
 

Oceania Care Company Limited - Heretaunga 

Date of audit:  20-May-11 

The following summary has been accepted by the Ministry of Health as being an 
accurate reflection of the Surveillance audit conducted against the Health and 
Disability Services Standards – NZS8134.1:2008; NZS8134.2:2008 & NZS8134.3:2008 
on the audit date(s) specified. 

GENERAL OVERVIEW 

Heretaunga provides residential care for up to 43 consumers who require rest home and 

dementia level care.  Occupancy on the day of the audit was at 39.  An unannounced 

surveillance audit of the facility was conducted and the audit included review of the five 

aspects of service provision identified in the previous audit as not fully compliant with the 

Health and Disability Services Standards.  The service provider has made excellent progress 

towards addressing all of these issues, as all areas identified as requiring improvement at 

the last audit now achieve full compliance.  

 

Five additional areas requiring improvement were identified during this audit relating to:  

quality and risk management documentation;  some aspects of the management of kitchen 

services; lack of ongoing medication management education; and provision of challenging 

behaviour education for all staff.  The service provider is required to take corrective actions 

to ensure full compliance with the Health and Disability Services Standards.  

 

The facility is operated by Oceania Care Company (No 2) Limited.  A Clinical Leader position 

was established in mid-2010 and one of the existing registered nurses employed at 

Heretaunga was appointed to this position in early August 2010.  There have been no 

alterations to the building since the last certification audit in December 2009. 

SUMMARY 

Standards have been assessed and summarised below: 

Key 

Indicator Description Definition 

 
Includes commendable elements 
above the required levels of 
performance 

All standards applicable to this service 
attained with some criteria exceeded 



Indicator Description Definition 

 No short falls 
Standards applicable to this service 
attained with all criteria achieved 

 

Some minor shortfalls but no major 
deficiencies and required levels of 
performance seem achievable 
without extensive extra activity 

Standards applicable to this service 
attained but with some criteria partially 
achieved and of negligible or low risk 

 
A number of shortfalls that require 
specific action to address 

Standards applicable to this service 
attained but with some criteria partially 
achieved and of medium, high or critical 
risk and/or some criteria unattained 

 
Major shortfalls, significant action is 
needed to achieve the required 
levels of performance 

Some standards applicable to this 
service unattained 

 

Consumer Rights Indicator Assessment 

Includes 13 standards that support an outcome where 
consumers receive safe services of an appropriate standard 
that comply with consumer rights legislation.  Services are 
provided in a manner that is respectful of consumer rights, 
facilities, informed choice, minimises harm and 
acknowledges cultural and individual values and beliefs. 

 No short falls 

 

Organisational Management Indicator Assessment 

Includes 9 standards that support an outcome where 
consumers receive services that comply with legislation and 
are managed in a safe, efficient and effective manner. 

 A number of 
shortfalls that 
require specific 
action to 
address 

 

Continuum of Service Delivery Indicator Assessment 

Includes 13 standards that support an outcome where 
consumers participate in and receive timely assessment, 
followed by services that are planned, coordinated, and 
delivered in a timely and appropriate manner, consistent 
with current legislation. 

 A number of 
shortfalls that 
require specific 
action to 
address 

 

Safe and Appropriate Environment Indicator Assessment 

Includes 8 standards that support an outcome where 
services are provided in a clean, safe environment that is 
appropriate to the age/needs of the consumer, ensure 
physical privacy is maintained, has adequate space and 
amenities to facilitate independence, is in a setting 
appropriate to the consumer group and meets the needs of 
people with disabilities. 

 No short falls 

 



Restraint Minimisation and Safe Practice Indicator Assessment 

Includes 3 standards with outcomes where: 

 Consumers receive and experience services in the least 
restrictive manner through restraint minimisation 

 Consumers requiring restraint receive services in a safe 
manner 

 Consumers requiring seclusion receive services in the 
least restrictive manner 

 A number of 
shortfalls that 
require specific 
action to 
address 

 

Infection Prevention and Control Indicator Assessment 

Includes 6 standards which require: 

 There is a managed environment, which minimises the 
risk of infection to consumers, service providers and 
visitors appropriate to the size and scope of the service. 

 There are adequate human, physical and information 
resources to implement the infection control programme 
and meet the needs of the organisation. 

 Documented policies and procedures for the prevention 
and control of infection reflect current accepted good 
practice and relevant legislation requirements and are 
readily available and are implemented in the 
organisation.  These policies and procedures are 
practical, safe and appropriate/suitable for the type of 
service provided. 

 The organisation provides relevant education on 
infection control to all service providers, support staff 
and consumers. 

 Surveillance for infection is carried out in accordance 
with agreed objectives, priorities and methods that have 
been specified in the infection control programme. 

 Acute care and surgical hospitals will have established 
and implemented policies and procedures for the use of 
antibiotics to promote the appropriate prudent 
prescribing in line with accepted guidelines.  The service 
can seek guidance from clinical microbiologists or 
infectious disease physicians. 

 No short falls 

AUDIT RESULTS 

Consumer Rights 

HDS(C)S 1.1.9.1  Communication. 

Open Disclosure procedures are in place to ensure service providers maintain open, 

transparent communication with consumers.  A review of six consumers files [three rest 

home and three dementia unit] provides evidence of communication with family on either the 

'Incident/Accident Reporting Form' or in the 'Communication with Families/Friends/Agent' 

sheet.   

 

 



HDS(C)S 1.1.13.3  Complaints Management. 

A complaints register is maintained that includes complaints, dates, and actions taken.   

'Complaint Investigation Forms' are also used to record complaints and actions taken.  The 

complaints register viewed has one complaint documented for 2011.   

 

The Facility Manager advises there have been no complaint investigations by the Health & 

Disability Commissioner, Police, District Health Board,  ACC or Coroner since the previous 

audit at this facility.   A letter from the Ministry of Health, dated 04 March 2011, advising the 

Ministry had received an anonymous complaint concerning the qualifications of the 

Recreation Officer  was reviewed.  The response from the service provider to the Ministry of 

Health was also reviewed, dated 15 April 2011.  No response from the Ministry of Health 

was available for review. 

Organisational Management 

HDS(C)S 1.2.1.3  Governance. 

The facility is managed by a suitably qualified and experienced Manager who has been the 

Facility Manager at Heretaunga since 1999.  The Facility Manager is currently completing a 

Diploma in Aged Care Facility Management via Tai Poutini Polytechnic.  The Facility 

Manager is not a registered nurse, but she is supported by a Clinical Leader, who is a 

registered nurse, and who was appointed to this position in early August 2010.   The Clinical 

Leader has been employed as a registered nurse at Heretaunga since April 2003. 

 

 

HDS(C)S 1.2.3.2, 1.2.3.3, 1.2.3.5, 1.2.3.6, 1.2.3.7, 1.2.3.8, 1.2.3.9  Quality and Risk 

Management Systems. 

Oceania Care Company (No 2) Limited has a documented quality and risk management 

system that has been maintained.  Two areas for improvement were identified relating to the 

quality and risk management systems.  That is:  a consumer satisfaction survey was 

completed in July 2010 but the responses/questionnaires have not been collated, analysed 

and evaluated; and, audits and meeting minutes reviewed have areas for improvement 

identified but do not all have corrective action plans developed, implemented, and signed off 

as completed, to address the improvements identified.  

 

The Facility Manager and Clinical Leader provide monthly reports to Oceania Support Office 

that includes occupancy, education undertaken, issues, successes, and clinical indicators.  

This data was reviewed via the Oceania intranet.  Quality Improvement / Staff / Infection 

Control meetings are held monthly and review of these meeting minutes indicates there is 

analysis and discussion of clinical indicators at these meetings.  Separate Health and Safety 

meetings are also held monthly.  Four of the four care staff interviewed report quality 

improvement data is discussed with them during their Quality Improvement / Staff / Infection 



Control meetings.  This was confirmed by review of meeting minutes which indicates 

discussions on analysis of quality improvement data.   

 

The issue relating to policies and procedures being past their review date has been 

addressed as the majority of Oceania policies and procedures were reviewed throughout 

2010.  Oceania Support Office have established a quality committee of Facility Managers 

who converse via telephone on a regular basis and review policies and procedures with 

input from other Facility and Clinical Managers.  Membership of this committee is on a 

rotating basis ensuring all Facility Managers are involved in the process. 

 

 

HDS(C)S 1.2.4.3, 1.2.4.4  Adverse Event Reporting. 

Service provider's documentation evidences appropriate managing, recording and reporting 

for adverse events.  Adverse events are documented on individual 'Incident / Accident 

Reporting Form' for each event. 'Incident / Accident Resident Log' which is used to keep a 

record of all adverse events for that consumer, are retained in individual consumer files.  

Service providers record each event on the Oceania intranet for monthly collation, as well as 

on a 'Incident/Accident Monthly Register'.  An internal audit of incidents and accidents was 

completed 28 March 2011. 

 

An open disclosure policy has been implemented including informing consumers and/or 

family/whanau of any adverse events.   A review of six consumers files [three rest home and 

three dementia] provides evidence of communication with family on either the 

'Incident/Accident Reporting Form' or in the 'Communication with Families/Friends/Agent' 

sheet. 

 

 

HDS(C)S 1.2.7.5  Human Resource Management 

The facility has a system in place to identify, plan, facilitate, and record ongoing education 

for service providers to provide safe and effective services to consumers. Staff are 

supported to complete the Certificate in Community Support Services [CCSS] via Wellcare, 

or the National Certificate in Support of the Older Person [NCSOP] via the ACE education 

programme.  All staff are required to complete the NCSOP or CCSS  if they have not already 

completed this, or an equivalent, when they are employed.  Eight of eight staff who work in 

the dementia unit have completed the dementia specific modules.  The Facility Manager 

advises staff are not permitted to work in the dementia unit unless they have commenced 

the dementia specific modules.  Inservice education is provided at least monthly and staff 

records reviewed and interviews indicate staff receive at least eight hours education a year.   

 



Seven staff files were reviewed and individual records of education attended are maintained.  

The area for improvement identified during the last audit relating to evidence of Police 

checking and reference checking has been addressed as six of seven files have Police 

checks and reference checks  - the 7th file is the Facility Manager's and she was employed 

prior to it being company policy to undertake Police checks, and reference checking. 

 

 

HDS(C)S 1.2.8.1  Service Provider Availability 

The service has a documented rationale for determining service provider levels and skill 

mixes.  Registered nurse cover is provided seven days a week between 8am and 4.30pm.  

The minimum staff on duty at any time is between 11pm and 7am when three care givers 

[one in the rest home and two in the dementia unit]  are on duty.  The Clinical Leader and 

another registered nurse share the after-hours on call duty.  Four of four care staff 

interviewed report there is enough staff on duty and they are able to get through their work.  

Continuum of Service Delivery 

HDS(C)S 1.3.3.1, 1.3.3.2, 1.3.3.3, 1.3.3.4  Service Provision Requirements 

Six consumer files reviewed provided evidence of service delivery to consumers (3 rest 

home and 3 dementia unit).  The file for one consumer was reviewed using tracer 

methodology.  A General Practitioner was interviewed on site during the audit.  A registered 

nurse assessment, including a variety of risk assessments are completed on admission, and 

reviewed on a regular basis, at least six monthly.  Planning of care for consumers has input 

from the consumer or family and stated timeframes are met.  The issue identified at the last 

audit relating to not all multidisciplinary reviews had documented input from the consumer or 

family, is now resolved. 

 

HDS(C)S 1.3.6.1, 1.3.6.4  Service Delivery / Interventions 

Documentation and observations made of the provision of services and/or interventions 

demonstrated that consultation and liaison is occurring with other services and consumers 

confirmed that interventions noted in their service delivery plan are consistent with meeting 

their needs.  

 

HDS(C)S 1.3.7.1, 1.3.7.2  Planned Activities 

A Diversional Therapist is employed for 30 hours per week and has developed two 

programmes that are appropriate to the consumer groups.  Consumers and family members 

interviewed confirmed their satisfaction with the programme.  Consumers have a 'Person 

Centred Recreational Plan' that is detailed, and records activities over a 24 hour period 

especially for dementia consumers.  Consumer files evidenced individual activities are 

provided either within group settings or on a one-on-one basis. 



 

HDS(C)S 1.3.8.3  Evaluation 

Where progress is different from expected, the service responds by initiating changes to the 

service delivery plan, and short term careplans are developed and implemented. 

 

 

HDS(C)S 1.3.12.1, 1.3.12.3, 1.3.12.5, 1.3.12.6  Medicine Management 

An appropriate medicine management system is implemented with the Robotic dispensing 

system being used.  Staff responsible for medicine management have current medication 

competency assessments.  Medication files sighted evidenced three monthly medication 

reviews by general practitioners.  Appropriate systems are in place for consumers who are 

assessed as competent to self-medicate, currently there are no consumers self-medicating.  

A visual inspection of the medication systems evidenced compliance with respective 

legislation, regulations and guidelines.  An issue was identified at the last audit relating to the 

medication fridge temperatures not being recorded on a regular basis.  This issue is now 

resolved, however, there is a new issue identified at this audit relating to education on 

medicine management was last provided in September 2009.  This is an area requiring 

improvement. 

 

HDS(C)S 1.3.13.1, 1.3.13.2, 1.3.13.5  Nutrition, Safe Food and Fluid Management 

Food, fluid, and nutritional needs of consumers are provided in line with recognised 

nutritional guideline appropriate to the consumer group and additional requirements/modified 

needs are being met.  A four weekly seasonal menu that was reviewed by a dietician in 

September 2010 is in place.   

 

Family/consumer questionnaires were completed in July 2010 and have not been collated 

yet, but questionnaires reviewed provide evidence that no issues with the meal service were 

identified.  This was confirmed during five consumer interviews [two dementia, and three rest 

home] and one consumer interview from the dementia unit.  All six were very complimentary 

of the food service and observation of morning and afternoon teas, and lunch time meal 

service indicates high levels of satisfaction with the quality of food provided.  Additional 

snacks are available in the dementia unit and in the rest home when the kitchen is closed. 

 

Areas for improvement relating to management of the food services were identified during 

this audit.  These issues include:  fridge/freezer/food temperatures are not being consistently 

monitored and documented; the cleaning schedule is not being signed off as cleaning is 

completed; covered food in the fridge is not dated; and the ceiling is in need of cleaning. 

Safe and Appropriate Environment 



HDS(C)S 1.4.2.2 (a)(b) Facility Specification. 

Service provider's documentation and visual inspection evidenced a current Building 

Warrant of Fitness is displayed that expires 17 August 2011. 

 

 

HDS(C)S 1.4.7.3  Essential, Emergency, and Security Systems 

A letter from New Zealand Fire Service dated 16 October 2003 approving the fire evacuation 

scheme was reviewed during this audit.  The last trial evacuation was held 07 December 

2010 and is scheduled to be held 01 June 2011. 

Restraint Minimisation and Safe Practice 

HDS(RMSP)S 2.1.1.4  Restraints and enablers have not been used in this facility since 

2009. 

 

HDS(RMSP)S 2.1.1.5(e)  The restraint policy identifies on-going education relevant to the 

service setting and includes education prevention and/or de-escalation techniques.  An issue 

is identified at this audit relating to challenging behaviour and de-escalation techniques 

education was last provided in May 2010, however not all staff attended.  This is an area 

requiring improvement. 

Infection Prevention and Control 

HDS(IPC)S 3.5.7  Surveillance 

Service provider's documentation provides evidence the surveillance reporting process is 

applicable to the size and complexity of the organization.  Results of surveillance are 

reported to the Oceania Support Office via the Oceania intranet 'Clinical Indicators - Record 

Your Incident' report.   

 

Four of the four care staff interviewed report quality improvement data is discussed with 

them during their Quality Improvement / Staff / Infection Control meetings.  This was 

confirmed by review of meeting minutes which indicates discussions on analysis of quality 

improvement data.  Copies of meeting minutes are available for staff to review. 

 

 

 

Previous Partial Attainments 

1.2.3.4; 1.2.7.3; 1.3.3.2; 1.3.12.1; 1.4.3.2. 


