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Executive summary 
Since mid-2008 more than one quarter1 of aged 
residential care facilities in the MidCentral 
District Health Board (MDHB) had ‘special 
audits’ commissioned in response to complaints 
about the quality of care residents received. The 
significant lapses in standards found and 
concerns that these issues may be endemic across 
the sector led MDHB to take a closer look at the 
special audits to identify themes and more fully 
understand the extent of the problem.  
 
Aged residential care facilities must be certified 
and are audited against the Health and Disability 
Services Standards at regular intervals. The 
Ministry of Health is responsible for this process 
and all aged residential care facilities in the 
MDHB area have been certified. One passed an 
audit on the same day that a MDHB special audit 
uncovered major problems with the safety and 
quality of the care provided to residents. This is 
just one of a number of examples that have 
affected MDHB’s confidence in the certification 
process. 
 
Concerns about certification have also been 
raised at government level. In a recent report 
released,2 the Auditor-General, found serious 
deficiencies with the certification process, 
declaring that the audits had not provided 
adequate assurance that Health and Disability 
Standards were being met and that serious 
failures had not been picked up. 

 
The analysis that is the subject of this paper 
involved the review of special audit reports for 
eight facilities. The reports from two audits 
undertaken in late 2009 were not finalised in time 
for inclusion.  
 
The number of beds at each facility ranged from 
39 to 72 at the time of the audit, with an overall 
total of 412. All facilities provided rest home 
services, six provided hospital level of care and 
four provided dementia care. There was a mix of 
ownership entities, including small, closely held 
limited liability companies, large privately owned 
companies and a charitable trust.  
 
The scope of the special audits was found to be 
relatively consistent, although it was noted that 
the coverage of the audits varied. This is due to 

                                                      
1 10 of 38 facilities. 
2 ‘Effectiveness of arrangements to check the standard of 
services provided by rest homes,’ 2009. 

the nature of special audits which look 
particularly at aspects of care thought to be most 
at risk.  
 
In order to complete the analysis, all issues were 
classified into categories under the broad 
headings of governance, business and financial, 
human resources, clinical, quality, premises and 
services. Table 4 on the following page provides 
an overview of the areas where issues were 
found. Where no issue was identified, the facility 
was compliant or the area may not have been 
covered in the audit.  
 
Table 4 gives an overall indication of the scale of 
the problem. The impact of the risk to residents 
is dealt with in the Themes Analysis in Section 3. 
The seriousness or risk of the issue varied widely 
across the facilities within a particular category. 
For instance, clinical record breaches varied from 
omissions of designation, date / time, or use of 
initials rather than signature to the more serious 
example of completing progress reports 
retrospectively – three shifts had failed to update 
progress notes.  
 
Many of the issues identified were breaches of 
‘Good Practice’3 and the DHB contract. Some 
were also breaches of legislation. Figure 1 shows 
contract and legislation breaches and also 
illustrates the total volume of ‘issue areas’ found 
in Table 4.4  
 

Figure 1: Breaches of legislation and DHB contract 

 

                                                      
3 Good Practice in the Health and Disability Services 
Standards is defined as the current accepted range of safe 
and reasonable actions that result in efficient and effective 
use of available resources to achieve quality outcomes, and 
minimise risk for the consumer. Refer to abbreviations and 
definitions on page 36 for the full definition.  
4 Governance / financial excluded from the audit scope for 
G and H. 
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Table 4: Summary of areas with issues raised in special audit reports  χ - Issue identified in audit report 

 
Facility 

A 
Facility 

B 
Facility 

C 
Facility 

D 
Facility 

E 
Facility 

F 
Facility 

G 
Facility 

H 

Total no. of 
facilities with 
issues raised 

Governance 3 3 3 2 2 3 0 0  

Performance monitoring χ χ χ χ χ χ N/A N/A 6 

Risk management χ χ χ χ χ χ N/A N/A 6 

Business planning χ χ χ   χ N/A N/A 4 

Business & financial 4 5 5 2 5 0 1 0  

Policies and procedures χ χ χ χ χ    5 

Budgets χ χ χ  χ  N/A N/A 4 

DHB funding χ χ χ  χ  N/A N/A 4 

Financial controls  χ χ  χ  N/A N/A 3 

Residents’ funds χ χ χ    N/A N/A 3 

Management oversight    χ χ  χ  3 

Human resources 5 5 7 5 8 8 3 1  

Recruitment / appointment χ χ χ χ χ χ χ  7 

Performance appraisal χ χ χ χ χ χ   6 

Training χ  χ χ χ χ χ  6 

Facility manager not a RN / GP 
Not 

required 
χ 

Not 

required 
χ χ χ χ  5 

Orientation  χ χ χ χ χ   5 

Clinical leadership / responsibility   χ  χ χ  χ 4 

Clinical supervision χ  χ  χ χ   4 

Staffing levels  χ χ  χ    3 

Relationships χ     χ   2 

Clinical 7 3 7 6 7 7 6 6  

Medicine management χ χ χ χ χ χ χ χ 8 

Clinical records χ χ χ χ χ χ χ χ 8 

Care plans χ  χ χ χ χ χ χ 7 

Quality of care χ  χ χ χ χ χ  6 

Clinical observations χ χ   χ χ  χ 5 

Infection control χ  χ  χ χ χ  5 

Restraint    χ χ χ χ χ 5 

Inappropriate unit / level of care χ  χ χ     3 

Access / input other professionals   χ     χ 2 

Quality  3 0 2 3 3 4 4 2  

Incidents / accidents χ  χ χ χ χ χ  6 

Complaint management χ   χ χ χ χ χ 6 

Internal audit χ  χ χ  χ χ  5 

Process improvement     χ χ χ χ 4 

Premises 3 0 2 1 3 2 0 0  

General facility χ  χ  χ χ   4 

Call bell system χ  χ  χ    3 

Heating / lighting χ    χ χ   3 

Room sharing    χ     1 

Services 1 1 2 0 1 2 0 1  

Food services  χ χ  χ   χ 4 

Laundry χ  χ      2 

Cleaning      χ   1 

Diversional therapy      χ   1 

Total  no. of areas  with issues 
raised 

26 17 28 19 29 26 14 10 Ave-21.1 

Variance from average 4.9 -4.1 6.9 -2.1 7.9 4.9 -7.1 -11.1  

Total no. excluding  Governance 
& Financial 

20 10 21 17 24 23 14 10 Ave-17.4 

Variance from average 2.6 -7.4 3.6 -0.4 6.6 5.6 -3.4 -7.4  

N/A – Not part of audit scope 
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The most recent reports from mid-2009, 
covering four facilities, applied a risk rating of 
high, medium or low. Three quarters of the non-
compliances fell into the high and medium risk 
categories – 43% were high risk. The risk rating 
definition for high risk included the criterion that 
the impact and likelihood of the event occurring 
may result in “serious risk to client / patient 
safety.” 
 
The analysis described in this paper showed there 
were significant issues with systems and 
processes in the rest homes subject to special 
audits in the MDHB. The audit team found that 
many problems had caused significant risk to the 
safety of residents. In some cases harm had 
already resulted – there were numerous examples 
where care did not meet standards including 
breaches of residents’ rights and instances of 
abuse and neglect. 
 
However, it does need to be acknowledged that 
there were examples of good performance in 
some areas of the organisations. In particular, 
there were two facilities (B and H) where care 
was found to be appropriate or “had not been 
compromised.”  
 
There was some relationship between the size of 
the provider organisation and performance. 
However, while the larger providers did fare 
slightly better overall, Facility B was owned by a 
small local provider. This provider also owned 
Facility C which in contrast came out quite badly. 
Similarly, one large organisation featured in the 
group of four facilities with the highest number 
of issues. 
 
Summary themes from the analysis follow. 
 
Theme 1 – The issues were extensive and 
serious 

• The issues were numerous and wide-ranging. 
The problems were systemic rather than 
isolated and many facilities had problems 
that affected most facets of organisational 
performance. Facilities A, C, E and F had the 
highest volume and most serious issues. 

• The nature of the breaches was often major 
and resulted in an unsafe environment for 
residents. 
 

Theme 2 – Governance and management 
were ineffective and not focused on clinical 
services  

• Governance issues were significant. 
Performance monitoring and attention to 
risk management, especially in the area of 
clinical and quality performance, were 
lacking.  

• Financial management and controls were 
inadequate in the facilities owned by the 
smaller providers. 

• Facilities owned by larger organisations had 
more systems and processes established. 
However, in many cases this was not 
sufficient to protect residents, as lapses often 
occurred because organisational policy was 
not followed.  

• Competence and other issues that arose were 
either not addressed adequately or sometimes 
not addressed at all. 

• A general lack of understanding of the 
requirements of the DHB contract and, in 
some cases, the legislation was present at all 
levels in some organisations. 

 
Theme 3 – Clinical leadership was deficient 

• It is well recognised that clinical leadership 
and quality services go hand in hand. Clinical 
leadership and supervision was a significant 
issue across the facilities. It is likely no 
coincidence that in 75% of facilities the 
clinical leader position was either vacant or 
filled by a relatively new appointee.  

• A number of facility managers did not 
understand where the responsibility for 
clinical decision-making rested and that they 
had a responsibility to deliver clinical services 
to a certain standard.  

• There was insufficient resourcing of nurses 
in some cases. The facilities providing rest 
home services only were employing one part-
time registered nurse and had no supervision 
arrangements in place.  

• Supervision of caregivers was inadequate and 
in many cases caregivers were given 
responsibilities beyond the scope of their 
role. 

 
Theme 4 – Clinical quality was sub-standard  

• The non-compliances in the clinical area 
were substantial and affected all facilities. In 
some categories, e.g. medicine management, 
clinical records and care plans, there were 
many types of faults. 
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• Multiple verified examples of sub-optimal 
care received by residents were found. 

• Often shortfalls had previously been 
identified and not been acted upon. 

• There was insufficient consideration given to 
quality systems. In Facilities B and H where 
care was found to be appropriate, the audit 
team found that quality systems were 
compliant or generally robust.  

 
Theme 5 – Human resources were 
undervalued  

• The non-compliances in this area were also 
substantial with numerous failures in some 
categories. Only Facility H performed well 
overall.  

• Five of the six facilities providing hospital 
level of care did not have a facility manager 
with the required clinical qualification. 

• Inadequate recruitment / appointment 
processes were commonplace. In most cases 
processes were in place but not used by 
management. 

• Insufficient priority was placed on staff 
competency and all facilities except B and H 
did not meet training requirements. 

• Many facilities had significant staffing issues 
such as turnover. 
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1. Introduction 
The MidCentral District Health Board (MDHB) 
has undertaken ‘special audits’ of more than one 
quarter5 of its 38 aged residential care (ARC) 
providers since mid-2008.  
 
Most special audits revealed significant 
shortcomings in meeting the standards required 
to provide an appropriate environment and safe 
care for residents. The significant lapses in 
standards found and concerns that these issues 
may be endemic across the sector led MDHB to 
take a closer look at the special audits to identify 
themes and more fully understand the extent of 
the problem. This paper provides an analysis of 
the themes in these special audit reports with 
associated commentary.  
 
The scope of this paper includes eight facilities; 
the reports from the two most recent special 
audits were not finalised in time for inclusion. 
 
The structure of the document is as follows. 

• Introduction - the context, including an 
overview of the audit framework for ARC 
facilities, an outline of the special audit 
process, scope of the special audits and 
methodology for the analysis. 

• The facilities – Key statistics. 

• Themes – An overview by provider, a 
summary table of all issues and discussion by 
category and summary table of breaches. 

• Conclusion – Summary findings from the 
analysis. 

1.1 Background 

This section provides an overview of the 
regulatory and contractual audits that check the 
standard of care in MDHB ARC facilities.  

1.1.1 Certification 

All residential facilities with five or more beds 
must undergo certification – see adjacent box for 
more information. Surveillance audits are 
completed once or twice during the certification 
period (depending upon the length of 
certification period). The Ministry of Health is 
responsible for the process and the ARC 
provider engages and pays the designated audit 
agency (DAA).  
 

                                                      
5 10 facilities. 

Source: www.moh.govt.nz/moh.nsf/indexmh/certification-
certifiedproviders-audits with revision of out-of-date information 
on advice from TAS. 
 

Certification Audits 

Under the Health and Disability Services (Safety) 
Act 2001, all rest homes and other aged 
residential care facilities must be audited and 
certified to ensure they are providing safe and 
reasonable care and meet the standards set out in 
the Act.  
 
Residential care facilities are certified for set 
periods of time, up to a maximum of five years. 
When the certification expires, facilities must be 
re-audited and their certification renewed. 
Certification audits are carried out as part of the 
regulatory process governing all health care 
services. 
 
All rest homes and other certified health care 
services will be listed with the following 
information: 
 

• Name of the organisation that owns the 
service  

• Name of the service (provider name)  
• Number of beds (hospital, rest home, 
dementia)  

• Start and end date of the certification  
• Certification period (number of months) 
• Name of the agency that audited the 
service (Designated Audit Agency) 

 
Rest home audit information will include: 
 

• A factual summary prepared by the 
Designated Audit Agency that undertook 
the audit  

• A table showing the rest home’s 
achievement against the Health and 
Disability Sector Standards using a four- 
point scale 

 
Audits of rest homes and health care facilities are 
conducted by Designated Audit Agencies. 
(DAA). The DAA audits against the Health and 
Disability Services Standards. 
 
The new 2008 standards (57 in total) cover more 
than 200 aspects of quality and safety and are 
available on the Standards New Zealand website 
(www.standards.co.nz). 
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All aged residential care facilities in the MDHB 
area have been certified. One passed an audit on 
the same day that a special audit uncovered major 
problems with the safety and quality of the care 
provided to residents. This is one of a number of 
examples that have affected MDHB’s confidence 
in the certification process. 
 
Serious flaws with certification were highlighted 
in a report, ‘Effectiveness of arrangements to 
check the standard of services provided by rest 
homes,’ released in December 2009 by the 
Auditor-General’s Office. The Auditor-General, 
Lyn Provost, found the process deficient stating 
that: 
 

...since its introduction in October 2002, certification 
of rest homes has not provided adequate assurance 
that they have met the criteria in the Standards. 
 

Problems identified included auditors having 
inadequate skills and expertise, conflicts of 
interest where some auditors also acted as rest-
home consultants, risks that rest homes select the 
cheapest or most lenient audit agency, a failure to 
detect major problems, inadequate follow-up and 
inconsistencies between reports. The lack of 
confidence in DAA auditing is widespread 
amongst DHBs and most (65%) do not consider 
certification to be reliable. Fourteen DHBs carry 
out their own auditing of rest homes. 

1.1.2 DHB contract 

All ARC providers that care for people in receipt 
of a DHB subsidy enter into an agreement or 
contract to provide aged residential care services 
with the DHB6 (the ‘DHB contract’). A national 
contract introduced by the Ministry of Health in 
2002 covers rest home, dementia and geriatric 
hospital level care delivered in a residential care 
setting. The aim of a national contract is to 
ensure that there is a national standard of services 
to residents. DHBs are required by law to 
monitor the performance of all contracted aged 
residential care facilities. 
 
Each year there is a single national review of all 
agreements between DHBs and providers for the 
provision of ARC services. There is considerable 
overlap between the requirements for 
certification and those specified in the DHB 
contract. However, there are some key areas that 
are not covered within the Health and Disability 

                                                      
6 Aged Related Residential Care Services Agreement or 
ARRC agreement. This is referred to as the ‘DHB contract’ 
in the special audit reports and this paper. 

Services Standards7 (the ‘NZ Standards’ or 
‘Standards’). Many of these gaps relate to critical 
areas of service provision such as: 

• Evidence of policies for continence, 
managing challenging behaviour, pain 
management, personal grooming and 
hygiene, skin integrity and wound care, 
health education and disease prevention, 
transportation and death. 

• Care planning. 

• Notifying family about changes in condition. 

• Staffing levels. 

• Staff education. 

• Provision of continence and dressing 
supplies. 

1.1.3 Tag-on audits 

Central Region DHBs have developed a system 
of routine ‘tag-on audits’ that cover gaps between 
certification requirements and the contract 
between DHBs and providers. These audits are 
undertaken by the DAA at the time of the 
certification or surveillance audit and the cost of 
the audit is met by the DHB.  

1.1.4 Other audits 

Other types of audits undertaken in the health 
and disability sector include: 

• Ministry of Health inspections which are 
conducted in response to a serious complaint 
made either to the Ministry of Health, a 
District Health Board or the Health and 
Disability Commissioner. 

• Investigations undertaken by the Health and 
Disability Commissioner in response to a 
complaint against the Code of Rights. 

• Financial audits undertaken by DHBs. 

• Contractual audits undertaken by DHBs or 
other agencies that contract with health care 
service providers, either as routine 
monitoring processes (e.g. tag-on audits) or 
in response to a complaint (special audits).  

1.2  The special audit process 

MDHB has engaged Central Region Technical 
Advisory Services (TAS) to complete all special 
audits. TAS is the shared service agency for the 
Central Region (Lower North Island) DHBs and 
provides audit and assurance services for the 
region. This includes a routine programme 

                                                      
7 The Central Region DHB’s Health of Older People Group 
commissioned Central TAS to perform a gap analysis in 
2004. The writer reviewed the revised 2008 Standards and 
the 2009 ARRC contract and the gaps identified in 2004 still 
exist.  
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reviewing and monitoring the contract 
performance of community health service 
providers.  
 

Once MDHB has decided to undertake a special 
audit, the auditors at TAS are approached and 
engaged. An audit scope is developed and agreed 
between the parties. It also forms the basis of 
terms of reference for the audit and is detailed in 
the notification letter to the provider of interest. 
An audit team which covers the skills necessary 
for the particular audit is put together and the 
audit is undertaken over a period of 
approximately three days. Depending on the 
nature of the concerns, MDHB may take 
advantage of the ‘no notice’ provisions of the 
ARC contract, in which case the provider 
receives the notification of the audit upon arrival 
of the audit team at the premises. Most MDHB 
special audits were undertaken with no notice 
given. 
 

Special audits do not seek to cover a standard set 
of areas.  Rather, they look in detail at the aspects 
of care thought to be most at risk. The coverage 
or attention devoted to certain areas will depend 
on the nature of the concerns raised and the 
findings as the audit progresses. For example, the 
review of resident files and interviews with staff 
and residents may reveal an area that needs 
further inquiry.  
 

Preliminary findings are discussed with the 
provider at the completion of the site visit and a 
draft audit report is submitted to MDHB and the 
provider. The report details the auditors’ 
findings, the impact of those findings in relation 
to any complaint/concern, whether the provider 
complies with the agreement and outlines any 
remedial actions that are to be taken and the 
expected timeframes. The provider and DHB 
have an opportunity to respond to the draft 
report and correct any errors or omissions. Any 
such response must include supporting evidence. 
The review by the audit team of the feedback and 
any evidence from the provider and the DHB 
may lead to amendments to the draft report. 
 
After the review, a final audit report is issued. It 
forms the basis for corrective actions agreed 
between the DHB and the provider. The MDHB 
portfolio manager and the provider discuss issues 
with meeting compliance requirements and in 
some circumstances these are varied or 
timeframes are extended. 
 

In instances where the audit team identifies 
serious issues regarding the standard of care or 
resident safety, MDHB may appoint a temporary 
manager and / or remove residents. Where 
urgent action is deemed necessary, the DHB may 
intervene immediately, prior to the release of a 
draft or final audit report. This has occurred only 
once, during a recent audit in November 2009 
(not covered in this report) when MDHB 
exercised its right to remove residents and also 
appointed a temporary manager to another ARC 
facility owned by the same provider. 

1.3 Scope of the special audits 

The grounds for the MDHB special audits 
included formal complaints in all cases save one.8 
Most project scope documents included the 
comment that the nature of the events that led to 
the complaints was considered serious, as 
residents had allegedly been put at risk, or their 
quality of care had been undermined. One 
mentioned a complaint regarding abuse and 
neglect of residents and in another case the 
Health and Disability Commissioner requested 
that the DHB complete an investigation of three 
complaints they had received.  
 
The scope of all audits was relatively consistent 
and included a review of: 

• Clinical practices and services. 

• Other matters affecting the general quality of 
care. 

• Operational management practices. 

• Governance and business practices (six of 
the eight facilities). 

 
The complaint(s) was specified as an inclusion in 
all but one case. This ranged from investigation 
of the complaint(s) to a review of an internal 
investigation of the complaint, to a review of the 
process improvements or remedial actions 
undertaken as a result of complaints. An 
inclusion in the scope for five facilities (including 
the four audited most recently) was: 
“Independent verification of whether residents 
have been, or are receiving, an appropriate 
standard of care.” One mentioned hospital level 
residents, in particular. Analysis of staff training, 
competencies and qualifications had been added 
as a specific inclusion to the scope of the last two 
audits. These last two inclusions appear to have 
been added to provide more clarity to the scope, 

                                                      
8 The exception was Facility B.  The audit scope included 
two facilities (B and C) owned by the same provider and the 
complaint was in relation to Facility C only. 
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as all audits completed to date have covered these 
areas.  
 
Exclusions for all audits were: 

• A financial audit. 

• An evaluation of the outcomes of 
residents’ care plans. 

 
A review of governance or business operations 
was also excluded for two facilities and any re-
investigation of historic complaints for one 
facility. 

1.4 Approach 

The main inputs used for the analysis were the 
special audit reports, audit project scopes, the 
DHB contract and the NZ Standards. 
Discussions took place with the DHB portfolio 
manager and TAS auditors provided clarification 
when requested, e.g. about the audit process. A 
limited amount of other information was sourced 
from websites such as the Ministry of Health.  
 
The TAS scoping documents and the special 
audit reports were reviewed by the writer. There 
were seven audit reports covering eight facilities 
(one report covered two facilities owned by the 
same provider).  
 
All issues identified by the audit team throughout 
the reports were entered into a spreadsheet. The 
issues were then grouped. Audit report headings 
and findings were used to inform the 
categorisation. Thirty-nine categories were 
created under the seven headings of governance, 
business and financial, human resources, clinical, 
quality, premises and services. This approach 
enabled themes to be identified across the 
facilities. 
 
A summary table of areas where issues had been 
identified was compiled (refer Table 4, pg 14). 
Where no issue was identified, this was either 
because the facility was compliant or the area 
may not have been covered in the audit.9 
Sometimes, multiple issues were identified in one 
category, e.g. within the medicine management 
category a facility may have had issues with 
signing of administration forms, reporting of 
medication errors, controlled drug checking and 
/or refrigerator monitoring. The variation in 
audit coverage affected the ability to complete 
                                                      
9 Areas of compliance were not routinely identified in the 
earlier reports so it was not possible to make comparisons. 
The main areas identified as compliant have been noted in 
section 3.1.  

simple quantitative analysis. However, some 
areas, such as staffing levels, recruitment / 
appointment, performance appraisal, training, 
care plans, clinical records, medicine 
management, incidents / accidents, internal audit 
and complaint management10 were always 
covered to some degree.  
 
The table gives an overall indication of the 
breadth of the issue areas, rather than the impact 
on or the risk to residents, which was variable 
across the facilities within a category, e.g. 
restraint breaches varied from the total absence 
of a restraint programme and residents being 
restrained inappropriately for long periods, to an 
example where restraint was not managed 
appropriately for one client, due to the facility 
not perceiving the method used, a rubber wedge, 
as restraint. Performance appraisal breaches 
ranged from none at all completed in the last two 
years, to 45% in the last 12 months. Clinical 
record breaches varied from omissions of 
designation, date / time, use of initials rather 
than signature to the completion of progress 
notes retrospectively – three shifts had failed to 
update the notes. 
 
The writer found that the format of the special 
audits had developed over the period. In the 
three audits undertaken since mid-2009 (covering 
Facilities B, C, D and G), the summary findings 
and recommendations had become more specific. 
A summary table in these audit reports identified 
whether the finding was a breach of the 
legislation, DHB contract or Good Practice and 
also provided a risk rating. For these latter 
reports, most of the issues identified and 
categorised in the analysis had already been 
included in the summary of findings. In the 
earlier reports (Facilities A, E, F and H), the 
summary of findings was more generic and many 
issues were identified from the body of the 
report. For these facilities, a lead auditor from 
TAS reviewed the spreadsheet with the 
categorised issues and identified breaches of 
legislation, DHB contract or Good Practice.  
 
Throughout the document, facility names have 
been replaced by the letters A – H, based on the 
number of beds. Facility A has the smallest 
number and Facility H the most. Appendix A 
identifies the facilities.  

                                                      
10 The exception was Facility C where no mention was made 
of complaint management 
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2. The facilities 
Two facilities are located in Feilding, one in 
Levin and the remaining five in Palmerston 
North. At the time of the audits total capacity 
was 412 beds. Summary information is provided 
in the following table. This illustrates the 
considerable variation in size, service types and 
ownership arrangements.  
 
There were three main categories of services 
offered: rest home, hospital and specialist 
dementia services, with the average proportion of 
beds across the facilities in each category being 
45%, 39% and 15% respectively. All facilities 
provided rest home services (proportion of total 
services ranged between 13%-100%) six provided 
hospital level of care (range 35%-76%) and four 
provided dementia care (range 17%-36%). 
 

Bed occupancy information was provided for the 
audits completed in 2009 (five facilities) and 
overall occupancy was an average of 76% (range 
64-88%). Occupancy statistics were markedly 
lower for rest home beds (58%) than hospital 
beds (88%) and dementia beds (92%). The range 
of rest home occupancy was wide (36%-75%). 
For two facilities (B & C), the report stated rest 
home occupancy statistics were affected by a 
number of twin rooms normally occupied by 
only one resident.  
 
There was some correlation between the size of 
the facility and the size of the ownership entity; 
the three facilities with more than 50 beds were 
owned by large private companies or trusts that 
owned a significant number of other residential 
facilities. However, one moderate sized facility 
(50 beds) was owned by a single shareholder. 
 

Table 1: Facility statistics 

Facility 
Total 
Beds 

Total 
Occ. 
Beds 

% 
Occup
ancy 

RH 

Beds 

Hosp 

Beds 

Dem 
Unit 
Beds 

Total  
staff 

RNs 
Other ARC 

facilities 
owned 

Ownership 

A 39 
Not 

specified 
- 39 Nil Nil 24 1 

Yes, number 
not specified 

Two shareholding 
companies 50/50 (one, the 
company owning Facility 
E). Governing board, two 
directors 

B 39 28 72% 23 16 Nil 
Not 

specified 
5 No 

Closely three limited 
liability company. Three 
shareholders, two of whom 
are the company directors 

C 42 27 64% 30 Nil 12 
Not 

specified 
1 No 

As above 

D 46 37 80% 14 16 16 36 5 
Between 15 

and 20 

Limited liability company 
owned by various 
shareholders. Governing 
board, three directors 

E 50 
Not 

specified 
- 12 38 Nil 40 5 

Yes, number 
not specified 

Closely held limited liability 
company. one shareholder 
/ Managing Director 

F 60 
Not 

specified 
- 36 24 Nil 42 8 Over 20 

Privately owned subsidiary 
company. Governing 
board, three directors 

G 64 56 88% 8 33 23 92 12 
Between 15 

and 20 

Charitable Trust, 
Governing Board, 11 
members 

H
11

 72 56 78% 46  35  12 66 
Not 

specifi
ed 

Between 15 
and 20 

Charitable Trust, 
Governing Board, 11 
members 

                                                      
11 The total number of beds (72) was provided in the audit report, but not the breakdown. Numbers sourced from the DHB 
totalled 93, which is a discrepancy of 21 beds. Occupancy statistics used 26 rest home beds in order to balance the calculation. 
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3. Theme analysis 
This section of the paper begins with an 
overview of the analysis and is followed by a 
detailed discussion of the themes. The section 
concludes with a summary by facility of the 
breaches of legislation and DHB contract. 

3.1 Overview by provider 

An overview of areas where issues were found is 
presented in Table 4, pg 14. In terms of the 
overall quantum of areas with issues, some 
providers fare better than others, with the range 
being 10–29, or 10-24 if governance and financial 
categories are excluded (these areas were 
excluded from the scope for Facilities G and H).  
 
Taking a look firstly at the governance and 
financial categories for the remaining facilities, 
Table 2 below shows that Facilities A, B, C and E 
(smaller ownership entities) had more areas of 
concern than D and F (larger organisations with 
multiple facilities) and that the difference was in 
the financial area. This strength in the larger 
organisations is not surprising. However, it might 
be expected that these organisations would have 
had fewer governance issues as well.  

Table 2: Summary of governance / financial
12

 category 
areas where issues raised 

Facility Governance Financial Total 

A 3 3 6 

B 3 4 7 

C 3 4 7 

D 2 0 2 

E 2 3 5 

F 3 0 3 

G N/A N/A N/A 

H N/A N/A N/A 

 
On examination of the other areas (human 
resources, clinical, quality, premises and services) 
at a macro level, two ‘clumps’ emerge; three 
providers with less than the average number of 
issue areas (Group 1, 10-14) and four providers 
with more than the average number of issue areas 
(Group 2, 20-24). The remaining provider, 
Facility D, had 17 issue areas which was average. 
The average number of categories with issues was 
examined for Groups 1 and 2, in order to assess 

                                                      
12 Categories include budgets, DHB funding, financial 
controls and resident’s funds. 

any differences.13 Table 3 shows Group 1 did 
better across all areas, but most notably in human 
resources, premises and services. Of these three 
providers, two had markedly fewer human 
resources issues, while the other provider was 
about average, but had half the amount of clinical 
issues and no quality issues. Clear patterns 
between the two groups at a category level were 
not obvious. 

Table 3: Average number of category areas with 
issues (excluding governance and financial) 

 

Area 
Group 1 

(B,G,H) 

Group 2 

(A,C,E,F) 

% 

Difference 

Human Resources 3.0 7.0 133% 

Clinical 5.0 7.0 40% 

Quality 2.0 3.0 50% 

Premises 0.0 2.5 See note 

Services 0.7 1.5 125% 

Total average 
areas

1
 

11.3 22.0 94% 

Note – Premises calculation not possible due to zero value 
for Group 1. 

 
Excerpts from the special audit reports follow for 
each facility, to give the reader a feel for the type 
and the magnitude of the issues that each is 
facing. 
 
Facility A 

 
The audit team recommends that governance, 
management and business controls are reviewed and 
redesigned to ensure that sufficient monitoring, 
reporting and review occurs at management and 
governance level. This review should occur as a 
matter of urgency. 
 
The clinical systems need to be urgently reviewed to 
ensure that care provided to current residents is 
comprehensive and safe. 
 
The lack of clinical oversight in combination with 
inadequate management reporting, mean the Board 
is also compromised in its oversight of risk 
management at Facility A. In addition to key 
clinical and management risks, the organisation also 
needs to review facility issues such as inconsistent 
heating and access to call bell systems. Reviewing 
infection control practices related to facility practices 
relating to facility layout is also required. 
 

                                                      
13 Facility D scores were close to average in each category 
and were therefore excluded from this comparison.  
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Areas reviewed with no recommendations were 
food services, diversional therapy and residents’ 
meetings. 
 
Facilities B and C 

 
There is lack of key organisational controls such as 
budgets and strategic planning to allow the directors 
to plan and monitor the facilities and services 
provided. Without these plans, the facility managers 
have not been provided with key performance 
indicators or goals to align with service provision, 
and reporting has been informal and not risk-based. 
There are a number of significant risks that the 
directors have not been fully aware of, particularly 
relating to clinical care. These may have been 
identified, had appropriate monitoring and reporting 
systems been in place. 

 
The financial aspects of the organisation are 
informal, with no documented policies and 
procedures. This extends to the management of 
residents’ personal funds. The directors have exposed 
themselves to the risk of financial mismanagement 
due to a lack of policies and failure to use generally 
accepted accounting principles. 
 
Both facilities have inadequate coverage by RNs to 
provide clinical oversight, which poses a risk to 
residents, staff and management. 

 
The site, in general, provides an appropriate level of 
care to residents [Facility B].  

 
Compliance was noted in the areas of staff 
training, quality systems, activities programme, 
laundry and cleaning [Facility B]. 
 

The staff have not received the minimum training 
requirements outlined in the DHB contract. It was 
identified that a lack of knowledge and skills of staff 
at this facility has resulted in sub-optimal care to 
residents. It is recommended that the DHB refrain 
from referring clients to the facility until such time as 
staff have appropriate training and systems are 
implemented to ensure the clinical safety of residents. 
In addition, dementia unit residents should be 
reviewed to ensure appropriateness of placement 
[Facility C]. 

 
Facility D 

 
The business and financial processes at Head Office 
are robust and have adequate controls to mitigate 
business risks. While the audit team verified that 
financial and operational information was being 
accurately reported to the Board, it was identified 

that the Audit and Compliance team had either not 
identified or not reported systemic issues to the 
Board.  
 
The lack of integrated systems resulted in the facility 
being unable to verify staff training levels, including 
external qualifications required to work in the 
dementia unit at the time of the site visit.  
 
Practices utilised at Facility D relating to provision 
of care to residents should be reviewed. This relates to 
accommodating hospital and dementia level clients in 
the rest home area. The current staffing ratios and 
acuity needs of clients accommodated in the rest home 
area do not align. 

 
Compliance was noted for information reported 
to the board, business and financial processes at 
Head Office, residents’ meetings, food services 
and diversional therapy. 
 
Facility E 

 
There are substantial risks at Facility E, including 
financial, contractual, and reputational and health 
and safety risks. 
 
There is no one acting in the role of the clinical nurse 
manager. Given the existing manager has no clinical 
qualifications, there are significant risks to residents.  
At the time of the audit, there was no clinical 
oversight provided for care staff, and the audit team 
were unable to verify that at least one registered nurse 
was on duty at all times. Failure to ensure clinical 
leadership has resulted in breaches of the infection 
control, health records, restraint minimisation and 
safe practise and health and disability sector 
standards, as well as non compliance with the DHB 
contract.   
 
Without immediate intervention, there are significant 
risks which could potentially lead to more serious 
harm to residents or staff.  Mitigation of these risks 
will require organisation-wide changes and 
development of systematic and integrated controls for 
all aspects of the facility and business management. 

 
Facility F 

 
The three main areas of concern for the audit team 
were management of human resources, the level of 
clinical care delivered to residents and the negative 
feedback from staff, residents and families. Common 
themes included intimidation, abuse, and ineffective 
management of issues, including complaints. 
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The issues identified by the audit team have not been 
consistently reported to executive management by the 
facility manager. Monthly reports omitted data on 
incidents / accidents / errors and serious complaints 
and staff grievances. This has resulted in executive 
management not being fully aware of the scope and 
nature of ongoing issues. 
 
...needs to urgently address the clinical and 
management issues at Facility F to ensure that it is 
a safe facility for residents with appropriate clinical 
supervision and that concerns are dealt with in a 
timely and appropriate manner. 

 
Positive findings were in the area of governance 
which was noted to be effective, with 
experienced board members, adequate reporting 
structures in place and strong financial controls. 
Food services, cleaning services and diversional 
therapy programmes were found to be limited in 
resources but providing a consistent service.  
 
Facility G 

 
It was identified that the Facility Manager 
consistently failed to follow Facility G policies and 
procedures relating to recruitment of staff, admission 
of residents, and complaints management. The 
Regional Manager was not aware of the non-
compliances until advised by the audit team... A 
review of a sample of 12 resident’s files identified 
that there were issues with clinical records, 
medication management and Care Plans. These 
issues had been identified by two external audits ... 
and were also identified through the internal Quality 
Management Programme [over the past two 
years]. 
 
The audit team acknowledge that Facility G has 
had staffing issues that drew attention away from 
service provision.  

 
Compliance was noted for staffing levels and 
food and laundry services were found to be of 
high standard with experienced staff. 
 
Facility H 

 
The majority of recommendations raised by the audit 
team related to clinical care of clients.  An in depth 
review of 10 client files established that while the care 
of clients had not been compromised, the 
documentation surrounding their care was not 
complete, consistent or appropriately monitored.  

 
The audit team were satisfied that residents at 
Facility H were receiving appropriate care. 

 
Human resources, management of clients 
with chronic conditions, and infection 
control were found to be well managed. 
Staff were receiving appropriate induction 
and ongoing training and there were 
sufficient staff numbers to meet the needs of 
the client group. 
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Table 4: Summary of areas with issues raised in special audit reports  χ - Issue identified in audit report 

 
Facility 

A 
Facility 

B 
Facility 

C 
Facility 

D 
Facility 

E 
Facility 

F 
Facility 

G 
Facility 

H 

Total no. of 
facilities with 
issues raised 

Governance 3 3 3 2 2 3 0 0  

Performance monitoring χ χ χ χ χ χ N/A N/A 6 

Risk management χ χ χ χ χ χ N/A N/A 6 

Business planning χ χ χ   χ N/A N/A 4 

Business & financial 4 5 5 2 5 0 1 0  

Policies and procedures χ χ χ χ χ    5 

Budgets χ χ χ  χ  N/A N/A 4 

DHB funding χ χ χ  χ  N/A N/A 4 

Financial controls  χ χ  χ  N/A N/A 3 

Residents’ funds χ χ χ    N/A N/A 3 

Management oversight    χ χ  χ  3 

Human resources 5 5 7 5 8 8 3 1  

Recruitment / appointment χ χ χ χ χ χ χ  7 

Performance appraisal χ χ χ χ χ χ   6 

Training χ  χ χ χ χ χ  6 

Facility manager not a RN / GP 
Not 

required 
χ 

Not 

required 
χ χ χ χ  5 

Orientation  χ χ χ χ χ   5 

Clinical leadership / responsibility   χ  χ χ  χ 4 

Clinical supervision χ  χ  χ χ   4 

Staffing levels  χ χ  χ    3 

Relationships χ     χ   2 

Clinical 7 3 7 6 7 7 6 6  

Medicine management χ χ χ χ χ χ χ χ 8 

Clinical records χ χ χ χ χ χ χ χ 8 

Care plans χ  χ χ χ χ χ χ 7 

Quality of care χ  χ χ χ χ χ  6 

Clinical observations χ χ   χ χ  χ 5 

Infection control χ  χ  χ χ χ  5 

Restraint    χ χ χ χ χ 5 

Inappropriate unit / level of care χ  χ χ     3 

Access / input other professionals   χ     χ 2 

Quality  3 0 2 3 3 4 4 2  

Incidents / accidents χ  χ χ χ χ χ  6 

Complaint management χ   χ χ χ χ χ 6 

Internal audit χ  χ χ  χ χ  5 

Process improvement     χ χ χ χ 4 

Premises 3 0 2 1 3 2 0 0  

General facility χ  χ  χ χ   4 

Call bell system χ  χ  χ    3 

Heating / lighting χ    χ χ   3 

Room sharing    χ     1 

Services 1 1 2 0 1 2 0 1  

Food services  χ χ  χ   χ 4 

Laundry χ  χ      2 

Cleaning      χ   1 

Diversional therapy      χ   1 

Total  no. of areas  with issues 
raised 

26 17 28 19 29 26 14 10 Ave-21.1 

Variance from average 4.9 -4.1 6.9 -2.1 7.9 4.9 -7.1 -11.1  

Total no. excluding Governance & 
Financial 

20 10 21 17 24 23 14 10 Ave-17.4 

Variance from average 2.6 -7.4 3.6 -0.4 6.6 5.6 -3.4 -7.4  

N/A – Not part of audit scope 
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3.2  Themes by category 

3.2.1 Governance 

This section applies to Facilities A-F. 
Governance was excluded from the scope for 
Facilities G and H. Generally, governance was a 
significant issue across the six facilities, with the 
issues falling into three categories as shown in the 
table below.  

Table 5: Frequency of ‘governance’ issue areas  

Governance issues No. of facilities  

Performance monitoring 6 

Risk management 6 

Business planning 4 

 
Performance monitoring was identified as an 
issue for all six facilities. One facility had 
adequate monitoring relating to financial and 
operational matters. However, further controls 
were needed to ensure that the board was 
adequately informed of clinical and quality 
performance. This was a theme across the 
facilities, although some had more pervasive 
shortfalls, such as: 

 
There is no formal reporting of clinical incidents, 
complaints or other quality management issues to the 
Directors. While the Directors do receive details of 
new residents, property maintenance issues and 
hazards, the Directors do not formally track 
performance of clinical, financial or other quality 
trends. 

 
Another audit report commented that there was 
no reporting on incidents or quality of care and 
the budget report was limited to “budget not 
working as food prices had increased.” Despite 
this lack of monitoring, at each board meeting 
the board signed a compliance certificate 
certifying all legislative requirements had been 
met. At another facility, the audit team found that 
although the reporting pathways were robust, the 
issue was the accuracy of the data provided to the 
CEO.  
 
One of the roles of the Director is to ensure that 
the organisation is performing in alignment with 
DHB contract requirements. However, several 
audit reports stated that monitoring did not 
adequately cover delivery against the contract. 
They noted the heavy reliance on the Health and 
Disability Services Standards and certification 
audits to ensure that the facility was providing 
adequate service. 

 
Shortfalls in the risk management area were 
also found across all six facilities, for example: 

• No disaster recovery plans – three facilities (a 
contractual requirement). 

• Failure to implement risk management 
processes, or processes not carried out 
effectively. 

• The board of directors having a lack of 
strategic focus on key risks at a facility level. 

• Failure to identify organisation-wide risks. 
 
In one facility, it was found that risk management 
processes were not operating in alignment with 
the risk management plan, which was outdated 
anyway. At this facility, most reporting on risks 
and incidents occurred verbally, with no records 
of decisions made or evidence that discussion 
had occurred. The manager confirmed that 
quality management meetings had not occurred 
in the last 18 months. Another provider had 
recently developed a quality and risk management 
plan. However, it did not receive input from key 
stakeholders, did not align with the business plan 
and did not have a framework for reporting risks 
to the directors. 
 
Business plans lacked measurable performance 
goals for four of the six facilities, affecting the 
ability to monitor performance.  

3.2.2 Business and financial 

The breakdown of business and financial 
categories is shown in Table 6 below. The 
majority of categories (budgets, DHB funding, 
financial controls and residents’ funds) apply only 
to Facilities A-F, due to audit scope exclusions 
for Facilities G and H.  

Table 6: Frequency of ‘business and financial’ issue 
areas  

Business and financial issues No. of facilities  

Policies and procedures 5 

Budgets 4 

DHB funding 4 

Financial controls 3 

Residents’ funds 3 

Management oversight 3 

 
Financial management was found to be strong, 
with adequate segregation of duties in two of the 
six facilities (D and F).14 In both cases, most 
business and financial processes took place at 

                                                      
14 The exception was the finding that a single signatory was 
used in one facility. 
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Head Office, indicating that smaller organisations 
may have more difficulty meeting standards in 
this area. The following comments relate to the 
other four facilities (three providers). 
 
In two of the four facilities where budget issues 
were identified, there was no relationship 
between responsibility and control for financial 
matters and the facility manager did not have 
access either to the budget or the financial data. 
In one case, the previous owners’ budget had not 
been updated. In the other two facilities, (same 
provider), no annual budgets or financial reports 
were produced from the accounting system. 
 
Systems for claiming DHB funding were below 
par in all four facilities and included 
inconsistencies in bed roll call numbers, no 
review of invoices sent to DHBs, inability to 
verify completion of bank reconciliations or that 
DHB income was used for DHB clients. 
 
The management of residents’ funds was 
identified as a problem at three facilities because 
there was a lack of robust controls. At one 
facility, organisational policy was not followed 
and there were discrepancies in actual funds in 
four of the 10 account books. There was no 
signature on the client account book to confirm 
that money had been deposited or that the 
balance was correct.  
 
Examples of other financial controls lacking in 
three facilities (two providers) were auditing of 
annual financial statements, documentation of 
financial policies and procedures, adequate 
segregation of financial duties and review of 
payments and reconciliations. In one facility, it 
was common practice for blank cheques to be 
signed when one of the signatories was absent.  
 
The final categories under this section are 
management oversight and policies and 
procedures. A lack of management oversight 
was raised for three organisations. For one, this 
related to the competence of the facility manager 
who, in the opinion of the audit team, did not 
have the skills, resources or knowledge base to 
manage the facility independently. The 
recommendation was to develop a management 
team to reduce reliance on a single person for all 
executive decisions and responsibility. In two 
other facilities, the problem was at Head Office 
level, where staff did not identify non-
compliances with organisational policy or 
systemic issues. This included staff training levels, 

issues with quality systems and human resources 
problems. 
  
Problems with policies and procedures were 
identified in five facilities and included: 

• Limited policies and procedures, e.g. one 
provider had no documented policies and 
procedures for human resources. A lack of 
financial policies and procedures was 
mentioned earlier. 

• Lack of standardised procedures in an 
organisation with multiple properties. This is 
normal practice in order to allow 
benchmarking and monitor compliance. 

• Policies being inappropriately reviewed after 
being rolled over from previous owners with 
no input from other reviewers with expertise. 

• No system of document control. 

• Policies, procedures and plans being 
developed by external contractors and not 
implemented. 

3.2.3 Human resources 

The organisational structures varied significantly 
across the providers. Providers that were part of 
the three larger organisations (four facilities) 
tended to have more complex structures, with 
Head Office housing the executive management 
team and taking responsibility for functions such 
as financial, human resources and quality policy 
and some processes. In one organisation, an audit 
and compliance team took responsibility for 
policy direction, facility certification and 
monitoring compliance, contracts and national 
standards. Regional operational managers 
provided additional management oversight in 
these organisations. The structures of these 
providers at the facility level identified a clinical 
division of caregivers and nurses headed by a 
clinical leader, with one organisation having two 
care managers. One organisation also had a 
quality manager who was in charge of staff 
training and education, as well as the quality 
management system. 
 
The structure of the three local (and mainly 
smaller) providers reflected the need to cover all 
functions. There was not sufficient detail in the 
reports for thorough evaluation, but there 
appeared to be a variety of structures. In one 
organisation that provided rest home services 
only, the diagram showed all staff reporting to 
the sole registered nurse, who in turn reported to 
the facility manager. In another, where one 
provider had a contract for two facilities, there 
was an identified clinical arm with ‘registered 
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nurses’ at the top, rather than a specific 
leadership position. Administration staff reported 
to the directors rather than the facility manager. 
In the third organisation, a clinical leader position 
was identified. However, it was a longstanding 
vacancy. The auditors stated that financial 
management was managed by the administrator, 
but controlled by the director.  
 
There were significant human resources issues 
across the provider group, with only two facilities 
(G & H) having minimal issues. Having sufficient 
and appropriately skilled staff is the crux of being 
able to deliver quality care – it is clear from the 
reports that deficiencies in human resources have 
impacted on the quality of care in the majority of 
the facilities audited. The categories in this area 
and a breakdown by frequency across the 
facilities are shown in the following table. 

Table 7: Frequency of ‘human resources’ issue areas  

Human resources issues No. of facilities  

Recruitment / appointment 7 

Performance appraisal 6 

Training 6 

Facility manager not RN/GP 5 

Orientation 5 

Clinical leadership / responsibility 4 

Clinical supervision 4 

Staffing levels 3 

Relationships 2 

 
Facility H was compliant for human resources 
processes, including recruitment, orientation and 
training. Management followed organisational 
policy and met legislative and contract 
requirements. This was an exception and sub-
standard recruitment and appointment 
processes were evident across the remainder of 
the group. Written employment contracts were 
missing, which breaches the Employment 
Relations Act 2000. Other common gaps were 
practising certificates not on file, and a lack of 
health status, reference and police checks for 
staff. The auditors concluded in one report that: 
 

Without sufficient controls over appointment of staff, 
the organisation may expose residents to risk of 
harm, and the organisation to the risk of 
employment relations issues.  

 
In only one case was the problem a lack of policy 
and procedures. The other six facilities had 
sufficient templates and controls for robust 

recruitment and employment processes. The 
problem was that management did not use them. 
 
There was little evidence of staff being assessed 
against job specifications and identifying training 
requirements. In six of the eight facilities there 
were breaches of the contract requirement for 
annual performance appraisal, with the 
following percentage performed in the last 12 
months; 0%, 0% (the most recent one was two 
years before), 2%, 7%, 33%, and 45%. In one 
facility, the process was found to be generic and 
not linked to individual job descriptions and no 
key performance indicators were identified. At 
another facility, internal audits four and six 
months before had identified the need for a 
performance appraisal schedule; however this 
had not been actioned. 
 
Ensuring staff are sufficiently orientated and 
trained are important factors in achieving a 
competent workforce that can deliver an 
appropriate standard of clinical care. This was a 
huge issue across the group, with orientation and 
training being noted as issues in 5 and 6 facilities 
respectively (refer Table 8, pg. 21). Completion 
of orientation was not documented for many 
staff at five facilities. The high use of agency staff 
was noted at two facilities and the associated lack 
of orientation and guidelines were seen as 
potentially leading to increased risk and 
compromising patient safety.  
 
Of note was the poor attendance at facility in-
service programmes. The DHB contract requires 
caregivers to complete training in specified topic 
areas within six months of appointment. The 
requirement for ongoing staff development is a 
planned documented programme, with at least 
eight hours being provided annually. However, 
the contract does not specify any attendance 
requirement. The evidence of poor record-
keeping showed that most facilities were not 
adequately monitoring training, including 
attendance and the need for renewals / 
refreshers. Compliance with the specified 
caregiver programme after appointment was not 
noted in the reports in all cases. However, it is 
likely that most facilities were not meeting this 
requirement, given the low in-service attendance 
levels (most were offering this programme on 
site). Several providers had embedded in-service 
requirements into staff contracts or 
organisational policy, but this requirement was 
still not being met. This is in marked contrast to 
Facility H, where all staff except the gardener had 
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attended three or more in-service sessions over 
the previous year.  
 
Staff working in dementia units must complete 
specified NZQA units. The performance in this 
area was abysmal. Only one of the four providers 
providing this level of care met dementia training 
requirements under past and present DHB 
contracts. One facility had no staff with 
appropriate qualifications, another had two out 
of 26 and the third, three out of 13. The audit 
team concluded that “the failure to provide 
adequately trained staff for the dementia unit 
compromises clinical care and safety of 
residents.” A low level of current first aid 
certificates was also identified at two facilities. 
 
The audit reports for two facilities stated that 
maintaining registered nurse competency was a 
staff responsibility. In one case registered nurses 
had written to the owner about the lack of paid 
provision for ongoing professional development. 
These two facilities also had high use of agency 
nurses and the highest number of issue areas 
within the human resource area and also overall.  
 
The external education opportunities and 
achievements at Facilities G and H stood out. 
The programmes at these facilities were well 
resourced. 
 
All providers had facility managers in place; 
one was an interim manager as the incumbent 
was assisting in another residential facility. 
However, the majority did not have the clinical 
qualification required15 for managing a facility 
providing hospital level of care.  
 
Clinical leadership was identified as a specific 
issue in 50% of facilities. Before going further, it 
is important to understand the responsibilities of 
registered nurses in aged residential care facilities. 
These are itemised in the DHB contract as 
shown in the box in the adjacent column. 
 
Registered nurses in hospitals have additional 
responsibilities in respect of care plans, 
implementation /delegation of nursing tasks and 
providing assistance for staff training needs. As 
can be seen, these responsibilities are 
considerable (assessor, provider, supervisor, 
advisor, resource person and monitor of staff 
competence). In effect the registered nurse is the 
clinical leader and responsible for clinical care 
delivered in the facility. 

                                                      
15 RN or GP with current practising certificate. 

 

Registered nurse responsibilities 

Assessing residents 
• On admission. 
• When health status changes. 
• When level of dependency changes. 
• At each 6 month review date.  
Developing and/or review care plans in 
consultation with the resident and 
family/whanau. 
Advising on the care and administration of 
medicines, possible side effects and reported 
errors/incidents. 
Provide and supervise care. 
Act as a resource person and fulfil an education 
role. 
Monitor the competence of other nursing and 
care staff to ensure safe practice. 
Advise management of staff’s training needs.  
Assist in the development of policies and 
procedures. 

Source: ARRC Services Agreement  

 
Some examples of clinical leadership issues that 
were identified follow. 
 
Facility C 

 
The facility manager, who has no clinical 
qualifications or experience, has made clinical 
decisions beyond the scope of her expertise, and not 
supported the RN in her clinical leadership. This 
has resulted in inappropriate care to residents, failure 
to provide care in a timely manner and non-
compliance with DHB contractual requirements. 
 

Incidents described included an ambulance not 
being called on a registered nurse’s instruction 
for a resident who had fallen, until he 
deteriorated further. The caregivers then rang the 
facility manager to make a clinical decision. In 
another example, a resident fell and caregivers 
put her back to bed with groin pain and skin 
tears and did not call the registered nurse. When 
the registered nurse arrived on duty, she called an 
ambulance. The resident had suffered a fractured 
neck of femur. In addition, the audit team noted 
that instructions from the registered nurse were 
not being followed. The registered nurse left 
instructions for staff to stop using red pen to 
complete residents’ notes in order to comply with 
a NZ Service Standard. This instruction was 
overruled by the facility manager later that day. 
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Facility E 
 
The key issue for clinical practice is the lack of a 
clinical nurse manager [this had not been 
devolved to another RN]. There is a gap in the 
oversight of clinical practise at Facility E. This has 
resulted in a lack of supervision for care staff, 
inadequate monitoring of clinical risks, and no 
analysis of clinical incidents and accidents. At the 
time of the audit, there were significant risks to the 
safety of residents and professional standards of care 
were being compromised. There is no identified staff 
member to ensure that all actions are completed, or 
deal with any issues that arise.  
 

The audit team observed that at times the 
enrolled nurse had phoned the manager for 
clinical advice instead of consulting a registered 
nurse. A Nursing Council requirement is that 
enrolled nurses practise under the direction of a 
registered nurse. This issue had previously been 
identified at this facility in a serious incident 
involving oxygen therapy that resulted in the 
hospitalisation of a resident and was the subject 
of an internal investigation by the provider. 
 
Facility F 

 
The clinical manager overrides professional clinical 
judgements by other Registered Nurses, without 
consultation or assessment of residents. This has 
impacted on staff dynamics.  

 
The problem at this facility was related to the 
competence of the clinical leadership. Incidents 
revealed a lack of urgency by the clinical manager 
to act when resident’s health deteriorated, even 
when presented with evidence of symptoms and 
requests for intervention by staff members.  
 
Facility H 

 
Clinical leadership is not fully resourced, and has led 
to inconsistency in clinical processes and gaps in 
clinical care.  

 
An associated concern was the lack of clinical 
supervision. In one facility, the audit team noted 
that the clinical leadership did not have 
appropriate knowledge of infection control or 
restraint minimisation and safe practice 
standards, resulting in ineffective programmes in 
these areas. It concluded that there was 
inadequate clinical supervision of the clinical 
manager or nursing staff to ensure safe practice.  
 

Clinical supervision was noted as an issue at both 
facilities with sole registered nurse positions, for 
instance:  
 

The RN is a sole practitioner who reports that she 
reviews her clinical decision-making in consultation 
with visiting medical specialists. There are no 
arrangements made ... to assess and evaluate the 
effectiveness of the nursing care provided with her 
peers and/or other experienced nurses.  

 
They further noted that the workload was 
demanding and that there was insufficient clinical 
oversight of caregivers – the registered nurse did 
not routinely read progress notes as part of her 
duties and might miss important clinical changes. 
At these facilities the sole registered nurse 
positions16 were part-time with 24/7 call. The 
other facility provided dementia level of care, in 
addition to rest home care. At this facility, the 
registered nurse had an interim practising 
certificate and needed 60 hours of professional 
development. An opportunity was missed as 
there were no links in place with the registered 
nurses at a nearby facility owned by the same 
provider. 
 
The issues stemming from insufficient or poor 
clinical leadership and inadequate clinical 
supervision were likely more widespread than 
noted in the reports – in six of the eight facilities, 
a clinical leader position was vacant or the 
appointee had commenced duties in the previous 
six months. The status of clinical leadership and 
clinical supervision as presented in the audit 
reports, is outlined in Table 9 on page 22 along 
with other staffing issues. Breaches of staffing 
levels (n=2) and clinical qualifications for facility 
managers providing hospital levels of care (n=5) 
are also shown. 
 
The final issue in this section, ‘relationships’ was 
identified in two facilities. In the first example the 
audit team commented on communication 
breakdowns between management and staff and 
“abusive behaviour by staff to family members.” 
More detail is provided in the second example as 
follows.  
 

Staff, residents and families raised concerns over 
management style, high turnover of staff and 

                                                      
16 The contract requires one RN to be employed where rest 
home and/or dementia level of care services are provided. 
For facilities providing hospital level of care, one RN must 
be on duty at all times. Another clause states that sufficient 
staff must be provided to meet the health and personal care 
needs of all residents at all times. 
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management’s response to complaints. Documented 
issues relating to intimidation and aggression between 
staff members have not been resolved, and there was 
anecdotal evidence of residents being the focus of 
negative attention when they or family members 
lodged formal complaints.  

 
Staff interviewed used words such as “bullying” 
to describe working relationships and there were 
formal complaints about “abusive and 
intimidating behaviour,” which was having an 
impact on the morale of other staff and residents.  
 
Several registered nurses reported serious 
concerns to the audit team about care provided 
to current and previous residents. They claimed 
they had been subject to disciplinary action in 
response to challenging decision-making and 
endeavouring to implement quality 
improvements. One resigned, fearing her 
registration was going to be put at risk. These 
issues were not passed on to Head Office via 
regular facility manager reports. When the 
operations manager did become aware of the 
issues, there was no input forthcoming from 
Head Office.  
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Table 8: Orientation and training  

 

Breaches of DHB contract -  

 Orientation completed In-service Dementia training Training records External training Comment 

Facility A No comment made 
Poor attendance, less than 
50% had attended one or 

more sessions 
N/A 

No central records. Only 12 
of 24 had individual records 

Eight staff Nat caregiver 
cert. 

(but only one cert. viewed) 

Policy to support national 
certificate.  

Lack of first aid certificates 

Facility B Not consistently recorded High attendance levels N/A 
No central records, 

individual records on 
personnel file 

Appropriate training 
commensurate with duties, 
promotes external training  

 

Facility C Not consistently recorded 

No caregivers had 
completed caregiver 
training requirements 

 

None of the 10 staff 
members working in unit 

had dementia units 
As above No comment made 

Lack of first aid certificates 
(three of 14  current) 

Facility D 
No evidence for 75% of 

staff 

23% had attended no 
inservice training 

Organisation policy eight 
sessions per year 

23% previous NZQA units, 
46% were enrolled in new 

NZQA units 
31% not enrolled 

No central or individual 
records kept. Training 

levels could not be 
ascertained with certainty 

Not noted, records not kept  

Facility E 
Inadequate basic 

orientation 
23 out of 40 staff attended 

in last five years 
N/A 

Records in four folders. No 
centralised record  or 
reminder system for 

refreshers 

Enrolled with ACE 
programme, numbers could 

not be verified  

Maintaining HPCA 
competency RN 

responsibility 

Facility F 
Insufficient orientation for 
agency staff for RNs in 

particular 

1/3 staff attended one or no 
sessions 

CEA states six per year 
N/A 

Attendance sheets and 
individual training records 

Three completed ACE  
programme, five due to 

enrol  

Maintaining HPCA 
competency RN 

responsibility 

Facility G No comment made 
50% attended no inservice, 
wide individual variation 0-

34 hrs  

8% completed  previously 
req NZQA units, 73% 
enrolled in old or new 

NZQA unit 
19% not enrolled 

Yes. Electronic summary 
and individual records 

Nine staff Nat caregiver 
cert. 

One staff Level 2 
Foundations course 

Four staff studying Level 3 
Careerforce course 

Nurse Educator employed, 
(also supporting two other 
facilities). Commended for 

encouraging staff to 
undertake further study 

Facility H Yes 
65 of 66 staff had attended 

three or more inservice 
sessions in 2009 

100% ACE dementia 
training 

Yes, trends in attendance 
were monitored 

Nine staff ACE core training 
Six staff ACE stage 2 

training 

Using Careerforce for 
external qualifications, all 
new staff enrolled, fully 

funded, training managed 
by quality manager. 

47% have current first aid 
certificates. 
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Table 9: Staffing requirements and issues 

 

Breaches of DHB contract -  
 

 Facility manager RN or GP Staffing requirements met Clinical leadership Clinical supervision issues Staffing issues noted 

Facility A N/A for rest home level of care 
Yes One RN for rest home (on 
call 24/7). Yes for caregivers  

One  part-time RN (30 hrs week), 
six years experience at rest 

home 

Yes 
Sole practitioner, insufficient 

oversight of caregivers 
No comment made 

Facility B 
No, non clinical  

 

29% RN shifts not covered. No 
comment made re caregiver 

cover  

Five RNs, no mention of clinical 
leader 

 

No 
RNs – informal peer review, 
pharmacists for medication, 
hospice for end of life care  

Nursing cover ongoing issue – 
correspondence between 

provider & DHB 

Facility C N/A for rest home level of care 
Yes, One RN for rest home – on 
call 24/7. No comment made re 

caregiver cover  

One part-time RN (15-18 hrs wk) 
Commenced seven weeks prior 

to audit  

Yes 
Sole practitioner, RN had interim 

practising certificate 

RN contract was still being 
negotiated as hours exceeding 

expectations 

Facility D 
No, non clinical  

 

Yes  
(however, issue with ratios in 

rest home wing due to hospital 
level residents in this area) 

New clinical leader commenced 
three months before audit 

No comment made No comment made 

Facility E 
No, non clinical  

 
11% RN shifts not covered. Yes 

for caregivers  

Vacant for 10 months prior to 
audit 

(Nurse manager contracted until 
2-3 months prior) 

Yes 
E.g. ENs not practising under 

direction of RN 

High use of agency staff for RNs 
and caregivers, 33% of RN shifts 
(in the six months prior to audit). 

A number of staff related to 
facility manager 

Facility F 
No, non clinical  

 

Yes 
(but two hospital beds in rest 

home wing) 

Clinical manager commenced 6 
months before audit 

Yes 
Issues with knowledge and 

inappropriate delegation 
 

High use of agency staff. 
Complaints involving union. High 

turnover, five resignations & 
eight  new staff (in the six 

months prior to audit) 

Facility G 
No, non clinical  

Interim manager in place at time 
of audit  

Yes 
New clinical leader commenced 
1-2 months before audit (after a 

three- month gap)  

Clinical leader undertaking New 
Graduate Nursing Programme at 

MDHB 

Staffing issues had required 
substantial input from the facility 
manager and regional manager 

over past nine months. High 
turnover. 

Facility H 
No comment made, presume 

requirement met 
 

Yes 
Longstanding clinical leader 

vacancy (structure includes two 
clinical leaders) 

No comment made 

Some staff required performance 
management and two RNs were 

being investigated for unsafe 
practice. 
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3.2.4 Clinical 

Clinical issues raised in the audit reports have 
been classified into nine categories, as shown in 
Table 10 below. Extensive failures with the 
delivery of clinical services were identified across 
the facilities, with only Facility B having minimal 
issues. The problems were systemic rather than 
isolated faults and affected the systems that 
supported the delivery of clinical services such as 
medicine management. Many problems were 
found to cause significant risk to the safety of 
residents. Some had already resulted in harm.  
 
Although ‘quality of care’ can be viewed as an 
output and the sum total of all areas / facets of a 
provider’s business,  it has been identified as a 
specific category in this paper in order to capture 
specific findings made about the quality of 
clinical care at the facilities.  

Table 10: Frequency of ‘clinical’ issue areas  

Clinical issues No. of facilities  

Medicine management 8 

Clinical records 8 

Care plans 7 

Quality of care 6 

Clinical observations 5 

Infection control 5 

Restraint 5 

Inappropriate unit 3 

Access / input of other professionals 2 

 
All facilities breached the contract in the 
medicine management area. There were 
multiple issues at each facility, with the type and 
frequency shown in Table 11.  
 
Medication omissions were mentioned in several 
reports. Through a review of the medication 
sheets, the audit team identified that doses were 
missed but these errors were not routinely 
reported as incidents. Several reports also 
mentioned the failure to learn from mistakes and 
make improvements, e.g. staff at one facility 
omitted administering warfarin to a resident over 
a four-day period. The audit team could not find 
any follow-up or investigations on any 
medication incidents for the previous six months, 
and there was no indication of these issues being 
discussed at the registered nurse meetings. They 
concluded that, in the absence of new controls, it 
was likely that more incidents would occur in the 
future. 
 

Table 11: Frequency of medication management issues 

Medicine management issues No. of facilities  

Failure to sign the medication 
administration forms  

8 

Under reporting of medication errors 8 

Failure to regularly check controlled 
drugs  

5 

Consistent errors in administration 4 

Fridges – not monitored,  outside of 
temperature, or not secure in 
hospital wing  

4 

Policy and procedures: Lack of 
policies, inconsistent wording, not 
following organisational policy  

4 

Lack of follow-up investigations 2 

Photo IDs missing 2 

Standing orders not compliant with 
MoH regulations  

1 

Allergies and adverse reactions to 
medications not being recorded 
consistently 

1 

Residents overdue for medical 
medication review 

1 

 
In another example, despite internal audits 
identifying continued issues in this area, 
management had not addressed issues with staff. 
 
Responsibility for oversight of medication 
administration was also identified as a problem in 
one facility where it was the responsibility of the 
facility manager. The audit team found that this 
posed potential risks to residents, as medication 
errors had been undetected and significantly 
under-reported. They found more than 500 
individual errors relating to failure to sign the 
administration sheet in 15 current resident 
medication administration sheets. The audit team 
found one resident had two signing sheets in use 
at the same time. This had resulted in staff 
signing the wrong sheet and some staff signing 
twice. It was not clear whether staff provided a 
double dosage, or whether staff were signing two 
separate sheets for one dose. 
 
Clinical records problems were also identified in 
all eight facilities. All involved multiple breaches 
of the contract. The frequency of issues is shown 
in the following table. 

Table 12: Frequency of clinical records issues  

Clinical records issues No. of facilities  

Progress notes 6 

Admission agreements 5 

Informed consent 3 

Discharge documentation 2 

Missing documentation 2 
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Non-compliances relating to progress notes were 
mainly omissions such as designation, date, time 
of entry, signature, use of initials rather than a 
signature, or not using the resident’s full name. 
Of a more serious nature were the following 
examples in two facilities: 

• Progress notes being updated retrospectively, 
with the notes in a filing basket ready to be 
completed – three shifts had failed to 
complete progress notes. One resident's 
clinical records contained another resident's 
progress notes. 

• Comments in residents’ notes were found to 
be inappropriate and to reflect a lack of 
knowledge of residents’ needs and rights.  
The comments included multiple examples 
of staff ‘telling off’ residents for behaviour 
related to their health needs (such as 
incontinence or inappropriate verbal 
expressions) and denying residents access to 
fluids when they asked for them. 

 
Admission agreements are a contract 
requirement. They were absent in samples of files 
reviewed in two facilities. In other facilities, the 
gaps were missing information and / or being 
signed after admission date, up to two years in 
one case.  
 
Informed consents were missing for some 
residents in one facility (a breach of legislation) 
and not completed consistently on admission in 
the other two facilities.   
 
In one of the two cases where discharge 
documentation was identified as a problem, the 
auditors found no evidence of discharge planning 
despite significant clinical risks. In the other 
facility, discharge of clients to other residential 
facilities was not managed in accordance with 
organisational policy and there was no evidence 
that any of the required forms was completed. 
 
Missing admission documentation was identified 
in two facilities for respite care clients. 
Information was either absent or not updated on 
each admission. In both cases, this was revealed 
by investigations and was found to have led to a 
failure to identify the residents’ needs and to 
contribute to sub-optimal delivery of care. 
 
The implications of sub-standard records are 
stressed in a summary statement about one 
facility’s clinical records: 
 

Overall the notes kept for residents do not meet 
Health Record Standards. Without sufficient and 
accurate documentation, appropriate decisions about 
the care of the resident cannot be made. Clinical care 
could be compromised due to poor record keeping by 
staff. 

 
Contract requirements for care plans were not 
met in seven facilities. Problems included a 
failure to complete within timeframes following 
admission or at six months (n=5), or when health 
status changed (n=2), or were of insufficient 
quality to guide quality service delivery and 
clinical care – all were breaches of the contract. 
Examples of respite care clients not receiving a 
re-assessment on each admission as required was 
found for two providers. In one facility, an 
enrolled nurse was found to have completed two 
plans for dementia residents (contract specifies 
registered nurse), the care plans of two deceased 
residents were not reviewed when their 
conditions deteriorated and one of the 
medication charts was not altered. The 
resuscitation status of one of these two residents 
was also not altered.  
 
Clinical observation issues were identified at 
five facilities and were most commonly related to 
the failure to routinely weigh patients. One 
facility did not have a set of scales that could be 
used for residents who could not stand. This is a 
breach of contract. In one facility, although the 
clinical manager advised there were no residents 
weighing less than 40kg, the audit team identified 
two, one in the rest home and one in the 
hospital. Neither was being weighed each month 
as required, and one had no documented care 
plan relating to nutritional requirements or 
interventions to increase her calorie intake. There 
was no involvement of a dietitian. In the main, 
facilities were breaching their own policies. 
 
Infection control breaches were found in five 
facilities. The issues were varied. One provider 
did not have an infection control programme,17 
which is a breach of the NZ Standard and was 
not practising ‘standard precautions.’ At another 
facility, the clinical leadership did not have 
adequate knowledge of infection control. The 
facility itself was a barrier for a third provider, 
where there was a lack of basins for hand 
washing – there was none in the staff toilet. A lax 

                                                      
17 This includes having a committee, access to a medical 
practitioner with expertise in infection control, relevant 
policies and procedures, education of staff and surveillance 
of infections. 
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attitude to infection control was observed at 
another facility, e.g. laboratory specimens from 
residents were kept in the kitchen refrigerator, 
cats and dogs were found in the kitchen on 
several occasions by the audit team, and staff 
made no attempts to remove them. Staff were 
reminded by the audit team to wear hair 
coverings, although multiple staff used the 
kitchen as a thoroughfare without appropriate 
hair coverings. 
 
Two facilities had had recent norovirus 
outbreaks. At one facility where 43% of residents 
were affected, no report was completed and there 
was no mention of the occurrence in the quality 
meeting minutes. At the other facility, all 
residents and three staff displayed symptoms and 
the audit team noted that the spread of 
symptoms to all residents did not reflect ideal 
isolation and infection control. Although the 
public health department was notified, the 
MDHB portfolio manager was not contacted as 
required in the contract.18  
 
At Facility H, it was noted that infection control 
and prevention was well managed, with 
appropriate infection control requirements. 
 
There were major deficits in relation to restraint 
minimisation and requirements. One organisation 
had developed policy and procedures that did not 
comply with the NZ Standard. There was no 
formal group established to approve all forms of 
restraint, monitoring of restraint use was not 
consistently documented by staff and there was 
no formal review of restraint use by the facility. A 
certification audit five months before required a 
comprehensive evaluation of the restraint 
programme. Although the timeframe had nearly 
expired, the review had not occurred and there 
was no planning for this in the near future. A 
review of notes revealed examples of residents 
being left for up to five hours without breaks for 
toileting or release from the restraint. Another 
provider had not assigned responsibility for 
restraint to any staff member, restraint methods 
were not being approved and individual review of 
restraints was not occurring. 
 
In two other facilities, rest home or hospital 
residents had been moved to the dementia unit 

                                                      
18 The facility is required to notify the DHB of any 
significant risks or significant issues upon becoming aware 
of them. 

for care during the day and were being 
‘environmentally restrained.’19  
 
The last example was where restraint was not 
being appropriately managed for one client, due 
to the facility not perceiving the method used, a 
rubber wedge, as restraint.  
 
In three facilities, audit reports identified that 
some residents were receiving the wrong level of 
care, such as: 

• The facility utilised rest home beds for 
hospital level clients, in excess of their MoH 
certified hospital bed volumes. Of the 18 
hospital residents, five were located in the 
rest home and one in the dementia unit. The 
ratio of non-registered staff to residents in 
the rest home wing was viewed as 
insufficient, given the needs of hospital level 
residents in this area. 

• A dementia unit respite care resident was 
accommodated in the rest home overnight 
rather than in the dementia unit. This had 
occurred for the last five admissions. 

• There were incidents in the past year when 
residents cared for at the facility may have 
had health needs beyond the capacity of the 
staff and resources. This included residents 
with mental health issues and palliative care 
needs. 

• Dementia unit residents were frail and might 
need reassessment for hospital level care.  

 
Access / input of other professionals was 
found to be inadequate in two facilities. There 
was limited external input into residents’ care in 
the dementia unit in one facility.20 The other 
issues raised were three-monthly medical reviews 
not occurring for all residents, the site-specific 
policy on medical cover in the medication manual 
being out of date and listing the wrong GP 
service.  
 
Evidence of where residents had received sub-
optimal care was found in six of the eight 
facilities and examples are found throughout this 
report. As stated in the introduction to this 
section, quality of care was identified as a 
specific category in order to capture audit report 

                                                      
19 The Health and Disability Services Standards require that 
locked units ensure that residents using the service continue 
to meet the service criteria following entry and that any 
resident who does not meet the criteria has the means to 
independently exit the unit at any time. 
20 The DHB psycho-geriatrician does not undertake routine 
visits or provide regular input into care.   
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findings made about the quality of clinical care at 
the facilities. 
 
What residents are entitled to can be found in 
legislation, the DHB contract and other sources 
such as those defined as ‘Good Practice’ in the 
NZ Standard. Some summary requirements are 
shown in the following box. 
 

 
Some examples from the reports that illustrate 
poor quality of care by facility follow.  
 
Facility A 

 
A review of the clinical care at the facility by the 
audit team identified problems with current clinical 
systems and non-compliances with clinical policies 
and procedures, which require correction. In addition, 
the reliance on a sole RN for all clinical decisions, 
without peer review is also a risk to the organisation.  

 
An investigation of a complaint found that a 
resident was not provided with an appropriate 
standard of care by the facility. 
 
The health status of the resident had changed in 
the last few days of his life and the caregivers did 
not recognise the seriousness of Resident A’s 

condition to be sufficiently concerned to tell the 
registered nurse. Symptoms included black runny 
bowel motions, changed respiratory status, 
refusing food and feeling unwell. Although 
caregivers documented the change in the daily 
progress notes, they did not complete the Care 
Alert Form which was a system that the 
registered nurse had implemented. The registered 
nurse also failed to act on the warning of the 
NASC service coordinator that the resident was 
unwell. Statements made by the EPOA were 
found to: 

 
...indicate instances of neglect and abuse and suggest 
Resident A’s rights were not respected.”21 

 
The audit team concluded that Resident A’s 
deteriorating health should have been picked up 
by staff and he should have been reviewed by the 
registered nurse and medical staff and: 
 

The failure of systems to identify, report, monitor and 
review the health status of Resident A during his 
stay at the facility has affected the standard of care he 
received ... the clinical alert systems and clinical 
oversight at the facility needs to be reviewed as a 
matter of urgency.  

 
Facility C 
 
Incidents were described that indicated that 
quality of care was compromised by problems 
with clinical responsibility and caregivers who did 
not recognise potentially serious injury. There 
were examples of the registered nurse not being 
called to assess residents who had been injured 
and, when called, her instructions not being 
followed. The facility manager who had no 
clinical background was found to be making 
clinical decisions and overruling the registered 
nurse. This was found to present significant risks 
to the residents at the facility.  
 
In addition to these incidents, the audit team 
witnessed the facility manager making clinical 
decisions regarding an admission for a person 
post-angioplasty that the registered nurse and 
audit team identified as clinically inappropriate. 
The facility did not have the necessary 
equipment, staff knowledge was inadequate and 
there was the potential for serious harm, had this 
person been admitted.22  

                                                      
21 The audit team believed the statements made by the 
EPOA were credible. 
22 The admission was eventually declined once the RN 
became aware of the situation. 

Health and Disability Services Standard 
NZS 8134.1:2008 

 

Consumers receive services of an 
appropriate standard. 

 
 
 

Support and care provided by you must be 
focused on the Subsidised Resident and 
delivered in a timely and competent 
manner. 
 
Your routines and practices within the 
Facility must reflect as much as possible 
community norms, encourage each 
Subsidised Resident’s autonomy, respect 
their dignity and privacy and meet their 
cultural requirements, and be documented 
in the Care Plan. 
 
Your staff must be available at all times to 
meet the needs of the Subsidised 
Residents, as identified in the Subsidised 
Residents' Care Plans and when necessary. 
 

Age Related Residential Care Services 
Agreement (DHB Contract) 
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The dementia unit did not provide 
comprehensive care for residents with dementia 
who displayed difficult behaviours. The 
behavioural management plans and activities for 
dementia unit residents showed a lack of 
knowledge of appropriate strategies and cognitive 
management by staff. Residents were requested 
to be transferred if they displayed difficult 
behaviours. There was limited external input into 
the dementia unit residents’ care. There was no 
evidence staff in the unit had completed 
appropriate training and the unit lacked 
leadership from staff with specialist interest and 
qualifications in dementia. The view of the 
auditors was that residents were receiving a sub-
optimal level of dementia care and that care did 
not meet the requirements of the DHB contract. 
 
Comments in resident’s notes were found to be 
inappropriate and reflect a lack of knowledge and 
respect for residents’ rights. The audit team 
recommended immediate training on the rights 
of residents and abuse and neglect of consumers.  
 
Facility D 
 

The review of the sample of resident files and review 
of clinical documentation, policies, procedures and 
forms verified that clinical care does not fully comply 
with DHB contractual compliances, good practice or 
established facility policies.  
 
...Staff are not fully aware of good practice in some 
areas and national guidelines are not being followed. 
Medication management, particularly the 
documentation for administration and standing 
orders is not consistent with good practice.  

 
Specific examples from the file review were: 

• No concern over weight loss for a resident 
who had lost over 10 kg over an eight-month 
period. This was despite the care plan 
identifying the resident as having the 
potential for malnutrition, being a 
choking/aspiration risk, having swallowing 
difficulties and needing assistance with food 
and fluids. 

• Residents assessed as hospital level of care 
and requiring two-person cares being nursed 
in the rest home area where only one 
caregiver was on duty. The audit team also 
observed this situation during the site visit 
and stated that the consequence was 
residents being under continual lap belt 
restraint, and not being walked regularly. 

 

The audit team reviewed an internal investigation 
for a resident who has passed away. There was 
no medical history on the resident’s file despite 
22 respite care admissions over the previous five 
years. Findings of the audit team were: 

 
...the complaint alleging appropriate care was not 
provided to Resident A could be upheld. This was 
due to a failure to staff at Facility D to obtain 
relevant medical information and update care plans 
to identify the resident’s needs. In addition, 
accommodating the resident in the Rest Home wing 
rather than the Dementia Unit did not meet their 
assessed level of needs and ensure resident safety. 

 
Facility E 
 
The audit team was told that registered nurses 
had resigned due to an unsafe working 
environment. Other staff expressed concerns 
about the poor standard of care provided to 
residents. In respect of continence services, there 
were complaints by agency nurses of insufficient 
products available and complaints from families 
of residents found with wet beds and clothing. 
The audit team verified that no continence 
assessments had taken place in the previous 12 
months – a contract requirement. Continence 
nurses from the DHB had never been involved.  

 
The audit team verified a report produced by the 
facility on a complaint related to oxygen therapy. 
They found that seven of the nine remedial 
actions could not be verified as fully 
implemented and that “the use of oxygen therapy 
at Facility E does not have appropriate controls 
and remains high risk.” 
 
The report stated that there was inadequate 
monitoring of clinical risks, no analysis of 
incidents and accidents and: 
 

There were significant risks to the safety of residents 
and professional standards of care were being 
compromised. There were documented incidents of 
clinical errors that have occurred in the past, and as 
there had been no implementation of controls 
following the incidents, it is likely that these will 
continue to occur, causing harm to residents. 
 

Facility F 
 
Aspects of clinical care were identified which 
were not compliant with current accepted good 
practice or organisational policy including: 
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...medication management, ensuring progress notes 
are completed each shift, monitoring weights of 
residents below 40kg, infection surveillance 
techniques, restraint minimisation approval and 
documentation, under-reporting of incidents, and care 
of clients which is below acceptable standards. 
 

Furthermore, that reported symptoms and 
deteriorating health were not acted upon in a 
timely manner. Verifiable incidents included: 

• A resident with a suspected urinary tract 
infection did not have a specimen sent to the 
laboratory for testing for more than three 
days after symptoms appeared, despite 
requests from caregivers and the audit team. 

• A resident reporting symptoms of a fractured 
neck of femur which were documented by 
staff for 24 hours and four shifts before x-
rays were sought. 

• Several incidents when family was not 
notified when a resident’s health deteriorated 
significantly. This resulted in residents dying 
without family members present. 

 
Facility G 
 
Issues identified in a complaint to the Health and 
Disability Commissioner were substantiated and 
findings of the audit team included: 
 

The admission and care of the respite client in 
question did not meet appropriate standards of care, 
and the client was put at risk through the actions of 
Facility G staff.  

 
Errors included the failure to obtain relevant 
medical information prior to admission, failure to 
adequately document care plans, failure to notify 
the family or the resident’s GP of incidents, and 
delays in providing medical treatment for the 
resident. 
 
The audit team also maintained that the resident 
would likely not have been accepted in the first 
place for respite care, if the appropriate 
information had been obtained so that an 
adequate assessment of the resident’s needs and 
risks could be made. 
 
The audit team identified systemic issues at this 
facility and found that specific areas of clinical 
care, including medication management and 
clinical records, required strengthening. The 
report noted that management was aware of 
issues in this area and had implemented plans to 
address them.  

3.2.5 Quality  

A quality improvement programme is a 
requirement of the DHB contract. The most 
common areas covered in the reports were 
incidents / accidents and internal audit which 
feature in this section, along with process 
improvement and complaint management 
(discussed last).  
 
There were major quality issues across the 
facilities, with only two reports (for Facilities B 
and H) remarking that quality systems were 
compliant or generally sound.  

Table 13: Frequency of ‘quality’ issue areas  

Quality issues No. of facilities  

Incidents / accidents 6 

Complaint management 6 

Internal audit 5 

Process improvement 4 

 
Several facilities owned by large organisations 
were noted to have a comprehensive quality 
programme for their facilities, including internal 
audits, benchmarking, quality improvement 
projects and quality meetings. Two facilities had 
designated quality roles; in one case the quality 
manager also took responsibility for quality at 
two other facilities. Quality at another facility 
owned by a large organisation was managed at 
both facility and Head Office level.  
 
All facilities recorded incidents / accidents and 
had an internal audit programme. There appeared 
to be no standardisation of policy and processes 
across the sector in general, e.g. different 
classification systems were used for data 
collection. On the other hand there was some 
standardisation across two of the larger 
organisations which undertook benchmarking. 
Facilities owned by the third large organisation 
had individual systems – the auditors viewed this 
as inefficient.  
 
Problems with incident / accidents systems 
were identified in six facilities and included 
inaccurate and under-reporting of data, no 
analysis of trends or inaccurate trend analysis due 
to the data problems, lack of follow-up when 
issues were identified and lack of identification of 
targets or what signifies a ‘pass.’ 
 
Under-reporting was found at six facilities. 
Medication errors have been mentioned earlier, 
but other omissions were found – falls were only 
being recorded as an incident / accident in one 
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facility. No trend analysis was taking place at 
several smaller facilities.  Where it was occurring, 
the audit team commented that accuracy was 
suspect due to under or inaccurate reporting. In 
one facility, a succession of staff had developed 
forms and there were significant duplication and 
transcribing errors. Examples of failing to follow 
up on issues identified on trend analysis included: 

• A rise in the total number of incidents over 
the past six months especially falls and skin 
tears. Two clients with falls were reviewed 
and there was no evidence of a review of falls 
risk occurring. The audit team found that 
forms were completed at the time of the 
incident but Part 2s (action taken by 
manager, investigation or follow-up required) 
were all blank.  

• Medication sheet errors were consistently 
high over the past nine months and the error 
of not giving medication rose sharply. Skin 
tears and falls had also risen over this period. 
There was no analysis of why this occurred 
or what steps had been taken to manage 
these problems.  
 

Internal audit programmes were inadequate and 
in need of significant improvement in five 
facilities. 
 
Often audits were completed by one employee 
and for areas for which he or she was 
responsible. This was seen as open to bias and 
primarily a self-assessment of his or her own 
performance (n=4). Similar to incident / 
accidents, several reports commented on the lack 
of expectations, i.e. pass/fail or requirement to 
repeat. There was a failure to verify results and in 
two reports the audit team commented on the 
inconsistencies between the findings of the TAS 
team and the internal audit programme.  In some 
cases, boards were receiving no information and 
in other cases, the information was incorrect. The 
programmes themselves were found to be 
ineffective in identifying key risks, for example: 

• The current schedule is not risk based and audit tools 
are not comprehensive, and do not link with the 
current data recording system for incidents, accidents, 
infections and medication errors.[This had been 
identified as an area for improvement and 
work had commenced to remedy this]. 

• The programme was not based on risks, key areas 
were omitted from audit tools and staff were auditing 
areas for which they had responsibility. The internal 
audit programme was not robust, independent or 
providing adequate information for the Directors on 
service provision. Directors were not aware of the 

unmitigated risks evident at the facility, and these 
risks have not been addressed. This has resulted in 
harm to residents. 

• The internal audit programme for...is ineffective. 
Reported data is inaccurate, with under reporting of 
incidents and accidents, and a lack of communication 
on serious issues at the facility.   

• The internal audit function is weak. The majority of 
audits are undertaken by one employee, which may 
result in bias. There is a lack of expertise for 
auditing of specialist areas. There is no verification of 
information reported by the Board. The Board has 
not provided input into the internal audit framework 
to identify key risk areas for focus, or the level of 
reporting required for Board meetings.  

• The internal audit results for these areas should have 
resulted in immediate action to improve compliance. 
The audit team found limited evidence of issues being 
raised and actions being developed. The continued 
poor results verify that the quality improvement 
system has not been effective for these areas. It is 
unclear to the audit team why these results did not 
trigger immediate action from senior management 
prior to the external audits... 

 
Examples of benchmarking were provided by the 
larger organisations. In one example, 
benchmarking had been undertaken based on a 
NZ Standard.23 However, data had not been 
standardised as required, or split between aged 
care and dementia care despite thresholds for 
both in the Standards. Analysis completed by 
TAS identified fall rates in the dementia unit 
consistently higher than the national threshold. 
This trend had not been identified by the 
organisation. 
 
A lack of process improvement has been 
touched upon above, with comments about lack 
of follow-up. Further observations in the reports 
were: 

• Established quality improvement mechanisms of 
analysing data, reporting results and creating action 
plans had not resulted in effective improvements in 
these key areas. 

• Inadequate investigations of complaints, incidents and 
accidents. Trends were not analysed, causes not 
identified and controls or process improvements not 
implemented. 

• While the generic quality system is sound, at a facility 
level it is reactive to issues and not proactive in 
identifying high risk areas, extending monitoring and 

                                                      
23 Categories were falls, medication errors, pressure ulcers, 
UTIs and weight loss. 
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re-auditing to identify causes or remedy issues in a 
timely manner. 

 
Six facilities performed poorly in the complaint 
management area. There were multiple non-
compliances and all involved breaches of the 
DHB contract and legislation. Most providers 
had documented policies and procedures which 
were not being fully utilised. Commonly, letters 
of acknowledgement were not sent or did not 
meet timeframes, information was not provided 
about advocates and appeal and there was no 
documented outcome. There was evidence of 
missing complaints at five of the six facilities and 
significant under-reporting, e.g. at one facility 
resident files and a communication book 
identified a number of complaints which did not 
go through the complaints process. At another, 
no complaints by residents were recorded in the 
complaints file – residents had advised the audit 
team that they had complained about call bells 
not working, problems with food and the level of 
care. In general, informal or verbal complaints 
were not documented. A typical example was: 
 

... the complaints which were made to MidCentral 
DHB which pre-empted the special investigation 
were not recorded in the complaints log. Only four of 
the seven complaints were responded to in writing, 
acknowledging their complaint as required by the 
HDC Code of Consumers Rights. While one of the 
seven complaints is still being managed, there was 
evidence of only one complaint where the outcome was 
documented and a letter sent to the complainant. 
However, even in this case, the template for advising 
complainants of outcomes was not used and the 
complainant was not advised on how to take the 
matter further. The remaining four complaints were 
managed with verbal discussions and meetings, with 
no evidence of documented outcomes. 

 
At one facility, the audit team found that a letter 
to a family member misrepresented the action 
taken by the facility manager. At this facility 
residents who had complained stated that they 
were ignored by the facility manager for long 
periods if they raised concerns.  
 
There was also evidence of inadequate 
investigation, which was specifically noted in four 
reports. No evidence of any investigations for the 
previous six months was found in one facility, 
“despite some of the complaints being of a 
serious nature and related directly to the safety of 
residents.” Another example was a review of an 
internal investigation into the care of client who 
passed away.  

 
...the internal investigation was not carried out in a 
timely manner, omitted key information and was not 
comprehensive. The investigation report failed to 
address key procedural failings... 

 
Residents’ meetings are forums for residents to 
express their views and avoid the need to make 
complaints. The audit reports for two facilities 
stated that meetings were effective with evidence 
of follow-up actions occurring. The meetings at 
these facilities were led by an independent person 
who was not employed or associated with the 
facility. In contrast, at another facility, meetings 
were chaired by the facility manager. Residents 
told the audit team that they felt they had no 
independent forum in which to express their 
views. A review of the meeting minutes revealed 
that the forum was used by the facility manager 
to issue instructions such as “Residents must not 
help other residents...This practice must cease. It 
will be closely monitored." The audit team stated 
that: 

 
This type of instruction in residents' minutes could be 
interpreted as intimidating...The notes read as a 
series of lectures by the Facility Manager. There was 
little evidence of resident input in the minutes.  

3.2.6 Premises 

Concerns about premises were related to call bell 
systems, heating / lighting, room sharing and 
general (e.g. layout) as shown in the following 
table. Overall the auditors had less concern about 
premises, three facilities had no issues at all 
identified in this area and a fourth facility had a 
single issue identified which was rectified during 
the audit – residents sharing rooms in the 
dementia unit which requires written consent. 

Table 14: Frequency of ‘premises’ issue areas  

Premises issues No. of facilities  

General facility 4 

Call bell system 3 

Heating /lighting 3 

Room sharing 1 

 
General facility issues were raised for four 
facilities and included the layout and size of 
certain areas. Disjointed buildings resulted in 
difficulty monitoring residents (n=2) and some 
areas, such as lounges, being too small for the 
number of residents. There were concerns about 
a fire exit being blocked in one instance. Two 
facilities did not provide a home-like atmosphere, 
e.g. furniture and rooms in need of maintenance 
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and lack of personal items in residents’ rooms. 
Staff working areas in one facility were too small, 
with inadequate storage for documents, including 
residents’ files.  
 
In two of the three facilities with call bell 
system problems, the bell could not be heard in 
some parts of the building, e.g. from the 
dementia unit in one facility. The third system 
was functioning, but not all call bells had cords 
which allow residents who have fallen to 
summon assistance. 
 
Three facilities had no thermostatically controlled 
heating system and the audit team stated that 
heating was inadequate at times. At one facility 
the audit team consistently turned heaters on for 
a resident who was trying to keep warm. When 
they returned later the heaters had been turned 
off again. Poor heating had been formally raised 
by residents and families at this facility. The 
minutes of the residents’ meeting recorded the 
facility manager’s response as “rooms that are 
closed up with heaters left on is not healthy.”  
 
Lighting problems were a problem in one 
facility where staff stated that poor corridor 
lighting meant having to use a torch to administer 
medicines from a medicine trolley. 

3.2.7 Services 

The non-clinical services of food, cleaning, 
laundry and diversional therapy are covered in 
this section; Table 15 shows the breakdown 
across the facilities. Like premises, there were 
fewer concerns in this area. In the two most 
recent audits, the auditors noted that the facilities 
were either compliant or had services of a high 
standard.  

Table 15: Frequency of ‘services’ issue areas  

Services issues No. of facilities  

Food services 4 

Laundry 2 

Cleaning 1 

Diversional therapy 1 

 
Food services was the key area where breaches 
of the contract (n=4) and legislation (n=3) were 
found. This included: 

• No food safety plans in place (n=2). 

• Expired drinks for diabetics being still 
accessible for resident use. 

• A kitchen refrigerator consistently freezing 
food. 

• Practices not meeting food safety guidelines 
for infection control, cool room 
temperatures exceeding recommended levels, 
inappropriate storage of laboratory 
specimens in the kitchen refrigerator. 

• Residents unable to hold drinks were 
observed being left unattended. Staff 
confirmed that residents were not assisted at 
morning or afternoon tea with holding of 
drink containers or feeding. 

• Food not hot enough, with meals placed on 
trolley up to 15 minutes before being taken 
to residents’ rooms. Resident meeting 
minutes showed this had been an ongoing 
concern, along with the type of food, but this 
problem had not been acted upon. 

 
Laundry issues (n=2) were related to inadequate 
separation of clean and dirty areas (an infection 
control risk). The suggestion was made that one 
provider would provide an environment more 
responsive to residents’ needs if resources in 
cleaning and diversional therapy were 
increased.  
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3.3 Breaches 

Many of the issues identified in Table 4 and 
discussed in the themes analysis were breaches of 
the DHB contract and Good Practice. Some 
were also breaches of legislation. As outlined in 
section 1.4 the audit reports for facilities B, C, D 
and G24 had tables identifying breaches in these 
three areas. For facilities A, E, F and H, a lead 
auditor from TAS reviewed the categorised issues 
and identified the breaches. 
  
A breakdown of breaches is provided in Table 16 
and legislation and DHB contract breaches are 
graphed in Figure 1. There is some correlation 
between the total number of areas where issues 
were raised and the number of DHB contract 
breaches. As in the themes analysis, Facilities B, 
G and H had the smallest number of breaches 
(however governance and financial areas were 
excluded from the audit scope for G and H). No 
pattern emerged for legislation breaches which 
involved much smaller numbers. Analysis of the 
type of legislation breaches showed these were 
related to: 

• Employment contracts (n=7). 

• Complaints procedures (n=6). 

• Food safety (n=3). 

• Health records (n=2). 

• Appropriate standard of care (n=1).  

• Resident’s health needs not matching level of 
care that facility was certified for (n=1). 

• Enrolled nurse scope of practice (n=1). 
 

Table 16: Summary of breaches 

Facility 
Breach of 
legislation 

Breach of 
DHB contract 

Breach of 
Good Practice 

A 3 25 11 

B
1
 4 14 13 

C
1
 3 19 22 

D 2 17 23 

E 3 29 9 

F 2 25 5 

G 3 9 10 

H 1 14 2 

Total  21 152 95 

Note 1 – This provider owned 2 facilities. The report 
identified generic breaches (legislation-1, MDHB contract-6, 
Good Practice-10) which were added onto the individual 
facility breaches. 

                                                      
24 Reports completed from mid-2009. 

Figure 1: Breaches of legislation and DHB contract 

 
 
The reports from mid-2009, covering four 
facilities, applied a risk rating to each finding. A 
summary is provided in the table below.  

Table 17: Summary of ‘findings’ risk ratings 

Facility 
High 
Risk 

Med 
risk 

Low 
risk 

Compli
ant 

Total 

B 7 5 7 4 23 

C 11 6 6 0 23 

D 12 10 3 5 30 

G 5 6 3 4 18 

Total  35 27 19 13 94 

 
Three quarters of the non-compliances fell into 
the high and medium risk categories; 43% were 
high risk, 33% were medium risk and 23% were 
low risk. Refer Appendix C for the risk rating 
definition. High risk includes the criterion that 
the impact and likelihood of the event occurring 
may result in “serious risk to client / patient 
safety.” 
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4. Conclusion 
The recent report released by the Office of the 
Auditor-General, ‘Effectiveness of arrangements 
to check the standard of services provided by rest 
homes,’ states that: 
 

Audits of rest homes can never eliminate the risk of 
poor care. Audits can only establish whether, at a 
particular point in time, rest homes have the systems 
and processes in place to minimise the risk (pg. 5, 
2009). 

 
The analysis described in this paper showed there 
were significant issues with systems and 
processes in the rest homes subject to special 
audits in the MDHB. The audit team found that 
many problems had caused significant risk to the 
safety of residents. In some cases harm had 
already resulted – there were numerous examples 
where care did not meet standards including 
breaches of residents’ rights and instances of 
abuse and neglect. 
 
However, it should also be acknowledged that 
there were examples of good performance in 
some areas of the organisations. In particular, 
there were two facilities (B and H) where care 
was found to be appropriate or “had not been 
compromised.”  
 
There was some relationship between the size of 
the provider organisation and performance. 
However, while the larger providers did fare 
slightly better overall, Facility B was owned by a 
small local provider. This provider also owned 
Facility C which in contrast came out quite badly. 
Similarly, one large organisation featured in the 
group of four facilities with the highest number 
of issues. 
 
Summary themes from the analysis follow. 
 
Theme 1 – The issues were extensive and 
serious 

• The issues were numerous and wide-ranging. 
The problems were systemic rather than 
isolated and many facilities had problems 
that affected most facets of organisational 
performance. Facilities A, C, E and F had the 
highest volume and most serious issues. 

• The nature of the breaches was often major 
and resulted in an unsafe environment for 
residents. 
 

Theme 2 – Governance and management 
were ineffective and not focused on clinical 
services  

• Governance issues were significant. 
Performance monitoring and attention to 
risk management, especially in the area of 
clinical and quality performance, were 
lacking.  

• Financial management and controls were 
inadequate in the facilities owned by the 
smaller providers. 

• Facilities owned by larger organisations had 
more systems and processes established. 
However, in many cases this was not 
sufficient to protect residents, as lapses often 
occurred because organisational policy was 
not followed.  

• Competence and other issues that arose were 
either not addressed adequately or sometimes 
not addressed at all. 

• A general lack of understanding of the 
requirements of the DHB contract and, in 
some cases, the legislation was present at all 
levels in some organisations. 
 

Theme 3 – Clinical leadership was deficient 

• It is well recognised that clinical leadership 
and quality services go hand in hand. Clinical 
leadership and supervision was a significant 
issue across the facilities. It is likely no 
coincidence that in 75% of facilities the 
clinical leader position was either vacant or 
filled by a relatively new appointee.  

• A number of facility managers did not 
understand where the responsibility for 
clinical decision-making rested and that they 
had a responsibility to deliver clinical services 
to a certain standard.  

• There was insufficient resourcing of nurses 
in some cases. The facilities providing rest 
home services only were employing one part-
time registered nurse and had no supervision 
arrangements in place.  

• Supervision of caregivers was inadequate and 
in many cases caregivers were given 
responsibilities beyond the scope of their 
role. 

 
Theme 4 – Clinical quality was sub-standard  

• The non-compliances in the clinical area 
were substantial and affected all facilities. In 
some categories, e.g. medicine management, 
clinical records and care plans, there were 
many types of faults. 
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• Multiple verified examples of sub-optimal 
care received by residents were found. 

• Often shortfalls had previously been 
identified and not been acted upon. 

• There was insufficient consideration given to 
quality systems. In Facilities B and H where 
care was found to be appropriate, the audit 
team found that quality systems were 
compliant or generally robust.  

 
Theme 5 – Human resources were 
undervalued  

• The non-compliances in this area were also 
substantial with numerous failures in some 
categories. Only Facility H performed well 
overall.  

• Five of the six facilities providing hospital 
level of care did not have a facility manager 
with the required clinical qualification. 

• Inadequate recruitment / appointment 
processes were commonplace. In most cases 
processes were in place but not used by 
management. 

• Insufficient priority was placed on staff 
competency and all facilities except B and H 
did not meet training requirements.  

• Many facilities had significant staffing issues 
such as turnover. 
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Appendix A – Identification of facilities 

 

Facility Name 

Facility A 
Karina Rest Home 

Palmerston North 

Facility B 
Woodlands 

Fielding 

Facility C 
Woodlands 

Palmerston North  

Facility D 
Aroha Lifecare 

Palmerston North 

Facility E 
Ranfurly Manor 

Fielding 

Facility F 
Peppertree Home and Hospital 

Palmerston North 

Facility G 
Brightwater Home 

Palmerston North 

Facility H 
Levin Home for War Veterans 

Levin 
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Appendix B – Abbreviations and definitions 

ACE Aged Care Education programme for support workers offered by the Health 
Education Trust (HET), a private training establishment.  

Angioplasty An operation to repair a damaged blood vessel or unblock a coronary artery. 

ARC or ARRC Aged residential care or age related residential care.  

Age related residential care services including 24 hour provision of hotel 
services and personal care, in the following categories: 

• Continuing care (hospital) (being “hospital care” as defined in section 4 of 
the Health and Disability Services (Safety) Act 2001). 

• Specialist Dementia Services. 

• Rest home care (in both cases being “rest home care” as defined by 
section 6(2) of the Health and Disability Services (Safety) Act 2001). 

Source – Age Related Residential Care agreement between DHBs and providers. 

DAA Designated audit agency. An auditing agency designated under Section 32(1) of 
the Health and Disability Services (Safety) Act 2001. 

DHB District Health Board.  

EN Enrolled nurse. 

EPOA Enduring Power of Attorney.  

GP General Practitioner. 

Good Practice 

 

The current accepted range of safe and reasonable actions that result in 
efficient and effective use of available resources to achieve quality outcomes, 
and minimise risk for the consumer. 
Current accepted good practice should also reflect standards for service where 
delivery (sic) these exist. This may include but is not limited to: 

a) Codes of practice. 
b) Research / evidence / experience-based practice. 
c) Professional standards. 
d) Good practice guidelines. 
e) Recognised / approved guidelines. 
f) Benchmarking. 

Source –Health and Disability Services (General) Standard NZS 8134.0:2008 

HDC Health and Disability Commissioner. 

HPCA Health Practitioners Competency Act. 

HR Human resources. 

MDHB MidCentral District Health Board. 

MoH Ministry of Health. 

NASC Needs Assessment and Service Coordination agency. This agency performs a 
needs assessment under MOH guidelines and then this information is used to 
identify appropriate services for the person funded through Disability Support 
Services including aged residential care. 
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Norovirus A virus responsible for most epidemic non-bacterial outbreaks of 
gastroenteritis around the world and may be responsible for about half of all 
foodborne outbreaks of gastroenteritis. Norovirus affects people of all ages. 
The viruses are transmitted by faecally contaminated food or water and by 
person-to-person contact. Outbreaks of norovirus infection often occur in 
closed or semi-closed communities, such as long-term care facilities, overnight 
camps, hospitals, prisons, dormitories, and cruise ships where the infection 
spreads very rapidly by either person-to-person transmission or through 
contaminated food. Many norovirus outbreaks have been traced to food that 
was handled by one infected person. 

NZQA New Zealand Qualifications Authority. 

NZSS or NZS New Zealand Services Standards (Health & Disability Services Standards). 

RN Registered Nurse. 

Standard precautions A term acknowledged and used in the health care industry based on the 
principle that all blood, body fluids, secretions, excretions except sweat, non-
intact skin, and mucous membranes may contain transmissible infectious 
agents. Standard Precautions include a group of infection prevention practices 
that apply to all patients, regardless of suspected or confirmed infection status, 
in any setting in which healthcare is delivered. These include: hand hygiene; 
use of gloves, gown, mask, eye protection, or face shield, depending on the 
anticipated exposure; and safe injection practices. 

TAS Central Region Technical Advisory Services – a shared service agency owned 
by the Central Region (lower North Island) DHBs. 

UTI Urinary tract infection. 
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Appendix C – TAS Risk Rating Definitions  
 

High Risk  The impact and likelihood of the event occurring may result in: 

• Significant instances of contractual non-compliance and/or inability to 

deliver against the contract. 

• Intervention required by senior management and the Board to resolve service 

delivery and quality issues. 

• Serious risk to client/patient safety. 

• Financial loss impact of more than 10% of funding. 

Medium Risk  The impact and likelihood of the event occurring may result in: 

• Some instances of contractual non-compliance. 

• Service delivery and quality impacts which require input from the provider 

practice management team. 

• Financial loss impact of 5% - 10% of funding. 

Low Risk The impact and likelihood of the event occurring may result in: 

• Isolated instances of contractual non-compliance 

• Management of service delivery and service quality issues by team leaders. 

• Financial loss of less than 5%. 
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