In correspondence received by the Ministry of Health subsequent to the audit, the
following actions have been noted by the facility:
¢ MOH Safe Medicine Management Book ordered

» All prescription medications, ointments, creams not in use or not prescribed have
been returned to pharmacy

» Medicines no longer required are kept in a sealed container until they are

returned to pharmacy
e A medication book for pharmacy transactions has been establi &
e Medicine education for staff is scheduled for 9th and 13th 9 @
e Medication competencies for staff are to be repeated & %
¢ Monthly medication audits will-occur untit compli indicates efori

a 98
returning to a bi-monthly audit schedule %
¢ Implementing Douglas Medication prescripti@ escrib s for respite

residents
» Blister packaging for any respite resi ndin

facility

thaf two weeks at the

gtered Medical Practitioner

¢ Ensuring all medicine prescrib@ edb xn
e Discontinued prescriptions.are sighed as di % ed by a Registered Medical
Practitioner
Nutritional and Safi nag tandard 5.4
5.4.1: Fully Attajned Q
There is a wi teumm The menus have been reviewed by a dietitian.
avecent ad% f a second afternoon tea and high protein snacks.

ined M
% een noted by the cook. The cook prepares meals

eeds of residents that require special or modified diets.

Pref s had been identified and recorded. The cook refers to preferences and
d% menu accordingly.

artial Attainment: Low Risk
e has not been any temperature testing at the point of food service.
her aspects of food procurement, production and storage of food are consistent
with current accepted practice. There has not been temperature testing of food
transported to the facility that is perishable or frozen. The cook reported that frozen
and perishable items are delivered in a chiller and the driver has direct access to the
freezer and fridge.

Cleaning and Laundry Systems — Standard 5.5
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5.5.1: Fully Attained
Written protocols were not reviewed. The cleaner and laundry cleaner stated that
there were material data sheets available from the chemical supplier.

5.5.2: Partial Attainment: Moderate Risk

An internal audit or other process conducted by the facility to monitor the
effectiveness of cleaning and laundry processes was not available on the day of
audit. '

Infection control management — Standard 5.6

5.6.1: Partial Attainment: Moderate Risk &
Disposable syringes had been cleaned and re-used for the admig’ ety of @

medicines.

Soiled and clean laundry was found o be mixed in the la rea. %
The dirty clean flow in the laundry could not be achie ith thHe cugrenNayout and
configuration of equipment.

Damp washed laundry was left and had not b inati e@ynen

There were items of clothing that had been g in Buc - There was no
information as 1o the product they were s or for gth of time the items
should be soaked for.

Management of waste and haza@ubst@!; andard 5.7
5.7.7: Fully Attained
There were disposable % apro gnt in bathrooms and the laundry.

Physical Privacy — 6.1

A1 ' “Low R
Not all shared’ro provid@acy as there was limited or no curtaining.
6.1.2: Fully A ed
Stafiwe erve Mpecﬁui of resident's privacy. For example knocking on
resi m d entering, the room, returning perseonal items to rooms

B
ors be
een % wandering residents.

P.3: Ful ined
There ining in addition to doors for each toilet and bathroom area.

F@/ ecifications — Standard 6.2
@

3. Partial Attainment: High Risk
resident room had a bolt to the top of the door.

Summation meeting
A summation meeting was attended by XXX XXX, Manager and XXX XXX,

Registered Nurse, XXX XXX and XXX XXX. The meeting commenced at 4.55 pm
and concluded at 5.25 pm
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XXX thanked XXX and her staff for their cooperation throughout the audit process.
XXX noted that the new manager had made significant changes to address many of
the concerns raised in the complaints made to the Health and Disability
Commissioner.

The following matters in relation to the complaints have been remedied:

¢ Staffing levels
¢ Management of residents personal items and clothing

o Competence of the manager

The following allegations could not be substantiated through the %cess@
e | ack of personalization of rooms //\2\

¢ High turnover of staff

* Competence of the previous manager @b @

e Lack of cleanliness of the facility @ @

As the manager and registered nurse ha @wly a %and there had not
been a complaint since their appointm pprop impfementation of the
complaints management process @ be veriffed.

In order to complete the au herdaformatie

training and skill sets. One as give 4@@;
The following high r@ings %cussed as needing immediate action:
. Medici@ ent %§§

{

o Staffing 5 foE allocating staff to individual residents for each shift

° @Wthe ‘ii fr e resident door
@% mendatt as also made in respect to Health and Disability Sector

)

requested in relation to staff
0 provide this information.

&

ndard t privacy for residents using the toilets located in the corridor
would hg vaCy enhanced if the doors opened outwards allowing easy closure of
the dg a walker or care giver is also in the toilet cubicle with a resident.

anager acknowledged the presentation of the findings and thanked the
@ ERT officials for their approach to the audit.

Conclusion

The inspection of Wattledowns Holdings Limited found that the following aspects of
the complaints made to the Health and Disability Commissioner were upheld:

* Unacceptable standards of care (personal hygiene, management of challenging
behaviour, activities and exercise)
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o Lack of involvement of family in care planning including communication of
incidents and accidents to family

» Inadequate behavioural assessment of residents
o [nadequate management of continence

o Weight loss of residents

o Lack of personal privécy for residents

¢ [nfection control issues
o [nsufficient care giver training (not withstanding further informatj eing provid%
by the facility as requested) @

It is possible that other aspects of complaints were prese %& the

complaints were made but could not be verified through the it process. re
was also insufficient management of complaints ma ctly to th ity prior to
the appointment of the new manager and a findin Otbeen is
reason. 6

As noted in this report, there have been si w C an by the facility
since the internal investigation commenced emb that have contributed

y alsp ctive action plan in

he @%ade in respect the Health
On-going monitoring wi g ken b try of Health in conjunction with
the District Health Board@ @

Report @

A copy of He th S rep sent to the Whanganui District Health Board
and the He isability issioner.

@@V %@y
%

to addressing some of these issues.
place but will need {o amend this o\
and Disability Sector Standards.

?{
©
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Appendix

Documents reviewed

Staffing and skill mix policy

Management of challenging behaviour policy
Assessment and care planning policy

Entry to services policy

Complaints management policy
Reassessment of residents policy (by NASC)

Staff orientation policy and process @ &
Compilaints file
Quality and risk management plan

Incident and accidents register/file

Restraint register

Informed consent policy and procedure

Rosters (last month and next month) @

Staff training records and in-service i gra

Minutes of staff meetings @

Minutes of quality meetings

Assessment tools

Resident files

Completed resident satisfact urvei®
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