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PART A: 
MARANATHA HOUSE AGED CARE 
SERVICE REVIEW



A.1  MARANATHA HOUSE AGED 
CARE SERVICE OVERVIEW 
AND MODEL OF CARE

A.1.1 POLICY STATEMENT
The policy outlines Maranatha House Aged Care’s approach to planning and delivering residential aged care 
services. Residential care is personal and / or nursing care that is provided to a person in a residential facility 
together with accommodation, meals and cleaning services, furnishings, furniture, and equipment.

Maranatha House Aged Care (Maranatha House) aims to provide culturally responsive, person and 
community-oriented, residential care services to people who meet the service criteria, and who live in 
Wellington, NSW and surrounding areas. Maranatha House’s service activities reflect a ‘wellness approach’ 
which involves actively working with residents and their families or representative to build their capacity to 
live as independently as possible by:

• Preventing the loss of independence by focussing on the retention of existing abilities and working 
towards regaining abilities and life skills that will increase the resident’s level of independence and 
decrease their dependence on interventions from this or other services

• Considering each resident’s individual goals, preferences and choices about their life, wellbeing and 
services. This requires an understanding of each resident and respect for their beliefs and culture

• Providing culturally appropriate services to individuals and families that promote a respect for culture, 
dignity, social justice and a healthy lifestyle. Maranatha House has an extensive history of service 
provision to the Wellington community and surrounding regions. Maranatha House has demonstrated 
the ability to provide services in ways that are relevant and appropriate to the range of people accessing 
services.

Maranatha House offer a range of services to maintain and enrich residents’ ability to live as independently 
as possible in the facility, in addition to providing opportunities for social support and engagement. 
Services include:

• Personal care

• Nutrition and hydration

• Mobility respite

• Individual and group recreational activities

• Social support

• Clinical care

• Resident counselling

• Respite support

• Transport

Maranatha House also supports residents to access other health and related services, appointments with 
external service providers, and translators where communication support is required.
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All residents of Maranatha House should have personal care needs planned in consultation with the 
resident, carer, relatives or representative, to ensure that personal care and supports are delivered in a 
way that best meets each resident’s needs and preferences in meeting their physical, social, emotional and 
cultural needs, whilst maintaining a maximum level of independence. In doing so, facility staff should:

• Assess needs: each resident should be assessed on admission and at regular intervals during 
their residency, to determine their personal care needs. The resident’s carers, family members (or 
representative) should be involved as required, to ensure a good understanding and planning to 
address each resident’s needs. The agreed individualised care for each resident should then be clearly 
documented in each resident’s care plan. 

• Deliver services: all services and supports in each resident’s care plan should be provided with 
ongoing input from residents (or representative), to ensure that the plan of care is meeting their needs 
and any changes or improvements are identified and addressed, ensuring that residents remain as 
independent and involved in their care as possible.

• Document services: in addition to the resident care plan, all services provided should be clearly 
documented in the resident’s progress notes, including ongoing evaluation and modifications, to 
ensure that each resident is achieving a maximum level of independence and meeting their physical, 
social, emotional and cultural needs.

A.1.2 SCOPE
This policy applies to all Maranatha House staff and residents.

A.1.3 PROCEDURE
Eligibility for residential care services
A person is eligible to receive residential care if:

• The person has physical, medical, social or psychological needs that require the provision of care; and

• Those needs can be met appropriately through available residential care services; and

• The person is assessed as:

 - Having a condition of frailty or disability requiring continuing personal care; and

 - Being incapable of living in the community without support; and

 - For a person who is not an aged person—there are no other care facilities or care services more 
appropriate to meet the person’s needs.

In deciding if a person meets these criteria, an ACAT will consider the person’s medical, physical, 
psychological and social circumstances, including (if relevant) the following:

• Evidence of a medical condition, as decided by a suitably qualified medical practitioner;

• Evidence of absence or loss of physical functions, as established by assessment of capacity to perform 
daily living tasks;

• Evidence of absence or loss of cognitive functioning, as established by:

• A medical diagnosis of dementia or other condition; or

• Assessment of capacity to perform daily living tasks; or

• Evidence of behavioural dysfunction;



Part A – Maranatha House Aged Care Service Overview and Model of Care

7 // 182

• Evidence of absence or loss of social functioning, as established by:

• Information provided by the person, a carer, family, friends or others; or

• Assessment of capacity to perform daily living tasks; or

• Evidence that the person’s life or health would be at significant risk if the person did not receive 
residential care.

CARE AND SERVICES

CARE OR SERVICE CONTENT

Daily living activities 
assistance

Personal assistance, including individual attention, individual supervision, 
and physical assistance, with the following:

• Bathing, showering, personal hygiene and grooming

• Maintaining continence or managing incontinence, and using aids and 
appliances designed to assist continence management

• Eating and eating aids, and using eating utensils and eating aids 
(including actual feeding if necessary)

• Dressing, undressing, and using dressing aids

• Moving, walking, wheelchair use, and using devices and appliances 
designed to aid mobility, including the fitting of artificial limbs and 
other personal mobility aids

• Communication, including to address difficulties arising from impaired 
hearing, sight or speech, or lack of common language (including fitting 
sensory communication aids), and checking hearing aid batteries and 
cleaning eye wear.

Meals and refreshments Support with feeding and nutrition as required.

Emotional support Emotional support to, and supervision of, residents.

Treatments and 
procedures

Treatments and procedures that are carried out according to the 
instructions of a health professional or a person responsible for assessing 
a resident’s personal care needs, including supervision and physical 
assistance with taking medications, and ordering and reordering 
medications, subject to requirements of State or Territory law.

Includes wound management consumables, e.g. bandages, dressings, 
swabs, etc.

Recreational therapy Recreational activities suited to residents, participation in their activities, 
and communal recreational equipment.

Rehabilitation support Individual therapy programs designed by health professionals that are 
aimed at maintaining or restoring a resident’s ability to perform daily 
tasks for himself or herself, or assisting residents to obtain access to such 
programs.



CARE OR SERVICE CONTENT

Assistance in obtaining 
health practitioner 
services

Arrangements for aural, community health, dental, medical, psychiatric and 
other health practitioners to visit residents, whether the arrangements are 
made by residents, relatives or other persons representing the interests of 
residents, or are made direct with a health practitioner.

Assistance in obtaining 
access to specialised 
therapy services 

Making arrangements for speech therapists, podiatrists, occupational or 
physiotherapy practitioners to visit residents, whether the arrangements 
are made by residents, relatives or other persons representing the interests 
of residents.

Support for residents with 
cognitive impairment

Individual attention and support to residents with cognitive impairment (for 
example, dementia and behavioural disorders), including individual therapy 
activities and specific programs designed and carried out to prevent or 
manage a particular condition or behaviour and to enhance the quality 
of life and care for such residents and ongoing support (including specific 
encouragement) to motivate or enable such residents to take part in general 
activities of the residential care service.

Equipment to assist 
residents to move 
themselves

Crutches, quadruped walkers, walking frames, walking sticks, and 
wheelchairs.

Excludes motorised wheelchairs and custom made aids.

Equipment to assist staff 
to move residents

Mechanical devices for lifting residents, stretchers, and trolleys.

Equipment to assist with 
toileting and continence 
management

Absorbent aids, commode chairs, disposable bed pans and urinal covers, 
disposable pads, over toilet chairs, shower chairs, catheters and urinary 
drainage appliances, and disposable enemas.

Nursing services Initial assessment and care planning carried out by a RN, and ongoing 
management and evaluation carried out by a RN or EN acting within their 
scope of practice.

Nursing services carried out by a RN or EN, or other professional appropriate 
to the service (for example, medical practitioner, speech pathologist, 
physiotherapist or qualified practitioner from a palliative care team), acting 
within their scope of practice.

Therapy services, such 
as recreational, speech 
therapy, podiatry, 
occupational, and 
physiotherapy services

(a)  Maintenance therapy delivered by health professionals, or care staff as 
directed by health professionals, designed to maintain or improve each 
resident’s level of independence in activities of daily living

(b)  More intensive therapy delivered by health professionals, or care staff as 
directed by health professionals, on a temporary basis that is designed 
to allow residents to reach a level of independence at which maintenance 
therapy will meet their needs.

Excludes intensive, long term rehabilitation services required following, for 
example, serious illness or injury, surgery or trauma.
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HOTEL SERVICES

SERVICE CONTENT

Administration General operation of the residential care service, including documentation 
relating to residents.

Maintenance of buildings 
and grounds

Adequately maintained buildings and grounds.

Accommodation Utilities such as electricity and water.

Furnishings Over bed tables.

Bedding materials Beds and mattresses, bed linen, blankets, and absorbent or waterproof 
sheeting, bed rails, sheepskins, tri pillows, and pressure relieving water and 
air mattresses appropriate to each resident’s condition.

Furnishings Bedside lockers, chairs with arms, containers for personal laundry, dining, 
lounge and recreational furnishings, draw screens (for shared rooms), 
wardrobe space and towel rails.

Excludes furnishings a resident chooses to provide.

Cleaning services, goods 
and facilities

Cleanliness and tidiness of the entire residential care service.

Excludes a resident’s personal area if the resident chooses and is able to 
maintain this himself or herself.

Waste disposal Safe disposal of organic and inorganic waste material.

General laundry Heavy laundry facilities and services, and personal laundry services, 
including laundering of clothing that can be machine washed.

Excludes cleaning of clothing requiring dry cleaning or another special 
cleaning process, and personal laundry if a resident chooses and is able to 
do this himself or herself.

Toiletry goods Bath towels, face washers, soap, toilet paper, tissues, toothpaste, 
toothbrushes, denture cleaning preparations, mouthwashes, moisturiser, 
shampoo, conditioner, shaving cream, disposable razors and deodorant.

Meals and refreshments (a)  Meals of adequate variety, quality and quantity for each resident, 
served each day at times generally acceptable to both residents and 
management, and generally consisting of three meals per day in addition 
to morning tea, afternoon tea and supper

(b)  Special dietary requirements, having regard to either medical need or 
religious or cultural observance

(c)  Food, including fruit of adequate variety, quality and quantity, and non 
alcoholic beverages, including fruit juice.
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SERVICE CONTENT

Resident social activities Programs to encourage residents to take part in social activities that 
promote and protect their dignity, and to take part in community life 
outside the residential care service.

Emergency assistance At least one responsible person is continuously on call and in reasonable 
proximity to render emergency assistance.

A.1 4 ACCOUNTABILITIES
All Maranatha House staff have a responsibility to ensure that personal carers and supports are delivered 
in a way that best meets each resident’s needs and preferences in meeting their physical, social, emotional 
and cultural needs, whilst maintaining a maximum level of independence. This means all staff must make 
every effort to ensure that residents are provided with an environment that promotes person-centred care.

A.1.5 FORMS, TEMPLATES AND RESOURCES
• Commonwealth Department of Health residential aged care resources, see https://agedcare.health.gov.

au/programs-services/residential-care 

A.1.6 RELATED POLICIES
• All Maranatha House Residential Aged Care policies and procedures

A.1.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 6 – Feedback and complaints

• Standard 7 – Human resources

• Standard 8 – Organisational governance
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PART B: 
QUALITY AND GOVERNANCE



B.1  QUALITY MANAGEMENT - AGED 
CARE QUALITY STANDARDS

B.1.1 POLICY STATEMENT
Maranatha House is committed to providing high quality services and is always compliant with the Aged 
Care Quality Standards (the Quality Standards). The Quality Standards provide a framework of core 
requirements for quality and safety. Some standards will apply differently to the types of care and services 
Maranatha House provides. Maranatha House strives to go beyond these core requirements to provide a 
higher quality of care and services for our residents.

Maranatha House is assessed on and must be able to provide evidence of our compliance with and 
performance against the Quality Standards from 1 July 2019. The Quality Standards focus on outcomes 
for residents and reflect the level of care and services the community can expect from organisations that 
provide Commonwealth subsidised aged care services. The Quality Standards apply to all Residential Aged 
Care services provided by Maranatha House. 

The Quality Standards are made up of eight individual standards:

1. Resident dignity and choice

2. Personal care and clinical care

3. Organisation’s service environment

4. Human resources

5. Ongoing assessment and planning with residents

6. Services and supports for daily living

7. Feedback and complaints

8. Organisational governance.

Each of the Quality Standards is expressed in three ways:

• A statement of outcome for the resident

• A statement of expectation for the organisation

• Organisational requirements to demonstrate that the standard has been met.

For each of the Quality Standards’ requirements, the Aged Care Quality Assessors will expect Maranatha 
House to demonstrate that we:

• Understand the requirement

• Apply the requirement, and this is clear in the way we provide care and services

• Monitor how we are applying the requirement and the outcomes we achieve

• Review outcomes and adjust our practices based on these reviews to keep improving.

Maranatha House is required to demonstrate performance on an ongoing basis to meet Commonwealth 
Government requirements. The Commonwealth Government may take action when providers do not 
comply. This includes under aged care legislation or through the funding agreement with the organisation.

Subcontracted services will not be separately assessed against the Quality Standards. The organisation that 
receives funding directly from the Commonwealth Government is expected to ensure its workforce (including 
subcontractors) meets its responsibilities. This is because, ultimately, the funded organisation will be held 
responsible for the delivery of safe and quality care and services in accordance with the Quality Standards.
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Appendix A of this report provides a summary of the policies and procedures contained within the 
Maranatha House Residential Aged Care Manual and their alignment to each of the Aged Care Quality 
Standards.

B.1.2 SCOPE
This policy applies to all residents, carers and staff at Maranatha House’s aged care services.

B.1.3 PROCEDURE
Maranatha House’s aged care policies and procedures detail how we will ensure compliance with the 
Quality Standards. Maranatha House is required to demonstrate performance on an ongoing basis to 
meet Commonwealth Government requirements. The Commonwealth Government may take action when 
providers do not comply. This includes under aged care legislation or through the funding agreement with 
the organisation.

Subcontracted / brokered services will not be separately assessed against the Standards. As the 
organisation that receives funding directly from the Commonwealth Government, Maranatha House is 
expected to ensure its workforce (including sub contractors) meets its responsibilities. This is because, 
ultimately, the funded organisation will be held responsible for the delivery of safe and quality care and 
services in accordance with the Standards.

B.1.4 ACCOUNTABILITIES
Ongoing compliance with the Quality Standards is the responsibility of all Maranatha House staff and Board 
members. 

Maranatha House’s Clinical Manager and CEO oversee and provide leadership to staff in activities relating to 
the development, implementation, monitoring and reporting against Maranatha House’s aged care policies 
and procedures. Other staff may be asked to take a leadership role in relation to specific policies and 
procedures relevant to their position, qualifications and experience.

B.1.5 FORMS, TEMPLATES AND RESOURCES
• Understanding the Aged Care Standards: https://www.agedcarequality.gov.au/resources/altura-

learning-standards-educational-video

• Risk Management System

• Risk Assessment 

• Quality Improvement Activity 

• Compliment / Complaint tools

• Incidents reporting tool

B.1.6 RELATED POLICIES
• All Maranatha House Corporate and Aged Care Policies and Procedures
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B.1.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 6 – Feedback and complaints

• Standard 7 – Human resources

• Standard 8 – Organisational governance

B.2  CLINICAL GOVERNANCE FRAMEWORK

B.2.1 POLICY STATEMENT
Maranatha House is committed to delivering excellence in quality care and providing the highest possible 
levels of resident safety. The purpose of the clinical governance policy is to ensure that Maranatha provides, 
and are accountable for, safe and high-quality health care1, ensuring good clinical outcomes.

The following definition of clinical governance has been adapted from the National Model Clinical 
Governance Framework developed by the Australian Commission on Safety and Quality in Health Care:

Clinical governance is the set of relationships and responsibilities established by an organisation between its 
governing body, executive, clinicians, consumers and other stakeholders to ensure good clinical outcomes.2

Clinical governance ensures that the community and organisations can be confident that systems are in 
place to deliver safe, effective, high-quality health care, and continuously improve services. This clinical 
governance policy, adapted from the National Model Clinical Governance Framework, has five components or 
focus areas:

1. Governance, leadership and culture
2. Client safety and quality improvement systems
3. Clinical performance and effectiveness
4. Safe environment for the delivery of care
5. Partnering with consumers.

As depicted in Figure 1 (see next page), clinical governance (along with financial and risk governance) is 
one part of an effective corporate governance model to assure the quality, accountability and proper 
management of Maranatha’s services. 

1 For the purposes of this policy, high-quality care is defined as:

• Safe – avoidable harm during delivery of care is eliminated

• Effective – appropriate and integrated care is delivered in the right way at the right time, with the right outcomes, for each resident

• Person-centred – people’s values, beliefs and their specific contexts and situations guide the delivery of care and organisational 
planning. Maranatha is focused on building meaningful partnerships with residents to enable and facilitate active and effective par-
ticipation.

2 Australian Commission on Safety and Quality in Health Care. National Model Clinical Governance Framework. ACSQHC; Sydney: 2017.
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Figure 1. Corporate governance responsibilities and the clinical governance framework

B.2.2 SCOPE
This policy applies to Board members and all clinical staff, managers, subcontractors and visiting health 
practitioners at Maranatha House.

B.2.3 PROCEDURE
KEY COMPONENTS

The five components of the Clinical Governance Framework are as follows:

1. Governance, leadership and culture

Integrated governance systems, effective leadership and a positive organisational culture are necessary 
components of clinical governance. 

Maranatha House uses integrated corporate and clinical governance systems to improve the safety and 
quality of care for residents. These systems address clinical, financial, risk, human resource, legal and 
contractual governance.

While organisational culture reflects the values, beliefs, attitudes, competencies and behaviours of staff, 
the organisation’s leaders – such as the Board and management – have a key role in determining the 
organisation’s commitment to safety and quality.

All leaders and staff have a responsibility to actively:

• Promote an organisational culture that enables and prioritises resident safety and quality

• Communicate commitment to the delivery of safe, high-quality health care
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Figure 1. Corporate governance responsibilities and the clinical governance framework 

 

Source: Adapted from ACSQHS. National Model Clinical Governance Framework. 2017 
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• Model professional conduct that is always consistent with a commitment to safety and quality 

• Embrace opportunities to learn about safety and quality theory and systems

• Inspire, mentor and guide colleagues in the delivery of safe, high-quality care

• Take part in all aspects of the development, implementation, monitoring and evaluation of governance 
systems and processes. This includes regular consideration at the Board and Management level, with 
clinical risks and systems a standing agenda item.

2. Client safety and quality improvement systems

Safety and quality systems are integrated with governance processes to actively manage and improve the 
safety and quality of health care for residents. This requires all leaders and staff to:

• Take part in the design and implementation of Maranatha’s systems for the delivery of safe, high-
quality clinical care, and continually look to improve these systems. Maranatha has developed policies, 
procedures and systems for effective:

 - Risk management – the Board, management and clinical staff will continually identify, assess, 
mitigate and monitor risks associated with clinical services. Maranatha’s Quality Manager manages 
the Risk Register, with the Clinical Manager responsible for providing relevant information relating 
to clinical risks. Clinical risk management is a standing agenda item at Maranatha House Board 
Meeting, Management Meeting, Clinical Governance Committee and Care Staff Meeting.3

 - Feedback and complaints management – the Board, management and clinical staff will 
continually promote feedback and complaints mechanisms to residents, families, staff, brokered 
service providers and service partners as well as review and respond to feedback and complaints 
relating to clinical services. Complaints are recorded in the Compliments and Complaints Register , 
which is reviewed monthly by the leadership team.

 - Serious Incident Reporting Scheme (SIRS) - is an initiative to help prevent and reduce incidents of 
abuse and neglect in residential aged care services subsidised by the Australian Government. SIRS 
sets arrangements for approved providers of residential aged care to manage and take reasonable 
action to prevent incidents with a focus on the safety, health, well-being and quality of life of aged 
care consumers. 

Maranatha is also required to have in place an effective incident management system and to use 
this to continuously improve the management and prevention of incidents. Under SIRS, approved 
providers are required to report a broader range of incidents to the Commission than previous 
arrangements. Incidents must be reported within set timeframes depending on the level of impact 
to the care recipient. Further information on how providers can report incidents can be found by 
visiting the resources page on the Department of Health website.

 - Quality improvement and measurement – all staff are encouraged to participate in continuous 
quality improvement, identifying and recording improvement opportunities using the Quality 
Improvement Activity register. The Quality Improvement Register is monitored by the Clinical 
Manager and CEO.

3 As per Risk Management Policy.
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Clinical performance and service improvement opportunities are standing agenda items at Board and 
Management team meetings4, with monthly reporting of data relating to accidents, incidents and adverse 
events, such as:

• Incidents reported via SIRS

• Medication errors requiring medical treatment

• Skin damage including skin tears and pressure injuries

• Falls (including care residents found on the floor)

• Unplanned hospital admissions

• Reportable infection outbreaks involving more than two residents

• Deaths referred to the coroner

• Unexplained weight loss or gain greater than two kilograms over a month

• Aggressive incidents

• Choking incidents.

Maranatha’s clinical quality improvement and measurement systems are reviewed monthly by Maranatha’s 
Clinical Manager, who then reports to Maranatha Clinical Governance Committee, to ensure these remain 
contemporary and fit for purpose.

• Accident, incident and adverse event management – Maranatha’s quality improvement and 
measurement model includes the following accident, incident and adverse event management 
framework. Maranatha will:

 - Provide education, training, information and other supports to encourage and enable the 
workforce to recognise and report incidents

 - Provide support for residents, carers and families to communicate concerns or incidents

 - Involve the workforce and residents (or their representative) in the review of incidents

 - Focus on integration of risk management and improvements to systems of care when undertaking 
reviews into incidents. Identified risks are to be recorded in Maranatha’s risk register and 
appropriate responses developed

 - When an adverse event occurs, notify the RN and Clinical Manager to ensure a coordinated 
response by the organisation.

 - Provide timely feedback on the analysis of incidents to the Board, staff, residents and families

 - Use information from the analysis of incidents to improve safety and quality, maintaining an 
Accident and Incident Register to support monitoring and evaluation of clinical risks at whole of 
organisation level

4 As per Continuous Quality Improvement Procedure.
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• Open disclosure – Maranatha practices open disclosure with residents when adverse events caused by 
Maranatha services result in harm, adopting the following key principles:5

 - Open and timely communication – a resident is always to be provided with timely information 
about what happened in an open and honest manner. This includes known information about 
the cause of the adverse event, as well as restorative actions to address the harm caused. 
Communication should begin as early as possible, even if all the facts are not yet known. The 
provision of information may be an ongoing process

 - Acknowledgment – Maranatha staff are to acknowledge when an adverse event (i.e. an event 
causing harm to the resident) has occurred as soon as practicable, and to initiate the open 
disclosure process. This process may be informal or formal depending on the extent of harm caused 
and the wishes of the resident and their family. The open disclosure response, including an apology 
or expression of regret, is to be coordinated by the Clinical Manager, in consultation with the CEO. 
This process may involve a number of steps including a multidisciplinary team meeting to prepare, 
a meeting with the resident and their supports or representatives, and a follow up meeting to share 
findings of the investigation and any resulting practice changes, and to consider any supports or 
restorative actions to address the harm caused to the resident

 - Apology or expression of regret – a resident is to receive an apology or expression of regret for 
any harm that resulted from an adverse event as early as possible

 - Recognition of reasonable expectations – a resident may reasonably expect to be fully informed 
of the facts surrounding an adverse event and its consequences, treated with empathy, respect and 
consideration and provided with support in a manner appropriate to the resident’s needs 

 - Staff support – Maranatha will support all staff through the open disclosure process

 - Confidentiality – Maranatha staff will respect residents’ right to privacy and confidentiality 
throughout the open disclosure process6

• Provide care within the parameters of these systems

• Communicate with clinicians internally and in other health service organisations to support good 
clinical outcomes

• Systematically monitor performance across all safety and quality systems.

5 Adapted from Australian Commission on Safety and Quality in Health Care. The Australian open disclosure framework. ACSQHC; Sydney: 
2014.

6 As per Policies- Residents’ Rights and Responsibilities and Resident Feedback Management Policy.
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3. Clinical performance and effectiveness

The workforce has the right qualifications, skills and supervision to provide safe, high-quality health care to 
residents. All staff should:

• Take part in the design and implementation of the organisation’s systems for:

 - Credentialing and defining scope of practice – further to reference checks7 and a national police 
clearance8, Maranatha will confirm clinical staff are registered with the AHPRA and ensure their 
scope of practice is defined by their Position Description

 - Clinical education and training – education and training requirements for clinical staff are 
recorded in their Position Description9

 - Maintaining best practice in clinical care through attendance at relevant clinical workshops and 
conferences, reviewing literature and best practice models, developing new clinical approaches, 
sourcing new and innovative programs that meet residents’ needs and engaging in ongoing 
evaluation of resident data and outcome measures to review service delivery models

 - Performance monitoring and management – all clinical staff are to monitor their personal clinical 
performance, participate in a biannual performance review and ensure that specific performance 
concerns are reported appropriately. Supervision is also a forum for ongoing performance 
management and appraisal, which is measured against a formal work plan. Performance 
monitoring and supervision goals include: management accountability within the organisation; 
employee education; employee support; and quality assurance. Casework supervision is given a 
high priority and is required to be provided on a regular basis (i.e. fortnightly), or more often as 
required. New staff are provided with additional supervision10

• Contribute to relevant organisational policies and procedures

• Comply with professional regulatory requirements and codes of conduct

• Work constructively in clinical and non-clinical teams.

4. Safe environment for the delivery of care

The environment promotes safe and high-quality health care for residents. This requires all leaders and staff 
to:

• Maintain buildings, plant, equipment, utilities, devices and other infrastructure that are fit for purpose

• Identify service areas that have a high risk of unpredictable behaviours and develop strategies to 
minimise the risks of harm for residents, carers, families, consumers and staff

• Provide access to a calm and quiet environment when it is clinically required

• Contribute to the planning and development of activities relating to the environment at Maranatha 

• Provide clinical care within the parameters of this environment

• Maintain vigilance for opportunities to improve the environment and the care of residents

• Ensure that identified opportunities for improvement are raised and reported appropriately.

7 As per Recruitment & Selection Policy.

8 A per Police Certificate & Working with Children Check.

9 As per Education and Training Policy.

10 As per Performance Improvement Policy.
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5. Partnering with consumers

Systems are designed and used to support residents, carers and families to be partners in care planning, 
design, measurement and evaluation. This requires all leaders and staff to:

• Understand the vital role of engagement with residents, their families and carers, and its contribution 
to healthcare safety and quality

• Understand how residents’ knowledge about their health and wellbeing might affect the way that 
person accesses, understands and uses related information

• Support residents to access and use high-quality, easy-to-understand information about health care

• Support residents to share decision-making about their own care, to the extent that they choose

• Assist residents to access their own information, as well as complaints and feedback systems

• Implement and fully take part in the organisation’s open disclosure policy.

B.2.4 ACCOUNTABILITIES
Maranatha’s Board, managers, clinicians and other staff are individually and collectively responsible for the 
provision of safe, high-quality care, and therefore all share a common goal: to optimise the delivery of high 
quality care.

BOARD

The Board is accountable for the safety and quality of Maranatha’s care, with key responsibilities including:

• Defining the organisation’s vision, mission and values and determining its strategic direction

• Ensuring robust clinical governance structures and systems are designed in collaboration with staff, 
integrated with other governance and risk systems, and effectively implemented

• Understanding clinical risks and ensuring appropriate controls and mitigation strategies are in place

• Monitoring and evaluating the performance of Maranatha’s services, including the quality of care.

CEO

The CEO is responsible for:

• Leading the delivery of the Board’s vision and strategy, while providing clarity regarding roles and 
responsibilities and ensuring staff are supported and resourced to fulfil their roles

• Creating a safe, open and just culture that promotes quality of care, continuous improvement, 
openness, organisational learning and transparency while holding staff accountable when 
unacceptable behaviours occur

• Reviewing the adequacy of clinical governance systems and risk management to ensure they are 
operating effectively

• Regularly reporting to the Board on clinical risks, quality, performance and outcomes as well as work to 
improve the quality of care.



Part B – Quality and Governance

22 // 182

MANAGERS

Managers are responsible for:

• Leading their teams in the operation of Maranatha’s clinical governance systems and assisting staff to 
understand their roles and responsibilities

• Ensuring there is appropriate supervision for junior and new staff

• Promoting a positive culture and partnerships between residents, carers and staff that supports and 
encourages productive communication and working relationships between different clinical groups and 
between clinicians and consumers

• Identifying and managing risks, opportunities and strategies to improve clinical service quality and 
leading teams in addressing these

• Regularly reporting to the CEO and Board on clinical risks, quality, performance and outcomes as well 
as work to improve the quality of care.

ALL STAFF

All staff are responsible for:

• Working as part of the Maranatha team to provide high quality, person centred care

• Partnering with residents, carers and colleagues to ensure that residents receive appropriate 
information and care

• Participating in processes that support resident and staff safety including regular performance reviews

• Participating in the design and implementation of clinical governance systems

• Identifying and reporting incidents, accidents, adverse events, near misses, clinical risks and 
improvement opportunities when they occur, as part of a just culture focussed on resident safety and 
quality as a priority

• Practicing open disclosure to residents and families

• Participating in education, training and other activities to maintain their skills, knowledge and 
competencies 

• Working with care standards and protocols.

B.2.5 FORMS, TEMPLATES AND RESOURCES
• Altura Training: Clinical Skills

• Clinical Incident Register 

• Self-assessment Tool

• Continuous Improvement Plan

• Audit Tools 

• Induction Manual 

• Position Descriptions 

• Australian Commission on Safety and Quality in Health Care. The Australian open disclosure framework. 
ACSQHC; Sydney: 2014

• Serious Incident Response Scheme 
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B.2.6 RELATED POLICIES
• Advocacy

• Behaviours 

• Compliments, Complaints and Feedback 

• Consumer Rights and Responsibilities 

• Recruitment

• Professional Development 

• Risk Management

• Credentialing

• Client Abuse, Neglect and Exploitation 

B.2.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Consumer dignity and choice

• Standard 2 – Ongoing assessment and planning with consumers

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 6 – Feedback and complaints

• Standard 7 – Human resources

• Standard 8 – Organisational governance

Legislation

• Quality of Care Principles 2014 and Quality of Care Amendment (Single Quality Framework) Principles 2018

B.3  CONTINUOUS QUALITY 
IMPROVEMENT

B.3.1 POLICY STATEMENT
Maranatha House is committed to an organisational culture that is focused on improving the safety and 
quality of care and services, and improving individual Resident experiences and outcomes, by actively 
pursuing and demonstrating continuous improvement in all aspects of the management and delivery of 
the residential aged care services that we deliver. Maranatha House maintains service level continuous 
improvement systems and processes that are aligned to overarching governance and continuous 
improvement structures and processes. The purpose of these systems and processes are to:

• Ensure employees have an understanding of continuous improvement and their role in it

• Promote an environment favourable to continuous improvement

• Establish and maintain quality processes that are realistic, achievable, culturally appropriate and 
aligned with the Aged Care Quality Standards
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• Develop goals and activities that support Maranatha House to achieve outcomes that are aligned with 
the Strategic Plan, funding agreements and stakeholder goals

• Develop a continuous improvement plan to document all improvement activities for Maranatha House

Sources of feedback triggering continuous improvement include:

• Identification of gaps or unmet needs in service delivery via self-assessment and internal auditing 
processes

• Quality Reviews

• Environmental Health Inspections

• Feedback and Complaints

• Review of changes required by legislation or funding bodies

• Identification and consultative development of Service goals (at least six monthly) and plans and 
strategies to meet identified goals and priorities

• Regular review of Policies and Procedures

• Scheduled opportunities for collaborative reflection, evaluation, and innovation at all levels.

B.3.2 SCOPE
This policy applies to all Residents and staff at Maranatha House.

B.3.3 PROCEDURE
CONTINUOUS QUALITY IMPROVEMENT PLANNING

Under section 62 of the Aged Care Quality and Safety Commission Rules 2018 (Rules), Maranatha House 
must have a written plan for continuous improvement. The plan for continuous improvement must explain 
how Maranatha House will assess, monitor and improve our quality of care and services, measured against 
the Quality Standards. 

To support Maranatha House’s ongoing commitment to monitoring and improving aged care services, a 
Continuous Quality Improvement Plan (CQIP) will be maintained using the Commission’s template which 
has a strong focus on accountability, by clearly detailing: related standard, identified issues, planned action, 
person responsible, planned completion date and outcomes. Some of the reasons we keep a CQIP are:

• Shows our Resident-focused commitment to quality

• Shows understanding of gaps and strengths of services

• Allows us to demonstrate improvements over time

• Allows us to demonstrate compliance with the Aged Care Quality Standards.

The CQIP is a document to formulate and monitor our planned goals and service improvements. The plan 
will clearly document all improvement activities, making them visible to all staff and ensures that we are 
moving in the same direction. It will also allow the measurement of how the agreed actions are helping 
achieve improvement goals.

For the purposes of Maranatha House’s CQIP, the goals are to provide Residents with:

• Improved range of services - access to many different supports and service options)

• Improved quality of services - access to safe and good quality services

• Improved control over agreed services - Residents should have a strong voice in what happens at 
Maranatha House and how we operate.
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REPORTING

A service-level CQIP will be maintained to document identified needs and improvements across the entire 
service. The CQIP will cover issues that are identified as needing improvement at a program level, as well 
as service level issues that are systemic or policy driven in their nature. The CQIP will be maintained by the 
Clinical Manager and CEO, with input from staff, volunteers and other stakeholders. The CQIP will contain 
subsets of improvements relating to all areas of service delivery as they align to the Standards.

MONITORING

The CQIP is a living document, and as such will be continually monitored and revised as changes occur. 
CQIP activities will also be actively monitored and discussed as an agenda item at Clinical Governance 
Committee, Senior Management, and Board Meetings.

B.3.4 ACCOUNTABILITIES
The CEO and Management team are responsible for maintaining the service-level CQIP. All Maranatha House 
staff are responsible for actively participating in service level quality improvement activities. 

B.3.5 FORMS, TEMPLATES AND RESOURCES
• Incident Report and Incident Register 

• Feedback and Complaints reporting tool and register

• Self-assessment Tool

• Continuous Quality Improvement Plan

• Audit Tools 

• Serious Incident Response Scheme 

B.3.6 RELATED POLICIES
• Advocacy

• Behaviours 

• Feedback Management

• Consumer Rights and Responsibilities 

• Risk Management

• Elder Abuse

B.3.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Consumer dignity and choice

• Standard 2 – Ongoing assessment and planning with consumers

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 6 – Feedback and complaints

• Standard 7 – Human resources

• Standard 8 – Organisational governance
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Legislation

• Aged Care Act 1997

• Quality of Care Principles 2014 and Quality of Care Amendment (Single Quality Framework) Principles 
2018

B.4 FEEDBACK MANAGEMENT

B.4.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to obtaining, responding to, and monitoring of feedback, 
including compliments, suggestions, and complaints as part of its overall continuous quality improvement 
framework.

Maranatha House acknowledges that all people have the right to voice their opinion. Feedback and / or 
suggestions are welcomed, including those which identify good practice, issues impacting on the provision 
of care, and opportunities to improve practices and systems. Compliments and / or complaints are viewed 
as a key element of continuous improvement. Maranatha House is committed to regularly seeking input and 
feedback from residents, carers, staff, and others and using the input and feedback to inform continuous 
improvements for individual residents and the entire organisation. This includes being able to make 
complaints without the fear of retribution. Complaints may arise when a person has issues or concerns 
about the services being provided to them.

Maranatha House is committed to ensuring that:

• Residents feel safe, are aware of their rights, and are encouraged and supported to give feedback and 
make complaints

• Residents are engaged in processes to address their feedback and complaints, and appropriate action 
is taken, including addressing the resident’s issues and the resident, family and carers are notified, as 
appropriate, of the actions taken

• Suggestions, concerns, and complaints that Maranatha House’s residents and / or their representatives 
may express are received with gratitude and heard without any discrimination or negative attitudes. All 
complaints are taken seriously, handled with impartiality, and receive attention as soon as possible. The 
resolution process is fair and equitable, based on resolving the issue

• Actions to address complaints are commenced as soon as practically possible and should be resolved 
within 28 days of receipt, with the person making the complaint being provided with written notice of 
the outcome

• As part of its approach to continuous quality improvement, Maranatha House monitors feedback, 
including compliments and complaints, and identifies and actions any opportunities for improvement.

• All persons have the right to make a complaint directly to the relevant statutory body.
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COMPLAINTS

Residents or their family member, carer or representative are encouraged to raise their complaint/s with the 
staff member concerned in the first instance, provided they are comfortable to do so. If the resident is not 
satisfied with the outcome, or not comfortable with discussing the issue with the staff member concerned, 
they should contact the relevant manager, or use an advocate to negotiate on their behalf. The complaint 
should ideally be in writing. However, verbal complaints should be encouraged at times when it is not 
possible or practical to provide a written complaint.

Residents may seek support from a Government funded advocate or community visitor nominated by a 
resident at any time. Maranatha House will provide access to its services by a Government funded advocate 
or community visitor nominated by a resident at any time. 

If the issue is still not satisfactorily resolved, the resident should raise the issue the Aged Care Quality and 
Safety Commissioner on 1800 951 822 or at https://www.agedcarequality.gov.au/making-complaint/lodge-
complaint 

A resident should be informed of the outcome of their complaint and asked for their feedback on Maranatha 
House’s complaints procedure.

Rights of residents
Residents have a right to complain about the service they are receiving without fear of retribution and can 
expect complaints to be dealt with promptly.

Residents also have the right to use an advocate of their choice to negotiate on their behalf with staff or 
management of Maranatha House. This may be a family member or friend, or an agency such as the Older 
Persons Advocacy Network.

CALD residents may request to have a culturally appropriate support throughout the complaints process. 
E.g. Aboriginal residents may request to speak to an Aboriginal staff member, or to have an Aboriginal staff 
member present when making a complaint.

Role of employees
All Maranatha House staff will ensure residents are aware of their right to complain, and fully understand the 
complaints procedures and the availability of advocates for supporting them in making complaints. Staff 
will also ensure the feedback and complaints process is accessible for all residents, and support residents to 
make a complaint, where they require assistance.

Those affected by a complaint will be fully informed of all facts and given the opportunity to put their case 
forward.

When a complaint is made, staff will record the complaint using the Complaints Record Form on eCase, 
which is to be approved by the relevant manager. Responses offered by Maranatha House will also be 
documented.
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CONFIDENTIALITY OF COMPLAINTS

The resident or their representative may choose to remain anonymous and therefore not have their name 
mentioned, and this will be respected.

• As far as possible, the fact that a resident has lodged a complaint and the details of that complaint will 
be kept confidential amongst staff directly concerned with its resolution. The resident’s permission 
will be obtained prior to any information being given to other people who may need to be involved to 
satisfactorily resolve the complaint. There will be no reprisal for lodging a complaint

B.4.2 SCOPE
This policy applies to all Residents and staff at Maranatha House.

B.4.3 PROCEDURE
FEEDBACK PROCEDURE

Maranatha House residents, their carers and family members, and staff may provide feedback at any time. 
Maranatha House also regularly seeks feedback to improve the quality of care services. This is completed 
through the following:

• Resident Feedback Meetings 

• Resident experience survey (six monthly)

• 1:1 feedback meetings with Residents and stakeholders (as required)

• Maintaining feedback boxes around Maranatha House, accompanied by an appropriate, plain English 
Client feedback and improvement form

• Seeking feedback from Residents during reassessment

Feedback is reviewed by the Maranatha House Managers on a fortnightly basis and actioned in consultation 
with the Clinical Manager/Care Manager. Maranatha House’s CEO should also be notified when a complaint 
has been received, as well as the proposed resolution and outcome.

COMPLAINT PROCEDURE

Maranatha House residents, their carers and family members, and staff may make a complaint at any time. 
When a complaint is made, the complaints procedure is explained to the resident and / or their carer / 
representative at the time of initial engagement and is then continuously reinforced by staff.

Maranatha House provides the following ways to make a complaint:

• Orally – speak directly to a staff member or the Maranatha House CEO and Managers. This can be done 
either in person or on the telephone. The resident may choose to have another person (relative, friend, 
advocate or other legal representative) speak on their behalf. The staff member receiving the complaint 
should encourage discussion and feedback. As most complaints and / or other issues are only raised 
verbally by Aboriginal residents, the staff person is responsible for ensuring that this information is 
recorded in eCase and passed on to the CEO or Clinical Manager for action.

• In writing – write a letter or complete the Complaint Form (located at the Aged Care Facility office). 
This can be done by the resident / carer, their relatives, a support person, or a staff member on behalf of 
the person making the complaint. All staff may complete a Complaint Form on behalf of a resident.
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• By other means appropriate for that person’s circumstances – this includes the use of a proxy. 
E.g. Aboriginal residents are to be offered the option of speaking one-on-one with an Aboriginal staff 
member to identify whether they have any needs, issues or complaints.

• Contact a relevant statutory body directly – the person lodging the complaint (a resident, relative or 
other representative) may wish to contact the following services that will provide information, advice 
and assistance if required. These telephone numbers can be found in the Compliments, Suggestions 
and Complaints Brochure available to all residents.

Any resident seeking to engage an advocate may contact:

Name
Older Persons 
Advocacy Network 
(OPAN)

ADACAS Older 
Persons Advocacy 
Team 

NSW Civil and 
Administrative 
Tribunal

Tel & Email 1800 700 600
Enquiries@opan.com.au

02 6242 5060
adacas@adacas.org,au

1300 006 228
aeod@ncat.nsw.gov.au

Address Level 6/241 Commonwealth 
Street, Surry Hills, NSW, 2010

PO Box 3167, 
Weston Creek, ACT 2611

Level 10 John Maddison 
Tower, 86-90 Goulburn 
Street Sydney 2000

Step 1: Informal complaint
Residents are advised to: 

• Discuss the issue or problem with staff or management. The resident, their carer / relative or support 
people are encouraged to openly discuss any problems or concerns that may arise

• All informal / verbal complaints must be documented in eCase by either the staff member receiving the 
complaint or the Clinical/Care Manager

• The Clinical Manager and the Care Manager will discuss the complaint and determine the appropriate 
response to resolve the resident or carers concern. Maranatha House’s CEO should also be advised of 
the complaint, the proposed actions for resolution and the outcome 

• If the resident is not satisfied with the outcome, they are advised of their right to take further action, 
such as making a formal complaint or contacting an external agency.

Step 2: Formal complaint
• The Complaints Form in eCase should be completed to accurately document a formal complaint. This 

should be completed by the nursing staff and may be done in consultation with the resident, their carer 
/ relatives, a liaison person, or another representative, i.e. it may be done verbally, with a staff member 
recording the complaint

• The Clinical Manager and the Care Manager will discuss the complaint and determine the appropriate 
response to resolving the resident’s or carer’s concern. Maranatha House’s CEO should also be advised 
of the complaint, the proposed resolution and the outcome

• All complaints are to be documented in the Compliments and Complaints Register in eCase and 
acknowledged within five working days by either the CEO, Clinical Manager or Care Manager. The time 
frame for investigation of the complaint is 14 days from receipt of the complaint
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• The Clinical Manager or Care Manager will either telephone or meet directly with the complainant to 
discuss the issues and try to resolve the matter if possible. They may also send a letter outlining the 
complaint/s they are looking into and the steps being taken to resolve it

• When they have completed the investigation, the CEO, Clinical Manager or Care Manager will send an 
outcome letter to the person who has made the complaint. Once an action is complete, the Clinical 
Manager or Care Manager will notify the person concerned as to the outcome and ascertain whether it 
satisfies the person

• All documents relating to resident complaints are to be filed and reported to the Management Meeting, 
Clinical Governance Committee and Board Meetings.

Continuous Quality improvement 
Maranatha House is committed to the continuous quality improvement of its aged care services. All 
complaints submitted by residents, carers, staff and others will be reviewed to consider how the quality of 
care and services at Maranatha House can be improved. 

Continuous Improvement Plan
All details associated with improvement and / or initiative ideas are to be recorded on the Continuous 
Improvement Plan. It is the responsibility of the relevant manager to ensure that the Continuous 
Improvement Plan is up to date at all times, i.e. updated at each stage of the improvement process, 
including updates on timeframes and outcomes.

Monitoring
The Continuous Improvement Plan and activity will be discussed as an agenda item at Clinical Governance 
Committee, Senior Management, and Board Meetings.

B.4.4 ACCOUNTABILITIES
All staff have a responsibility to ensure that the right to provide feedback or a complaint is communicated 
to Maranatha House aged care residents, and these residents are supported in providing feedback or a 
complaint.

Maranatha House’s CEO, Clinical Manager and Care Manager oversee and provide leadership to staff 
in activities relating to the monitoring and response to feedback and complaints. Other staff have a 
responsibility to respond to feedback or complaints when related directly to them; staff may also be asked 
to assist where relevant to their position, qualifications and experience.

B.4.5 FORMS, TEMPLATES AND RESOURCES
• Incident Report and Incident Register 

• Feedback and Complaints reporting tool and register

• Self-assessment Tool

• Continuous Quality Improvement Plan

• Audit Tools 

• Serious Incident Response Scheme 



Part B – Quality and Governance

31 // 182

B.4.6 RELATED POLICIES
• Advocacy

• Behaviours 

• Feedback Management

• Consumer Rights and Responsibilities 

• Risk Management

• Elder Abuse

B.4.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Consumer dignity and choice

• Standard 2 – Ongoing assessment and planning with consumers

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 6 – Feedback and complaints

• Standard 7 – Human resources

• Standard 8 – Organisational governance

Legislation

• Aged Care Act 1997

• Quality of Care Principles 2014 and Quality of Care Amendment (Single Quality Framework) Principles 
2018
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C.1 MY AGED CARE ADMINISTRATION

C.1.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to managing access and set up of My Aged Care.

My Aged Care is the entry point for older Australians to access aged care. It is a telephone and web-based 
service that provides information and manages resident referrals for assessment and services. It is also a 
portal used by providers including Maranatha House to receive, view and action referrals for its Residential 
Care services.

C.1.2 SCOPE
This policy applies to all staff at Maranatha House’s aged care services who require access to My Aged Care.

C.1.3 PROCEDURE
MYGOV ID SETUP AND ACCESS

MyGov ID is the primary authentication mechanism for service providers and assessors to securely access 
and use the My Aged Care system. Each Maranatha House user must individually register for their own MyGov 
ID, which is downloaded and stored on their local machine or a USB. Their registration must be approved by 
an authorised Authorisation Administrator, who is authorised to create and manage authorisations for other 
users.

The Maranatha House Information Management Department has primary responsibility for Maranatha 
House’s MyGov ID access. These responsibilities include:

• Set up and configuration of the provider portal for Maranatha House and its aged care services.

In addition, the Maranatha House CEO is responsible for:

• Creating and editing staff details 

• Set up of preferences for managing My Aged Care tasks and notifications.

All Maranatha House users requiring an MyGov ID must contact the CEO. Users download and install their 
MyGov ID to their local computer or a USB. This may require assistance from IT support depending on the 
security of the network.

If the password is forgotten, the Facility Manger must be notified and then register the user for a new MyGov 
ID.

If the user leaves the organisation, their MyGov ID must be cancelled manually by the CEO.

MARANATHA HOUSE INFORMATION ON MY AGED CARE

The CEO is responsible for managing the publication of relevant information regarding Maranatha House’s 
residential services on My Aged Care. This includes information regarding:

• Maranatha House registration and contact information

• Maranatha House residential care service types and locations

• Maranatha House residential care fees schedules.
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Maranatha House residential care fees schedules
Fee schedules for Maranatha House’s residential care services are prepared by Maranatha House’s Finance 
Officer, in consultation with the CEO. Any changes to the fee schedules must be approved by the CEO and 
Board.

Fees schedules are reviewed annually.

From 30 November 2018, fees schedules are published on My Aged Care.

C.1.4 ACCOUNTABILITIES
This policy applies to the Maranatha House’s CEO, Clinical Manager, and Finance Officer.

The Maranatha House CEO is responsible for managing the Maranatha House MyGov ID as well as authorising 
any other Maranatha House users. 

The CEO is allocated the ‘Team Leader’ role in the My Aged Care portal. This role is responsible for 
monitoring and managing referrals for service (accepting, accepting to waitlist, rejecting referrals and 
revoking referrals after acceptance) within the provider portal. 

The Clinical Manager and supporting admin staff are allocated ‘Staff Member’ roles in the My Aged Care 
portal, and may view but not accept referrals directly. Once a referral is accepted electronically, they 
are responsible for following up with the resident and initiating the queries, assessment and enrolment 
processes. These roles are also responsible for uploading information to My Aged Care and maintaining 
client records with progress and service information.

C.1.5 FORMS, TEMPLATES AND RESOURCES
• None applicable

C.1.6 RELATED POLICIES
• Assessment

• Care Planning 

• Financial Management

• Information Management

• Referrals and Queries

C.1.7 STANDARDS AND LEGISLATION
• None applicable
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C.2 SERVICE ACCESS AND ELIGIBILITY 
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C.3  REFERRALS AND QUERIES 
(TO MARANATHA HOUSE)

C.3.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to responding to queries as well as receiving and making 
referrals to its residential services.

Resident referrals are a fundamental part of service delivery – ensuring that people receive services to meet 
their needs, and equally importantly, making sure they can access other external services if they do not 
meet the service criteria. Referrals are made according to an individual’s needs and preferences, and are 
carried out in accordance with residential entry criteria and the procedures outlined below. Referrals from 
other service providers and individuals within the community are encouraged.

Maranatha House aged care staff will:

• Work in partnership with residents and / or their carers and family members

• Promote positive emotional and physical health

• Periodically reassess the resident’s circumstances and re-evaluate the service care plan to ensure 
that it remains relevant and up to date. Referral for additional support or reassessment will be made if 
required.

• Provide the resident with all the relevant service information (both verbally and in writing) and develop 
a service care plan. This information includes: 

 - Residential Service Agreement, which includes a description of the resident’s rights and 
responsibilities

 - Residential Handbook, which outlines service policies and procedures relevant to the resident

 - Advocacy information sheet

C.3.2 SCOPE
This policy applies to all residents, carers and staff at Maranatha House who are assisting with referrals and 
queries. This includes Maranatha House’s CEO and Clinical Manager.

C.3.3 PROCEDURES
Making and responding to My Aged Care referrals and other related requests

Making My Aged Care referrals
Potential residents must register with My Aged Care in order to be able to be referred for an assessment of 
eligibility. Potential residents and family members / carers who approach Maranatha House directly should 
be referred to My Aged Care. Where they are able, potential residents should call My Aged Care on 1800 200 
422 with their Medicare card ready and provide information, including:

• Information about their care needs, including current supports, health concerns, activities around the 
home and safety at home

• Details of any assessment and / or service referrals

• Results of any assessments

• Details of any aged care services they already receive.
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The potential resident’s carer, family member or other support person, including a Maranatha House staff 
member, may be present during the telephone call to assist as required. 

If a potential resident requests assistance from Maranatha House, a staff member can:

• Use the Make a referral form to help them register with My Aged Care. The potential resident should be 
advised that the My Aged Care contact centre may call them (or their representative) to discuss their 
needs; or 

• Assist them in calling My Aged Care on 1800 200 422 for registration and telephone screening. 

Appointment as a resident representative
As many residents may not be able or comfortable talking with My Aged Care on the telephone, the resident 
may ask a Maranatha House staff member to act as their ‘regular representative’. A representative can by 
appointed to:

• Give information to My Aged Care including to assessors, the My Aged Care contact centre and other 
service providers

• Make decisions about aged care assessment and referrals for aged care services

• See and update aged care and personal information through the contact centre or on the My Aged Care 
resident record located on myGov

• Be listed as the potential resident’s primary contact for My Aged Care.

Potential residents may appoint a carer, family member, advocacy service or another advocate as their 
regular or authorised representative. If this is not an option, a potential resident may include Maranatha 
House as a regular representative. The potential resident must be capable of giving consent and either:

• Notify My Aged Care during a telephone call (1800 200 422). Note, a potential resident can also be called 
separately if they cannot be present for the initial call to My Aged Care

• Complete the My Aged Care ‘Appointment of a Representative’ form and fax it to My Aged Care (1800 
728 174) or mail it to My Aged Care, PO Box 210, Balwyn, Victoria 3103

• Appoint a Maranatha House staff member who is present during the potential resident’s assessment.

Appointment as a regular representative may be cancelled by telephoning My Aged Care to change or 
remove Maranatha House as the potential resident’s regular representative. 

Potential residents who cannot talk to My Aged Care
Residents who are unable to talk with My Aged Care by telephone may be referred to an ACAT without 
speaking directly to the My Aged Care contact centre when they:

• Have a medical condition which prevents them speaking on the telephone

• Are Aboriginal or Torres Strait Islander and who due to past experience does not feel comfortable 
speaking on the telephone

• Have poor hearing or is deaf and does not have the technology to use the National Relay Service

• Live in a remote community and does not have telephone access or reception

• Do not speak English and their language is not available on the Translating and Interpreting Service

• Are homeless or at risk of becoming homeless.

In these circumstances, Maranatha House must still be appointed as their regular representative by 
completing the Appointment of a Representative form.
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Making a referral to other services
Maranatha House will refer potential residents to other services when:

• The person is found to be ineligible for service at the time of initial contact or after assessment

• The service does not meet the person’s needs and / or preferences

• The person requires additional services or a higher level of care. 

• After commencing services, the resident’s needs change or additional services are required

• When the resident exits the service and requires an alternative service.

In these situations, Maranatha House staff will:

• Inform the resident why a referral may benefit them and provide information about the appropriate 
organisation

• Proceed only if the resident consents to the referral

• Determine whether the resident wishes to make contact with the service themselves, or wishes 
Maranatha House to make the referral

• Ensure that a Resident Consent form is signed by the resident, prior to providing information about the 
resident to the providing service

• Follow up on the outcome of the referral processes.

ACAT assessment of residents
The majority of Maranatha House aged care residents are funded under ACFI and completion of an Aged 
Care Assessment Team (ACAT) assessment is mandatory. Once an application for assessment is completed, 
the My Aged Care contact centre will create a My Aged Care resident record and conduct an initial screening 
before referring eligible residents on for a face-to-face, comprehensive assessment with an ACAT. Western 
NSW LHD ACAT Assessment Team is currently the appointed ACAT provider for Maranatha House aged care 
services and can be contacted as follows:

 Aged Care Assessment Centre

 Telephone: 1800 942 433

The ACAT will assess the potential resident’s eligibility, needs and circumstances and develop a support plan 
that identifies the potential resident’s strengths, difficulties, goals and service preferences. 

Receiving and managing referrals through the My Aged Care provider portal
Maranatha House may receive referrals for resident services via different pathways: 

1. Direct approach from potential residents, including:

• Potential residents with a referral code issued by assessors or the My Aged Care contact centre; or

• Potential residents with existing approvals for care types under the Aged Care Act 1997 (the Act) can 
approach service providers directly. These residents may not be registered with My Aged Care

2. Electronic referrals for service via the provider portal

3. Electronic referrals to Maranatha House’s waitlist.
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Referral priority status
Incoming service referrals are assigned a priority status (low, medium, high) based on a potential resident’s 
level of function, the level of risk in relation to the care situation, and any other concerns that are relevant to 
the potential resident’s circumstances identified during the screening or assessment process. 

Maranatha House’s CEO will action referrals (accept, reject or waitlist) – giving consideration to the priority 
status – within three calendar days of receiving an electronic referral for service or electronic referral for 
waitlist.

Electronic referrals for service via the My Aged Care provider portal 
The majority of referrals are made directly with Maranatha House. However, My Aged Care referrals to 
Maranatha House can be received via the provider portal. Maranatha House’s CEO is allocated the ‘Team 
Leader’ role in the My Aged Care provider portal, and is responsible for managing referrals for service 
(accepting, accepting to waitlist, rejecting referrals and revoking referrals after acceptance).

Referrals may be viewed in the ‘Service referrals’ section of the portal. Steps include:

• Select the ‘Incoming referrals’ tab then open the referral and review the information provided, including 
the priority rating, support plan, communication requirements, due date and recommended start date.

• Accept, reject or waitlist the referral. 

Note: Referrals for waitlists are not sent as a specific waitlist referral. If a waitlist is available for the 
service to which the resident has been referred, accept the referral in order to start service immediately, 
or accept the referral to waitlist.

• Once a referral is accepted by selecting ‘Accept referral’ from the ‘Referral summary’ page, select the 
correct service item name to which the referral will be linked. 

• Once a referral has been accepted, service delivery information must be provided within the priority 
status timeframes listed below.

Table 3. Priority status for Residential services

Manage referrals 
(accept, reject, 
waitlist)

Commence services
Update service 
delivery information 
in resident record

High 3 calendar days 2 calendar days after accepted 14 calendar days after accepted

Medium 3 calendar days 14 calendar days after accepted 14 calendar days after accepted

Low 3 calendar days 28 calendar days after accepted 14 calendar days after accepted

• To reject the referral, select ‘Reject referral’ on the ‘Referral summary’ page. Provide a reason for 
rejecting the referral from the drop-down list. 

• Notes: Rejecting a referral with the reason of ‘Resident deceased’ will change the resident’s status to 
‘Deceased’ and make the resident record ‘read only’. Any unaccepted service referrals will be recalled 
and the resident’s access to the resident portal will be revoked. Comments regarding the ‘Rejection 
reason’ are displayed in the Assessor portal but not in the Resident portal. Providing a rejection reason 
assists assessors and the My Aged Care contact centre to support residents in accessing services.
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• To revoke a referral after acceptance (for example, because a resident withdraws their consent for 
service provision or their circumstances change), go to the ‘Accepted services pending’ tab, select the 
accepted referral that is to be revoked and select ‘Revoke Referral’. Provide a reason for revoking the 
accepted referral from the drop-down list.

Submit entry information to DHS
After accepting a referral in the provider portal, submit entry information to the Department of Human 
Services (DHS) through either the DHS Aged Care Online System (ACOS), or via a paper based Aged Care 
Entry Record (ACER). It is not necessary to do both. The most efficient method is online as this generates a 
real time update.

Retrieving a referral code
A resident may choose to be issued with a referral code by assessors or My Aged Care contact centre staff, 
enabling them to discuss their needs with different service providers. If a referral code has been provided, 
the referral can be retrieved from the ‘Retrieve a referral code’ tab. Review the referral and resident 
information provided before accepting the referral. Only accept the referral if the resident agrees to 
commence services.

Notes: A referral code will need to be reactivated if it has previously been accepted by another provider, 
a previously commenced service has ceased, or the time limited approval has lapsed. Residents and their 
representatives can now manage their referral codes via the Resident Portal.

Residents with existing approvals for services under the Act 
Maranatha House may be approached by potential residents who have an existing care approval that was 
not approved through My Aged Care for Residential Care or Residential Respite. These residents may not be 
registered with My Aged Care and will not have an electronic referral for service. 

Prior to assisting these potential residents, it is necessary to either use off-line processes or use the Aged 
Care Resident Record (ACCR) online to confirm that the potential resident has the appropriate current care 
approval. 

Queries and waiting list management
Maranatha House must sometimes prioritise people for service, particularly when demand exceeds 
available places.

Potential residents and family members / carers contacting Maranatha House to enquire about Maranatha 
House aged care services are to be referred, in the first instance, to the relevant CEO, who will be responsible 
for responding to the query.

• Telephone calls are to be referred immediately to the relevant CEO for response.

• In the event the CEO is unavailable, the staff member who answered the call is to take a message 
including the name, location and telephone number of the enquirer, as well as the nature of their 
enquiry. This information should be forwarded immediately to the CEO.

• In the event that the query is urgent, and the CEO is unavailable, the call should be forwarded to the 
Clinical Manager or another senior staff member.

• Written queries, including emails, web queries or letters, are to be forwarded immediately to the CEO, 
who should respond or arrange for another staff member to respond to the query within 24 hours of 
receipt of the query.
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When assessing queries, the following factors are taken into account:

• Personal isolation

• Overcrowding and living conditions

• Actual level of care being provided

• Difficulty with a range of daily living

• Multiple disabilities and complex support needs.

Waitlist management
Once a place becomes available for a waitlisted resident, go to the ‘Waitlist’ tab under the ‘Service referrals’ 
tab in the provider portal, select the relevant resident referral, review the referral summary and resident 
record, and select ‘Draw down into service’. Then select the correct service item name to which the referral 
will be linked. Confirm that you want to accept the referral by selecting ‘Accept’.

To reject a referral on Maranatha House’s waitlist, select ‘Reject referral’, give a reason for rejection then 
select ‘Reject’. 

When the number of eligible residents exceeds the available capacity, a waiting list will be established. 
This waiting list will be used to prioritise eligible people for service. Priority of access will be given to those 
people, relative to others on the list, with the highest need.

The following information is to be recorded on the Waiting List form:

• Name

• Priority ranking

• Special needs

• Date commenced on waiting list

• Dates contacted while on waiting list

• Dates reassessed

• Date excited waiting list

• Reason for exiting waiting list – entered program / other

All people on the waiting list will receive regular contact from Maranatha House. This contact will occur 
approximately every month. 

If lengthy delays in admission to the service are anticipated, people will be kept updated and advised of 
their options, including referral to other services. People on the waiting list will be reassessed every three 
months to determine whether their needs, eligibility status or other details have changed.

The Waiting List form will be regularly reviewed and updated. The waiting list will be reviewed annually 
to determine whether the waiting list has been functioning equitably and efficiently, to identify ways of 
improving service access, and to identify any improvements that could be made to the waiting list process. 

C.3.4 ACCOUNTABILITIES
Maranatha House’s CEO has primary responsibility for overseeing resident eligibility and management. Day-
to-day management of resident referrals and queries will be conducted by the CEO and Clinical Manager. 
Other senior staff will be required to assist where relevant to their position, qualifications and experience.
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C.3.5 FORMS, TEMPLATES AND RESOURCES
• Nil 

C.3.6 RELATED POLICIES
• Accessing and setting up My Aged Care

• Admissions, Assessment, Fees and Care Planning

• Advocacy

• Consumer Rights and Responsibilities

• Communication

• Information Management

• Risk Management Policy and Procedure

C.3.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with residents

• Standard 8 – Organisational governance
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PART D: 
CARE SERVICES



D.1 PERSONAL CARE AND HYGIENE

D.1.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to managing the provision of personal care and hygiene 
support to Residents at Maranatha House. Personal care describes assistance or supervision with self-care 
tasks, such as bathing, showering or sponging, dressing and / or undressing, shaving, hair care, oral hygiene, 
basic foot, skin and nail care and grooming.

Maranatha House is committed to ensuring that each Resident’s hygiene and grooming needs are identified 
upon admission, regularly reviewed, and correctly implemented. This includes bathing / showering 
assessment and dressing / undressing assessment.

In providing personal care and hygiene support, Maranatha House aims to help Residents to retain their 
existing abilities, and / or regain abilities and life skills that will increase the Resident’s level of independence 
and decrease their dependence on interventions and supports.

D.1.2 SCOPE
This policy applies to all Residents, carers and staff, assisting with personal care and hygiene at Maranatha 
House.

D.1.3 PROCEDURE
Assessment
The need for personal care is determined following an assessment of each Resident’s strengths, capacities, 
needs, goals and preferences, using the relevant assessment tools, as outlined in the New Resident 
Admission Assessment Tool. These are to be documented in a personal care plan for each Resident.

Care is to be provided in a way that:

• Builds on the Resident’s priorities, strengths and capabilities

• Offers choice in how assistance is provided

• Encourages the Resident to participate as much as possible

• Supports the Resident to maintain or improve their ability to perform personal care tasks.

Services
Personal care and hygiene services for Residents include: 

• dressing and undressing, 

• showering, 

• hair washing, 

• perianal care (male and female). 

• sponge bath, 

• bed making,

• grooming,

• mouth/denture care, 
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• shaving, and

• nail care.

Prior to performing personal and hygiene cares, each Resident’s care plan must be reviewed to confirm 
the level and type of assistance required, which will depend on each Resident’s individual capabilities, i.e. 
choosing clothes, putting on shoes etc. 

It is important to communicate with the Resident to determine their preferences – not how you think they 
should be dressed, etc. Find out how much assistance they need and only offer help for tasks that are 
necessary. The procedures documented in the Maranatha House Guide to Personal Hygiene should be used 
to inform all personal care and hygiene services.

Attainment of additional/replacement clothes for Residents. 
The process to obtain additional or replacement clothing for a Resident is as follows: 

• Public Trustee permission is required for Residents under their care. As such, they will provide a limit to 
spend – contact Accounts to arrange payment for same, or purchase and obtain reimbursement via an 
expense claim ensuring receipts are provided 

• If there is no Public Trustee, request the Resident (if capable) or family to provide clothing items as 
required. If this is not an option, it may be necessary to seek assistance from charity organisations 

• Staff may purchase items for Residents from local businesses or charity shops. In such cases, the staff 
member should obtain receipts and seek reimbursement through an expense claim.

• Maranatha House also holds a small stock of donated clothing, which may be provided to Residents in 
need.

D.1.4 ACCOUNTABILITIES
Care workers have primary responsibility for the providing personal care and hygiene support, within their 
scope of practice and under the supervision of an EN or RN.

All staff responsible for providing care to Residents are accountable for delivering high quality, personal care 
to the level of their competency. In doing so, staff must ensure that each Resident’s dignity and privacy are 
respected. Similarly, staff must also ensure that each individual’s culture and ways of life are respected.

D.1.5 FORMS, TEMPLATES AND RESOURCES
• New Resident Admission Checklist

• Resident Assessment Tool

• Resident Care Plan

• Progress Notes

• Care Worker Procedure Manual

D.1.6 RELATED POLICIES
• Advocacy

• Assessment and Care Planning

• Behaviours

• Resident Mobility and Falls
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• Communication

• Complementary Therapies

• Cultural and Spiritual Life

• Infection Control

• Management and Reporting of Violence and Elder Abuse

• Relationships

• Sensory Loss

• Bed-Making - Occupied and Unoccupied

D.1.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 8 – Organisational governance.

D.2 REST AND SLEEP

D.2.1 POLICY STATEMENT
This policy outlines Maranatha House’s commitment and approach to ensuring Residents have an adequate 
balance of activity, rest, and sleep.

D.2.2 SCOPE
This policy applies to all Residents and staff at Maranatha House.

D.2.3 PROCEDURE
Each Resident’s normal rest and sleeping patterns will be identified on admission and recorded in the 
Resident’s initial assessment.

Every effort will be made to help Residents achieve adequate natural sleep within a 24 hour period, 
especially during the night.

All efforts should be made to maintain a calm, quiet environment, with staff duties planned so that any 
necessary activities which may interrupt sleep are kept to a minimum.

Residents identified as having sleep disturbances will be monitored and evaluated further, using the Sleep 
Assessment and Behaviour Assessment, and where appropriate, the Cornell Scale. 

Factors such as pain, anxiety or incontinence which may interrupt sleep should also be explored during each 
Resident’s initial assessment and all subsequent reassessments. All impacting factors identified during 
assessment and reassessment should be documented and should include all strategies that are put in place 
to ensure that they are addressed and minimised.
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Some Residents may be disturbed by air conditioning, if they are not accustomed to it. It is therefore 
important to ask Residents if they feel hot or cold and ensure that a comfortable temperature is maintained 
to support sleep and rest. 

Interventions to promote sleep will be individually established and should focus on natural means such as 
relaxation when appropriate, before resorting to medication.

Naps will be discouraged during the day if they affect the Resident’s natural sleeping patterns at night.

Resident culture
It is common for people from different cultures to have individual customs and preferences. It is important 
for staff to respect these. For example, it is a common practice within Aboriginal culture to have a “lay 
down” immediately following a meal, when the Resident has a full stomach. Residents may prefer to rest 
on a bed or on chair outside. This should be supported, with preferences listed on the rest and recreation 
section of their care plan.

Anxiety factors for some Aboriginal people may include their beliefs in cultural witchcraft. Night sleep 
disturbance from these fears can be so severe that a staff member may have to sit with the Resident and 
reassure them until pre-dawn or when the sun rises. This would generally need to be in a location away from 
wherever the disturbance occurred.

D.2.4 ACCOUNTABILITIES
All staff have a responsibility to ensure Residents have an adequate balance of activity, rest, and sleep.

D.2.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool

• Resident Assessment Tools

• Resident Care Plan

• Progress Notes

D.2.6 RELATED POLICIES
• Resident Assessment 

• Care Planning

• Communication

• Pain Management

• Medication Management

• Alternative Therapies

D.2.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living
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• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.

D.3 FALLS

D.3.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to assessing and managing a Resident at risk of falling, in 
order to reduce the number of falls and fall-related complications for all Residents at Maranatha House.

Maranatha House is committed to implementing falls prevention strategies for Residents assessed as being 
at risk of falling during their stay at Maranatha House and to minimise the occurrence of falls and fall-related 
complications.

Maranatha House has fall prevention strategies that are to be implemented for all Residents who are 
assessed as having an increased risk of falling when receiving Residential care, with measures implemented 
to minimise the occurrence of falls and fall-related complications for Residents and staff.

D.3.2 SCOPE
This policy applies to all Residents and staff at Maranatha House.

D.3.3 PROCEDURE
On admission to Maranatha House, all new Residents will be assessed for their potential to fall using the 
falls risk assessment tool (FRAT), located in eCase Program. The assessment will also be completed as 
part of each Resident’s ongoing mobility assessment and care planning, or more frequently, if a Resident 
experiences a fall or a deterioration in their mobility. 

The FRAT incorporates an assessment of a Resident’s function and any factors which may lead to a fall. 
Consideration will also be made to providing Residents with equipment that could prevent or reduce the risk 
of a fall.

Assessment should therefore include:

• Impaired balance including reduced mobility and muscle weakness

• Dementia or delirium

• Cognitive impairment

• Incontinence

• Feet and footwear analysis

• Impaired mobility

• Dizziness and vertigo

• Syncope (postural hypotension)

• Visual impairment

• Medications that may contribute to falls.
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INTERVENTIONS

Identified fall risk factors should be addressed as part of a multifactorial falls prevention program and injury 
minimisation strategies. Interventions may include:

• Educate and discuss falls prevention risks and strategies with staff and Residents

• Encourage all Residents to participate in exercise to improve muscle strength, balance, gait, safe 
transfers and use of walking aids

• Implement strategies to ensure that mobile Residents can walk around safely, such as:

 - Ensuring walking aids and other assistive devices are appropriate for the Resident’s needs, and 
repaired as needed

 - Modifying the environment to maximise safety, e.g. removing trip hazard

• Review prescribed medications for conditions that the Resident no longer has (e.g. antidepressants, 
antipsychotics, antihypertensives, antianginals)

• Assess and develop a plan of care for people with incontinence

• Treat orthostatic hypotension as required (orthostatic hypotension is common in Residents with 
dementia)

• Avoid using restraint or immobilising equipment (including indwelling catheters)

• Provide supervision and assistance with transfer to Residents with delirium or cognitive impairment, or 
who are not capable of standing and walking safely.

IN THE EVENT OF A FALL

Responding to a Resident fall requires the provision of immediate first aid, medium- and longer-term care, 
and documentation.

Following a fall, the staff member present should:11

• Not move the Resident initially. Reassure them

• Call for assistance

• Assess the Resident for serious and obvious injury, such as bleeding or loss of consciousness

• Notify the RN or staff member in charge of the incident.

Part A. Physical examination
Carry out a full physical examination, including assessment of:

• Head – assess for skin tears; lacerations; haematomas; level of consciousness or change in usual state of 
confusion. Palpate the skull gently to identify any new swelling or “bumps”

• Eyes; ears; nose; mouth; neck – (for any unusual signs e.g. bleeding or discharge or pain and pupil 
reaction)

• Limbs – check for skin tears; bruising; pain; range of motion - do this gently

• Vital signs – pulse, blood pressure, temperature, respiration, blood sugar level if the Resident is 
diabetic. 
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If observations are abnormal, discuss this with the GP to determine the need to transfer the Resident to 
hospital for further assessment.

Part B. Assess for fractures
Assess for signs and symptoms of a fracture, e.g. pain at or near the site of the injury; loss of power; difficult 
or impossible normal movement of the limb; tenderness when gentle pressure is applied; swelling over / 
around the fracture; bruising; deformity; abnormal twist or shortening.

If a fracture is suspected, immobilise the limb, leaving the Resident where they are, make them comfortable 
and call 000 for ambulance and transport to hospital. 

Part C. Neurological observation protocol
When to assess neurological status

Neurological observations are to be commenced for all Residents involved in a fall where: 

• The Resident was witnessed to hit their head 

• The fall was unwitnessed 

• A head injury is suspected.

What to assess for: neurological status

Neurological observations are to be conducted and documented as follows: 

• Quarter hourly for an hour

• Half hourly for two hours

• Hourly for two hours

• Four hourly for 24 hours. 

• Six hourly for 24 hours

Notify the Resident’s GP of neurological observations and seek direction regarding ongoing frequency of 
neurological observations, document the GP’s instructions and advise staff accordingly of the prescribed 
frequency of ongoing observations.

When assessing neurological status: 

• Assess the Resident’s behaviour, e.g. anxiety, `flat’, s̀hocked’, c̀onfused’, state of consciousness, etc.

• Observe for other symptoms, including delirium, new or worsening confusion, headache, amnesia, 
vomiting or change in the level of consciousness

• If the fall is unwitnessed or is witnessed and the Resident hit their head, commence neurological 
observations as per the protocol above.

If neurological observations are abnormal, call 000 for an ambulance advising them of suspected head 
injury.

A copy of the neurological observation chart is to be attached to the Accident / Incident Report in eCase 
Program.
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Part D. Post-fall procedures
Post-fall procedures include:

• If the Resident is on anticoagulant therapy, monitor closely for signs and symptoms of haemorrhage for 
72 hours and call 000 for ambulance and transfer to hospital if suspected

• Notify the Resident’s GP by telephone or fax a copy of the Accident / Incident Report

• If the Resident has diabetes, monitor their blood glucose levels as directed by their GP

• Clean and dress any wounds 

• Notify Resident’s next of kin / guardian

• Complete an Accident / Incident Report form and update the Accident / Incident Register

• Document incident in the Resident’s progress notes 

• Ensure all staff are aware of the incident

• Monitor Resident closely over the next 72 hours and report on the Resident’s wellbeing, including: 

 - Pain level 

 - Signs of bruising – commence wound chart to monitor 

 - Mobility and weight bearing changes 

 - Behavioural changes 

 - Level of consciousness 

 - General function

• The RN will review the Resident’s Falls Risk Assessment within 24 hours of the fall. Referral to 
physiotherapy may be required for rehabilitation and / or strength and balance training if the falls risk 
assessment is medium or high risk

• Discuss the psychological impact of falls with the Resident and their family

• Update the falls plan in the Resident’s care plan.

D.3.4 ACCOUNTABILITIES
All Maranatha House staff are responsible for assessing and managing a Resident at risk of falling and 
implementing falls prevention strategies to minimise the occurrence of falls and fall-related complications.

D.3.5 FORMS, TEMPLATES AND RESOURCES
• Falls Risk Assessment Tool (eCase)

• Accident/Incident Report form (eCase) 

• Neurological Observation chart (eCase)

D.3.6 RELATED POLICIES
• Risk assessment 

• Observations
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D.3.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.

D.4 RESTRICTIVE PRACTICES

D.4.1 POLICY STATEMENT
Maranatha House is committed to minimising the use of restrictive practices and promotion of a restraint-
free environment, that promotes the dignity, independence and safety of each Resident, by ensuring that 
their rights are upheld in accordance with their needs and preferences.

This policy outlines Maranatha House’s framework to actively minimise the use of restrictive practices 
across the service.

Restrictive practices minimisation principles:

• Restrictive practice should always be the last resort and viewed as a temporary solution for managing 
any behaviour causing concern.

• Restrictive practice will only be considered after all strategies to manage behaviours, that might cause 
injury or harm to the Resident or others, are found to be inappropriate. 

• Restrictive practice will only be used as a means of securing Resident safety or where the Resident 
poses a risk of harm to themselves or others.

• the decision to use restrictive practices must only be made when all other alternative measure have 
been trialed and exhausted.

• restrictive practice must always be the least restrictive form of restrictive practice possible.

• the use of more than one type of restrictive practice at a given time must be prevented wherever 
possible. If this occurs, a separate assessment and documentation must be completed and recorded for 
each restrictive practice and restrictive practice. 

• Restrictive practices must be compliant with all legislative and regulatory requirements.

• Restrictive practices must be authorised by the Treating Doctor and the informed consent provided by 
the Resident and/or their representative.

D.4.2 SCOPE
This policy applies to all Maranatha House staff, volunteers, subcontractors and Residents.
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D.4.3 UNDERSTANDING RESTRICTIVE PRACTICES
Emergency Restraint
An emergency is a serious or dangerous situation that is unanticipated or unforeseen and that requires 
immediate action.

Emergency Restraint Considerations

It is expected that providers will be actively engaged in a Resident’s day to day care and support needs, 
including behaviour support planning, and that this understanding and engagement will reduce the 
incidence of emergencies. Situations where restrictive practices are required in residential aged care in the 
event of an emergency should therefore be rare. 

Some requirements, such as the requirement for consent, are exempt when the use of the restrictive 
practice is in an emergency. These exemptions are intended to ensure that a provider can appropriately 
and rapidly respond to an emergency to protect a Resident or other person from immediate harm. An 
emergency situation is not expected to last for an extended period of time and an emergency situation will 
be considered to have ended when there is no immediate risk of harm or injury for the Resident or others.

If a physical threat emerges to persons as a result of a behaviour, remove yourself and others from danger 
and call “000” for urgent Police and Paramedics.

Non-restrictive practices:

Some equipment may be used for safety purposes other than restrictive practice and do not require a 
doctor’s authorisation. Consent should be sought from the Resident or responsible person and documented 
in the Resident’s care plan. This will be regularly evaluated to ensure that it continues to be in the best 
interest of the Resident. Examples of non-restrictive practices include:

• Chair tables used for meal service and removed immediately after use

• Seat belts on shower chairs to prevent slipping, removed immediately after use

• Seat belts on wheel chairs during transportation, removed immediately after transportation

• Bed rails where used to alleviate resident fear of falling or to assist movement in bed

• Devices to facilitate security / public safety, e.g. keypads at exits where the resident can get out

• the use of a medical or surgical appliance, for example a Splint or plaster cast for the proper treatment 
of a physical disorder or injury

• deliberate isolation for infection control 

• use of a cushioned, recliner chair that has flexibility in being able to be positioned in different ways (e.g., 
a princess chair) that is implemented for the sole purpose of comfort and care for a Resident who is 
unable to move independently and in their own capacity.

Environmental Restraints:

Environmental restraint is a practice or intervention that restricts, or that involves restricting, a Resident’s 
free access to all parts of the Resident’s environment, including items and activities, for the primary purpose 
of influencing the Resident’s behaviour. 
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Examples of Environmental Restraint include:

• restricting a Resident’s access to an outside space, 

• removing or restricting access to an activity or to the outside environment, or 

• limiting or removing access to a wanted or needed item, such as a walking frame, by putting it out of 
reach. 

Environmental Restraint Considerations:

The Resident’s environment includes their room, any common areas within the service, and the common 
grounds outside of the service. It does not include another Resident’s room. Further it does not include 
areas within the service where a Resident would not ordinarily be allowed to access, or only access with 
support from care staff. This may include the kitchen, laundry, clinical spaces or areas where medication 
may be stored, or maintenance sheds for example. 

Consequences of environmental restraint can include:

• bruises and skin tears resulting from attempting to leave or overcoming environmental restraint areas.

• fear and anxiety because of the psychological effect of being trapped or isolated.

• increased falls risk associated with escape and entrapment.

Mechanical Restraints:

Mechanical restraint is a practice or intervention that is, or that involves, the use of a device to prevent, 
restrict or subdue a Resident’s movement for the primary purpose of influencing the Resident’s behaviour. It 
does not include the use of a device for therapeutic or non-behavioural purposes in relation to the Resident.

Examples of Mechanical Restraint include:

• use of a lap belt or princess chair, bed rails, low beds or use of clothing which limits movement and is 
unable to be removed by the Resident. 

Devices used for therapeutic purposes or non-behavioural purposes are not considered to be mechanical 
restraints, such as use of a wheelchair for someone who needs mobility support, however if the service 
leaves a person in the wheelchair, applies the brakes so they remain in one position and they are unable to 
move themselves, this is mechanical restraint. 

Mechanical Restraint Considerations:

Devices in place for safety purposes or to prevent harm, even if consented to by the Resident, are considered 
to be a mechanical restraint if not used for therapeutic or non-behavioural purposes. Use of bed rails is 
the most common example here. Bed rails are mechanical restraint and require discussion of the risks and 
proposed benefits, and a behaviour support plan to be in place, unless the person is able to operate the rails 
themselves or if the rail is partial and the person can still get in and out of the bed. 

Physical Restraints:

Physical restraint is a practice or intervention that is or involves the use of physical force to prevent, 
restrict or subdue movement of a Resident’s body, or part of a Resident’s body, for the primary purpose of 
influencing the Resident’s behaviour. 

Examples of Physical Restraint include:

• physically holding a Resident in a specific position to force personal care issues such as showering to be 
attended to or for administration of medication, 

• pinning a Resident down, or physically moving a Resident to stop them moving into a specified area 
where they may wish to go. 



Part D – Care Services

56 // 182

Physical Restraint Considerations:

Physical restraint does not include the use of a hands-on technique in a reflexive way to guide or redirect the 
Resident away from potential harm or injury if it is consistent with what could reasonably be considered the 
exercise of care towards the Resident.

Assisting a Resident with activities of daily living where this has been requested and the Resident is unable 
to assist themselves, guiding them away from danger or catching a Resident if they are about to fall are not 
considered physical restraint.

Seclusion:

Seclusion is a practice or intervention that is, or that involves, the solitary confinement of a Resident 
in a room or a physical space at any hour of the day or night for the primary purpose of influencing the 
Resident’s behaviour where: 

• voluntary exit is prevented or not facilitated; or 

• it is implied that voluntary exit is not permitted. 

Examples of Seclusion include:

• placing a Resident alone in a space or room from which they cannot exit, including in a space by 
themselves where their access to a call bell or walker is limited, or 

• imposing a ‘time out’. 

Seclusion Considerations:

Seclusion significantly affects a Resident’s dignity and rights and should only be used after all other forms of 
behaviour management or appropriate alternative restrictive practices have been exhausted. Seclusion is 
an extreme form of restrictive practice and should never be used as a punishment. 

A Resident who decides to close and lock a door behind them, such as in their own room or bathroom is not 
considered seclusion, as they are able to enter and leave the area of their own free will. 

Where Residents are required to isolate for the purpose of complying with state and territory public health 
directives, this is not considered to be seclusion, as the primary purpose of such an action is not to influence 
the Resident’s behaviour but to comply with the health order.

Chemical (pharmacological) Restraints:

Chemical restraint is a practice or intervention that is, or that involves, the use of medication or a chemical 
substance for the primary purpose of influencing a Resident’s behaviour, but does not include the use of 
medication prescribed for: 

• the treatment of, or to enable treatment of, the Resident for a diagnosed mental disorder, a physical 
illness or a physical condition; or 

• end of life care for the Resident. 

Examples of Chemical Restraint:

Examples of chemical restraint are administration of any medication, including prescribed, Pro Re Nata (PRN 
or as required) and over the counter medication, to a Resident, which influences, moderates or controls 
their behaviour. 

Chemical Restraint Considerations:

Where medication is prescribed for the medical treatment of a diagnosed mental disorder, a physical illness 
or physical condition, or end of life care, as allowed for under the legislation, Maranatha House needs to 
ensure they are using the medication as prescribed and with appropriate monitoring and consent.
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Note for Chemical Restraint:

• Where a Resident is prescribed a psychotropic medication and their GP has written the related diagnosis 
on the medication chart for the use of that medication, this medication is not a chemical restraint.

• A diagnosis must be recorded for medication, including any regular and/or PRN medication, for the 
medication to NOT be classified as a chemical restraint.

Chemical Restraint upon Admission/Readmission:

Where a Resident is admitted or readmitted to Maranatha House, and has existing chemical restraint 
medication prescribed, it is the responsibility of the RN to:

• thoroughly investigate the reasons for the use of the chemical restraint, including discussion with the 
Resident and/or their representative

• communicate the use of the chemical restraint to the GP as soon as practicable and seek their review.

• plan and assess the need for the restraint, implementing alternative non-restraint practices in 
consultation with the GP to work towards the ceasing of the use of the medication.

• Thoroughly document in the Resident’s progress notes and Care Plan.

Restrictive practices Never to be used at Maranatha House:
Restrictive practices including aversive treatment practices/punishment, and person to person restrictive 
practice are not acceptable and cannot be used at any time at Maranatha House.

This includes the practice of “holding’’ down a Resident’s hands for the purpose or intent to restrict Resident 
movement. Physical force or ‘hands on’; no matter how gentle ‘hands on’; is a form of restrictive practice if it 
prevents the Resident’s voluntary movement or limits a Resident’s independent mobility.

Other form of restrictive practice that will not be used at Maranatha House include:

• bedrails – whether fitted to bed or not (this service does not utilise beds with fitted rails)

• removal of aids such as mobility aids, with the intention of restricting mobility

• large pillows or bean bags on floors

• lap rugs with ties

• lap belts

• tabletops

• posey restrictive practices or similar products

• lap sashes (waist restrictive practices, including belts)

• hand mitts

• geri/protective chairs with tables

• extreme restrictive practices, including:

 - aversive treatment practices/punishment

 - seclusion

 - posey criss-cross vest

 - leg or ankle restrictive practice

 - manacles/shackles (hard)

 - soft wrist/hand restrictive practices

 - bed poles
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D.4.4 PROCEDURE
Use of Restrictive practices
Restrictive practices should only ever be considered as a last resort and are to be avoided where possible as 
a way for managing Resident behaviour.

Maranatha House staff, families and carers should always think about whether what they are doing is right, 
if it is actually needed and whether there is a better way to do something that might be considered as 
restrictive practice. Maranatha House staff should always seek to discuss options with the resident’s family 
and the care team, to see if there is a better way.

From 1 September 2021, Maranatha House is required to have a Behaviour Support Plan in place for every 
Resident who exhibits behaviours of concern or changed behaviours, or who has restrictive practices 
considered, applied or used as part of their care. The behaviour support plan forms part of the Resident’s 
Care Plan and does not replace it. 

The Behaviour Support Plan must set out information about the Resident that helps Maranatha House staff 
to understand the Resident’s background and changed behaviours, including but not limited to: 

• any assessments which have been carried out regarding those behaviours, 

• known triggers which may precede those behaviours, 

• alternative strategies which are known to be successful, or unsuccessful, in managing those behaviours, 
and 

• any restrictive practices which are used or applied once alternative strategies have been tried. 

It must also include evidence of consent from the Resident or their restrictive practices substitute decision-
maker. 

An electronic copy of the Behaviour Management Plan is incorporated into the Resident Care Plan on eCase 
and is available to staff to inform ongoing Resident care and safety. 

Minimising the use of restrictive practices
To minimise the use of restrictive practice it is important to firstly know and understand the background, 
likes, dislikes, wishes and needs of each resident. Spending time with the resident and finding out what they 
like and want, will help you learn how to anticipate and meet their needs. Making a detailed assessment will 
help you to understand any triggers of behaviour and anything which may be calming. 

Before considering the use of a restrictive practice, the following actions must be taken:

• a full assessment of the Resident including sleep, falls risk, behavioural, communication, pain, and 
lifestyle activity assessments.

• medical review to rule out medical reasons for their behaviour.

• trial and implementation of non-restrictive practice behaviour management strategies including 
documentation related to their outcome and result.
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Risk Assessment
Risks can be defined as the likelihood of anything happening that would have a negative impact upon 
Maranatha House’s ability to provide quality care for residents.

Risk assessments should be conducted with all residents on admission and on an ongoing basis as part 
of an agreed schedule, to identify new or potential risks or changes in resident status or behaviours 
that may cause injury to themselves and/or others. This assessment needs to include a review of the 
care environment, including carers, services and practices that could impact and trigger the Resident’s 
behaviour. Consideration of any clinical, care needs or services that are reversible causes of the behaviour 
need to be managed or excluded, for example pain, constipation, hunger, thirst, and toileting needs.

Situations in which risk assessment should be considered include:

• The outcome of voluntary or uncontrolled movement causing harm to the Resident. This may include 
maintaining body alignment while seated and require physiotherapy / occupational therapy and / or 
medical assessment

• Possible harm to others from a resident where purposeful actions threaten other residents, visitors, 
staff or property. This will also require medical assessment

• Nursing assessment as part of the risk assessment should be conducted to identify triggers that may 
precipitate problems for which the restrictive practice is being considered 

• Following a comprehensive assessment, alternative strategies to control / prevent the problem should 
be explored and implemented as appropriate 

• All strategies should be evaluated on a daily basis to ensure they are meeting the resident’s needs and 
achieving the anticipated outcomes

• The assessment, interventions and evaluation of the outcomes should be documented in the resident’s 
care plan and, if applicable, progress notes.

Where any form of restrictive practice is considered, even where the resident or their family requests the 
use of restrictive practice for the purpose of safety and security, it is important that this is discussed with 
the person, their substitute decision maker, their treating GP, allied health staff, and where appropriate 
their significant others. People may not understand the potential harms and alternatives. Alternatives to 
restrictive practice should always be tried with restrictive practice only used as a last resort.

Any identified behaviours that pose a risk of injury to the Resident and/or others will be discussed with the 
Resident and/or their representative, the Resident’s treating GP and the nursing and allied health team.

Discussion will include:

• the possible consequences of the behaviours

• non-restrictive practice care strategies that can be implemented to prevent or minimise the occurrence 
of the behaviour and the risk of injury to the Resident or others developed and documented.

• ways to engage the Resident in activities of their choice and support their independence and 
enjoyment, and therefore preventing the challenging behaviour occurring, should also be reviewed, and 
implemented.

Agreed strategies for managing the Resident’s behaviour will be documented in the Resident progress notes 
and in their Care Plan. Agreed behaviour management strategies will be monitored. Managers and clinicians 
must refer to, and utilise, the Behaviour Management Policy.
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People with Dementia
People with dementia can have changed behaviours, and staff and families often look for ways to address 
these such as using sedatives or putting physical barriers up to prevent the person wandering off and 
hurting themselves. However, there are often better ways to engage with the resident that reduce the 
need to use restrictive practice. It’s helpful to discuss this with families. This might include seeing if the 
person is cold, bored, hungry or in pain, helping the person to get out and about for mild exercise, finding 
interests that engage the resident such as crafts, hobbies and low impact activities like gardening. Other 
interventions might include redirecting the resident by looking through old family photos and talking about 
old times and making sure the resident has cues that help them identify essential areas in the home such as 
the bathroom. 

There are areas within the home setting at Maranatha House that are safe for the resident to wander, this 
may also help to calm them and minimise agitation.

Aggression or agitation can result from frustration, for example when the person cannot get their message 
across. Using cue cards and communication devices for residents with speech difficulties can minimise this 
frustration. Helping the resident to keep to a regular schedule, along with engaging them in meaningful 
activities of life also serves to address and minimise triggers and causes of behaviours and improve quality 
of life.

For more information on minimising restrictive practice visit: https://www.agedcarequality.gov.au/
resources/minimising-use-restrictive practices-resources

Where a Resident has been assessed as being at risk, the actions taken must be balanced against the 
Resident’s right to choose not to be restrained. This right to freedom of choice should be acknowledged and 
supported. However, at the same time, Maranatha House staff must take responsibility for care provided 
and the environment in which it takes place.

If the Resident is not competent to comprehend medical advice regarding their care and safety, and 
therefore have the capacity to make informed decisions, the Resident’s representative may give consent on 
their behalf. (This must be documented in the Resident’s file). 

In situations where there is a dilemma between the degree of risk and duty of care, a case conference must 
be arranged as soon as practical. The Resident / representative should be represented with consultations 
from a range of appropriate health professionals, such as RN, GP, allied health and mental health team.

Consent for Restrictive practice
The need for restrictive practice is a clinical decision and its use will therefore be decided by appropriately 
qualified people. A family member or Resident’s representative does not have the legal power to require 
a Resident to be restrained and as such, a direction to restrain a Resident will not be taken from these 
persons.

Only the Clinical Manager can identify the need for a restrictive practice when all other non-restrictive 
practice methods to manage potentially harmful behaviour have been tested and are found to be ineffective 
or inappropriate. The Clinical Manager will discuss the proposed use of a restrictive practice with the 
Resident’s representative and the Resident’s Treating Doctor.

The proposed restrictive practice must have been assessed as the least restrictive form of restrictive 
practice and an appropriate risk assessment be completed (e.g., bed rail risk assessment completed).

The Physical Restrictive Practice Authorisation Form must be completed to confirm consent for use of 
restrictive practice by the Resident and/or the Resident’s representative and by the Treating Doctor.
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If a Resident or their representative do not consent to the use of restrictive practice, the CEO must be 
consulted, and the restrictive practice must not be applied. The CEO must schedule a meeting with the 
Resident and/or representative, and the Resident’s treating doctor to discuss the reasons for the use of 
the restrictive practice and the Resident and/or their representative’s concerns for not allowing the use of 
the restrictive practice. The Clinical Manager must ensure that the meeting discussions and outcomes are 
documented.

Where the Resident or their representative does not consent to the use of the restrictive practice and where:

• there is evidence to support the testing of all possible non-restrictive methods of behaviour 
management; and

• the person may cause injury to themselves and/or others without the restrictive practice, the Clinical 
Manager will discuss the matter with the CEO and the following options regarding the Resident’s 
ongoing care will be considered, including:

 - referring the matter to the Guardianship Tribunal

 - discussing with ACAT and Resident’s representative the need for alternative placement.

Implementation of Restrictive practice:
Where a restrictive practice or restrictive practice is approved for use, it is a requirement that 
comprehensive documentation about non-regular restrictive practice application for at-risk Residents 
should be completed in Behaviour Support Plan, as part of the Resident’s care plan and progress notes. At a 
minimum, this documentation should include:

• Date and time

• Type of restrictive practice

• Reason/s for restrictive practice and what other options have been considered

• documented approval by the treating GP to use restrictive practice, including confirmation of the 
Resident’s behaviours that are relevant to the need for the restrictive practice.

• alternatives to restrictive practice that have been trialled prior to implementing the restrictive practice.

• the care and special measures to be provided to the Resident to minimise the impact while the 
restrictive practice is in place.

• The circumstances in which restrictive practice may be applied

• Intervals at which the Resident must be observed and released

• the duration the restrictive practice will be in place

• Evidence of the Resident’s or guardian’s consent. 

• a Behaviour Support Plan in the Resident’s Care Plan, completed by the Clinical Manager and

• Update of the Restrictive Practice Register (eCase) where any restrictive practices are commenced or 
ceased.

Ongoing Resident Protection: 
Psychotropic (chemical restraint) Usage Monitoring
The psychotropic self-assessment will be completed monthly by the Assigned Registered Nurse, to assess 
and monitor the appropriate use of psychotropic medications at Maranatha House.

The Clinical Manager will access a report from pharmacy each quarter that lists any Residents on 
psychotropics and their associated diagnosis.
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Where there is no diagnosis or where a “behaviour” is listed as the reason for administration, the Clinical 
Manager will:

• determine if there is an associated diagnosis and have the Treating Doctor document the appropriate 
diagnosis in the medication chart.

• place the Resident on the self-assessment and complete the assessment.

• review the psychotropic usage monitoring tool outcomes, to identify any issues, and opportunities for 
alternative management options.

• Discuss opportunities for improvement with the care team

It is important to remember that the use of restrictive practice poses risks. While the Resident is subject to 
any form of restrictive practice, the RN must therefore monitor the Resident at least every 30 minutes for 
signs of distress or harm and regularly monitor and review the ongoing need for the restrictive practice.

All monitoring of the Resident during the period of use of the restrictive practice must be recorded and 
be in accordance with their Behaviour Support Plan and individual plan of care. This review is strategic to 
enabling the removal of the restrictive practice as soon as the Resident’s condition improves (consider the 
reason for the application of the restrictive practice) and alternative non-restrictive practice strategies are 
in place and effective.

The RN Team must assess and monitor for:

• the correct use of the restrictive practice

• the inappropriate use of restrictive practice

• signs of distress or harm observed in the Resident while subject to the restrictive practice. The Resident 
must be assessed on a daily basis, and records of the observations must be documented as part of the 
Resident’s ongoing records of care.

• opportunities to remove the restrictive practice as soon as the Resident’s condition improves, with 
alternative non-restrictive practice strategies in place and effective.

• comfort and safety of the Resident through maintaining activities of daily living such as regular toileting, 
hydration, nutrition, exercise and mobility, skin care, pain relief, and social interaction.

• the ongoing use of restrictive practice to determine whether it is still required and optimal. The review 
must reassess the need for the use of restrictive practice, the outcome achieved using restrictive 
practice and consider alternative measures to restrictive practice.

Removal or de-escalation must be aligned to the assessed need for the implementation of the restrictive 
practice. Removal must occur as soon as possible when the behaviour is no longer observed, or a non-
restrictive practice alternative can be implemented and is observed to manage the Resident’s behaviour.

Reportable Incidents:
Inappropriate use of physical and chemical restrictive practices are reportable to the Aged Care Quality and 
Safety Commission under the Serious Incident Response Scheme (SIRS).

In the first instance any occurrences must be reported immediately to the Shift Supervisor, who will 
coordinate the response with the RN and Clinical Manager.

D.4.5 ACCOUNTABILITIES
Staff of Maranatha House are responsible for providing a safe environment for residents, staff and visitors, 
through the assessment of resident risks and the implementation of strategies to address them. At times, 
this may include the use of restrictive practices, however staff must make all attempts to minimise their use.
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Management is responsible for ensuring that Maranatha House staff receive education and guidance on 
how to assess residents’ mobility and move residents safely, as well as guidelines on the use of restrictive 
practicess.

D.4.6 FORMS, TEMPLATES AND RESOURCES
• Accident / Incident Report form (ECase)

• Assessment tools (ECase)

• Physical Restraint Check Sheet

• Restrictive Practice Authorisation 

• Progress Notes

• Mobility and Function Assessment

• Falls Risk Assessment

D.4.7 RELATED POLICIES
• Advocacy

• Residents’ Rights and Responsibilities

• Communication

• Information Management

• Mobility

• Falls

• Nursing

• Pain Management

• Palliative Care

• Personal Care and Hygiene

• Risk Management

• Sensory Loss

• Skin Integrity

D.4.8 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.

Relevant legislation and resources:

• Aged Care Act 1997

• Quality of Care Principles 2014 

• Aged Care Quality Standards
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• The Criminal Code Act 1995

• Powers of Attorney Act 1998

• Guardianship and Administration Act 2000

• Mental Health Act 2000

• Workplace Health and Safety Act 1995

• Australian Government, Guidance and Resources for Providers to Support the Aged Care Quality 
Standards (9 September 2019) Aged Care Quality and Safety Commission

• Carmelle Pesiah and Ellen Skladzien, “The Use of Restraints and Psychotropic Medications in People 
with Dementia” (March 2014) A Report for Alzheimer’s Australia (Paper 38)

• Commonwealth, Royal Commission into Aged Care Quality and Safety, Restrictive Practices in 
Residential Aged Care in Australia (2019)

• Department of Health and Ageing, Decision-Making Tool: Supporting a Restraint Free Environment in 
Residential Aged Care (18 September 2015) Ageing and Aged Care

• Explanatory Statement, Aged Care Act 1997, Quality of Care Amendment (Minimising the Use of 
Restraints) Principles 2019 (Cth)

• Aged Care Quality and Safety Commission, Serious Incident Response Scheme: Guidelines to residential 
aged care providers, March 2021

• Aged Care Quality and Safety Commission, Effective incident management systems: Best practice 
guidance, March 2021

D.5 MOBILITY AND MANUAL HANDLING 

D.5.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to assessing each Resident’s mobility, including guidelines 
for safely moving Residents.

Maranatha House is committed to:

• Restoring, maintaining, and assisting Residents to achieve maximum levels of function and 
independence

• Ensuring that staff and Resident safety is prioritised during all manual handling activities

• Increasing staff awareness of hazards involved with moving elderly and frail Residents

• Reduction of manual handling-related injuries and associated costs

• Reduction of the use of restrictive practices.

D.5.2 SCOPE
This policy applies to all Maranatha House Residents, carers, and staff engaging in manual handling 
activities and supporting Residents with mobility.
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D.5.3 PROCEDURE
RESIDENT MOBILITY

Residents with impaired mobility are identified during their initial assessment on admission to Maranatha 
House, but may also be identified at any time while receiving care and services at Maranatha House or 
during regular reviews and reassessments.

A Mobility and Function Assessment, incorporating Falls Risk Assessment (FRAT), is to be completed both 
on admission and during each reassessment (scheduled and unscheduled), to identify assistance required 
and the use of aids to support mobility. Appropriate interventions are to be recorded in each Resident’s care 
plan.

Residents should be referred to the physiotherapist for additional assessment and intervention as required. 
If a Resident requires physiotherapy assessment or intervention, the RN or GP must fill out a referral form to 
organise further assessment and ongoing physiotherapy. 

Staff are to ensure that Residents are using their mobility aids appropriately and have been instructed in the 
correct technique in accordance with the user manual, guidelines, and physiotherapist instructions.

All mobility aids should be cleaned and maintained according to the preventative maintenance program.

Part E. Manual handling
Manual handling is the exertion of a force by a person to move, lift, lower, push, pull, carry, move, hold, or 
restrain something or a person. Residents with impaired mobility will be identified on initial admission 
assessment and within the first three weeks after admission.

Guidelines for manual handling apply to all people in the workplace including volunteers and families. 
Whenever possible, movement of Residents should not occur without the assistance of another person or 
the appropriate aids.

The risk of injury increases if a load is being lifted above the shoulder or below mid-thigh height. Control 
measures such as mechanical assistance or team lifting should be implemented for loads of 16-55 kg. No 
worker should lift, lower or carry loads greater than 55 kg, unless mechanical assistance or team lifting 
arrangements are in place to minimise the risk of injury.

Each manual handling activity should be evaluated to identify appropriate methods to lessen injury risk. 
Although weight is a factor, the following should also be considered:

• Resident dependency, weight, compliance, transfer required, behaviour, and understanding of task 
performed

• Activity movement, posture, position of the lifters, workplace layout, frequency of lift, equipment 
provided, skills and knowledge

• Residents are to be encouraged to assist in their own transfers as much as possible

• Use of mechanical or other assistance when required and according to the risk factors

• A hoist / lifting device is to be used if the transfer requires manual lifting of the whole or a large part of 
the person’s weight. The procedure to be followed in the use of all manual handling devices is outlined 
in the Care Worker Manual - Transfer Devices - Slide Sheet, Standing Hoist and Mobile Floor Hoist. Hoists 
and lifting devices should only be used in line with the relevant user manual and safety instructions 
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• Ongoing reviews and discussions about any lifting problems should be a routine procedure. All 
identified safety hazards should be recorded on the risk register and action plan

• Staff are to comply with interventions that are in place in order to eliminate or reduce identified risk 
factors. These interventions, if required, are documented in each Resident’s care plan

• All staff will receive manual handling education at least yearly, including care of the back, injury 
prevention and safe manual handling techniques

• Work environments will be assessed prior to manual handling interventions are implemented, to reduce 
potential risks, e.g. wet floors, equipment or clutter in the way, lighting, height of beds, position of 
lockers

• The safest lifting/manual handling techniques for the task required will be agreed upon prior to the 
activity

• The transfer should be as short as possible and may need to be carried out in stages

• Keep the load close to the body and avoid bending, twisting, stretching or reaching

• Have a wide base of support, with the legs apart, knees bent and back straight. Apply smooth even 
movements and avoid jerking

• Clothing must allow freedom of hip, knee and shoulder movement. To add stability and minimise slips 
and falls, staff should wear secure footwear with non-slip soles.

Staff must ensure that they are able to carry out required manual handling duties. They should notify the 
Care Manger, Clinical Manager or RN/EN if they are physically at risk of injury due to previous injuries or 
underlying health conditions.

Staff injuries that occur at work must be reported immediately to the Care Manager, Clinical Manager or 
EN/RN and recorded on an Accident / Incident Report form. A review by a medical officer may be required 
depending on the injury sustained.

D.5.4 ACCOUNTABILITIES
Maranatha House staff are responsible for providing a safe environment for Residents, staff and visitors, 
through the assessment of Resident risks and the implementation of strategies to address them. At times, 
this may include the use of restraints.

Maranatha House management are responsible for ensuring that facility staff receive education and 
guidance on how to assess Residents’ mobility and move Residents safely, as well as guidelines on the use of 
restraints.

D.5.5 FORMS, TEMPLATES AND RESOURCES
• Accident / Incident Report form (ECase)

• Assessment tools (ECase)

• Physical Restraint Check Sheet

• Restraint Authorisation 

• Progress Notes

• Mobility and Function Assessment

• Falls Risk Assessment
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D.5.6 RELATED POLICIES
• Restrictive Practices

• Advocacy

• Admissions, Assessment, Fees and Care Planning

• Assistance in Accessing Health Practitioners and Specialist Therapists 

• Residents Not Responding to a Scheduled Visit

• Residents’ Rights and Responsibilities

• Communication

• Information Management

• Nursing

• Pain Management

• Palliative Care

• Personal Care and Hygiene

• Risk Management

• Sensory Loss

• Skin Integrity

D.5.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.

Relevant legislation:

• Aged Care Act 1997

• Aged Care Quality Standards

• The Criminal Code Act 1995

• Powers of Attorney Act 1998

• Guardianship and Administration Act 2000

• Mental Health Act 2000

• Workplace Health and Safety Act 1995.
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D.6 BEHAVIOURS

D.6.1 POLICY STATEMENT
Maranatha House is committed to upholding the dignity and worth of residents with challenging behaviours, 
by providing a home environment that is peaceful, calm, safe and accepting, whilst being responsive to each 
Resident’s needs

This policy outlines Maranatha House’s approach to supporting residents with challenging behaviours and 
enabling them to reach their full potential.

Behaviour Management Principles:
• Residents with responsive behaviours are appropriately supported and assisted to ensure that their 

dignity, wellbeing, privacy and independence is maintained

• A Behaviour Support Plan must be in place for every Resident who exhibits behaviours of concern or 
changed behaviours, or who has restrictive practices considered, applied or used as part of their care

• Restrictive practice is the last resort in the management of responsive behaviours

• Methods supportive of the Resident’s individualised needs and based on current evidence-based 
practice are implemented as part of the care and services that we provide

• Residents and their representatives are consulted regarding care and service provision

• planning for Residents with responsive behaviours is person-centred and promotes their engagement 
and inclusivity

• Maranatha House staff are appropriately trained and understand each Resident’s ability, disability or 
dementia diagnosis and the appropriate care management and interventions that are required.

Understanding Resident Behaviours - Definitions

Term Definition

Responsive Behaviour Responsive behaviour is a term originating from, and preferred by, persons 
with “challenging” behaviours that represents how their actions, words and 
gestures are a response, often intentional, to something important to them.

Behavioural and 
Psychological Symptoms 
Dementia

Behavioural and Psychological Symptoms of Dementia (BPSD) is a collection 
of observed behaviours and psychological symptoms that tend to occur 
together in a person living with dementia and typically presents in the later 
stages of the disease.

Delirium A temporary disturbed state of mind or consciousness, especially an 
acute, transient condition associated with fever, intoxication, and certain 
other physical disorders, characterized by symptoms such as confusion, 
disorientation, agitation, and hallucinations.

Depression Depression (also known as major depressive disorder) is a common and 
serious medical illness that negatively affects how you feel, the way you 
think and how you act.
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D.6.2 SCOPE
The policy applies to all Maranatha House staff and residents.

D.6.3 PROCEDURE
The Clinical Manager in conjunction with the Registered Nurse (RN) is responsible for the overall 
management and implementation of responsive behaviour management systems at Maranatha House.

Assessment 
Pre-Admission Screening Support

All Residents with identified responsive behavioural needs will be visited and assessed by the Clinical 
Manager or delegated RN prior to admission. 

As part of the pre-admission process the Clinical Manager will ensure there is a plan to manage the 
behavioural needs of the Resident, including the planning for meeting of activities of daily living in line 
with the Resident’s individual needs and preferences as well as identified support requirements. This will 
include:

• toileting needs

• hydration and dietary requirements

• pain management

• activity and inclusion

• social engagement

• bowel management

• personal hygiene requirements

• mobility.

The Clinical Manager or RN will also conduct a behavioural assessment of all residents, to identify 
challenging behaviours and appropriate interventions to manage them, all of which should be documented 
in the appropriate assessment tool and Behaviour Support Plan in the resident’s care plan. 

Delirium, depression and dementia may additionally affect the presentation of challenging behaviour, and it 
is important that staff can differentiate between each. Referrals to specialists will be completed as required 
and at the request of the Clinical Manager or RN in consultation with the GP.

The CEO and Clinical Manager may choose to decline admission to a Resident where there is a risk of harm or 
injury to Maranatha House staff as a result of the Resident’s behaviours, that cannot be effectively managed. 
For example, where the workforce does not have the required skills to manage the Resident’s behaviour and 
care needs. In this event, Maranatha House will assist in referring the Resident to locate other appropriate 
services.

Ongoing Assessment and Planning

Following admission, regular, ongoing assessment of each resident’s behaviours and moods will assist staff 
in planning and implementing appropriate strategies. Behaviours should be identified and described in as 
much detail as possible, including triggers for the behaviour and strategies that are known to be effective. 
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The RN, with support from the Clinical Manager, is responsible for ongoing assessment, planning, review 
and referral of the Resident in accordance with their expressed needs and responsive behaviours. RN 
responsibilities include:

• reviewing Resident assessments and reports, speaking with the representative and care staff, and 
reviewing other reports to identify any known responsive behaviours

• collaborating with the Resident and their representative to develop appropriate strategies to include in 
their Care Plan to maintain Resident and staff safety

• completing a behaviour assessment, including ongoing monitoring for seven days

• completing the RUDAS and CAM on admission, where delirium is suspected. Refer to the Delirium Policy 
and Procedures if the CAM indicates the Resident may have delirium

• utilising the advice in best practice guidelines including Commonwealth of Australia (2012) Decision 
Making Tool: Supporting a Restraint-Free Environment to assist in assessing potential physical, psycho-
social and environmental reasons for the responsive behaviour

• advising the Resident, their representative and the Resident’s medical practitioner of the results of any 
assessment(s)

• where necessary, referring Residents to relevant health professionals to assist with further assessment, 
treatment and the provision of advisory support in the development of effective strategies that promote 
wellbeing

• ensuring restraint is the last option considered (refer to our Restraint Management Policy and 
Procedure)

• developing and maintaining a Behaviour Support Plan that reflects the outcomes of completed 
assessments and consultation/s with relevant health professionals. The Behaviour Support Plan should 
describe potential behavioural triggers and relevant prevention and management strategies. Refer to 
Behavioural Assessment – Recognising Triggers.

• tailoring care and services to align with developed prevention and management strategies to ensure the 
Resident is supported to live the best life they can

• where new responsive behaviours arise or where strategies to prevent and manage behaviours are 
ineffective, repeat the behaviour monitoring and consultation processes to identify triggers and 
develop effective strategies

• trend and analyse results monthly to identify ongoing issues, barriers and trends

• investigate these issues to further develop individual Resident and organisational strategies to prevent 
exposure to triggers and minimise incidents of responsive behaviour.

All staff should be involved in identifying interventions to manage challenging behaviours, focusing care on 
what the residents can do so that their optimal physical functioning, enjoyment of life and self-esteem is 
maintained. Flexibility in the delivery of care is crucial.

Strategies may include:

• Being enthusiastic and sincere, demonstrating kindness and patience, smiling and maintaining eye 
contact with residents

• Avoiding giving residents conflicting instructions or information (too many, too quickly, too vague) 

• Focussing on each resident’s residual skills and capabilities, regardless of their cognitive status

• Reinforcing desirable behaviours is an intervention that can increase positive behaviours and decrease 
negative behaviours. This includes:

 - Initially, attending to residents immediately and often when reinforcing positive behaviour

 - Using social reinforcement (smiles, a caring attitude, acceptance, praise) 
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 - Listening attentively and offering 1:1 social interaction

 - Taking an interest in what residents are doing. Residents usually appreciate your attention, and this 
can be a powerful motivator 

 - Using distraction therapies, such as music of choice, outings, pets, or games

 - Observing residents closely during activities and conversations and whilst doing chores or playing 
games, and rewarding the resident with social approval and attention, e.g., asking questions 
related to the activity and complimenting them on positive behaviours

 - Remembering that non-verbal behaviour and body language can convey a lot of meaning to 
residents, e.g., sitting by residents or standing nearby, touching appropriately, joining in activities, 
smiling

 - Possible strategies include persuasion, encouragement and coaxing from staff. Persistence 
however is not always effective and may cause the resident to become more stressed or agitated. 
If this occurs, staff should discontinue the activity and try again later, at a time when the resident is 
more settled.

The resident’s family and friends are encouraged to visit and participate in planning care and activities that 
may assist in the management of challenging behaviours.

Each resident’s ability to participate in activities or outings needs to be assessed on a daily basis. If 
behaviour prior to an activity or outing is inappropriate and there is likelihood that participation in the 
activity may increase the inappropriate behaviour, then it should be determined that the activity or outing is 
not in the best interest of the resident or other participants.

Non-compliance and resistive behaviour by a resident towards their carer needs to be addressed on an 
individual basis. 

AGGRESSION

Physical or verbal aggression can be triggered by issues such as fatigue; an over-stimulating environment; 
asking the resident too many questions at one time; failure at simple tasks; asking the resident to perform 
tasks beyond their abilities; too many strangers, a noisy or crowded environment; or confrontation with 
staff or another resident. 

Some strategies to try include: 

• Identify and address the triggers and underlying emotion or feelings 

• Simplify the task and communication 

• Ask a ‘why?’ question to understand and reduce repetitive questioning 

• If an explanation does not help, a distraction or activity may diffuse the situation 

• Remain calm and use a low and calm tone of voice 

• State things in positive terms – constantly saying ‘no’ or using commands can potentially increase 
resistance.

Ensure all episodes of aggression or disruptive behaviour are fully documented, and staff are debriefed 
following any incidents. Debriefing allows staff to discuss the episode honestly, to talk about their feelings 
and to identify ways that the situation may have been avoided or dealt with more effectively.

If a resident is disturbed by another resident, the Facility Manager, Care Manager or RN will talk to the 
resident and monitor the situation recording in the progress notes of the complainant. Family members or 
carers may also be asked to speak to the resident and the complainant to help solve the issue.
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WANDERING

Some residents may progressively develop wandering behaviours as part of their ageing process. 

Maranatha House will make every effort to minimise safety risks for residents who wander, while allowing 
them maximum freedom of movement.

All mobile residents with a cognitive impairment should be assessed for their “potential to wander” outside 
of the facility. Assessment of residents who are known to exhibit wandering behaviours are to include:

1. patterns of coping with stress

2. response to stress

3. exercise pattern

4. hobbies and work habits

5. mood, non-verbal behaviour, and 

6. events prior to a wandering episode.

Nursing interventions are to be individually planned following interpretation of information gathered during 
the assessment. (All staff are to be familiar with these interventions).

Residents with the potential to wander should be:

• Provided with suitable accommodation and if appropriate, placed in a secure area within the facility (in 
consultation with family/representative).

• Supervised regularly throughout the day and night.

All staff must be alerted to the possibility of a resident wandering, with an alert in the eCase and 
communication through handover processes.

When a resident is identified as being at risk of wandering, it is important to ensure a current photograph is 
available, with a description of what the resident is wearing recorded daily. A clear photograph is to be taken 
on admission and reviewed/updated every 12 months.

‘Safe areas’ both indoors and outside are provided for residents to explore and wander independently, with 
appropriate opportunities provided for exercise and activity identified in consultation with the Lifestyle 
team.

All staff are to follow the procedure as outlined in the manual if a resident who wanders cannot be located.

Environmental restraints may be used in circumstances where they may be appropriate to maintain the 
safety of a wandering resident, as well as the safety of other residents, staff and visitors. If an environment 
restraint is being considered, refer to Restrictive Practice Policy for further guidance. 

Physical and chemical restraints are not appropriate ways of managing the behaviour of a wandering 
resident and will not be used in Maranatha House.

Each resident’s behaviour should be closely monitored and, should behaviour worsen whereby Maranatha 
House’s capacity to keep the resident safe is in question, further reassessments will be made to ascertain 
whether Maranatha House remains a suitable environment. 
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Preventative Programs
Environment

The CEO will ensure that an environment reflective of best practice design principles and that supports 
the independence and dignity of Residents living with dementia and responsive behaviours is operational 
within the Home. This will include, but is not limited to:

• use of colour principles and lighting for demarcating transitions (for example stairs), highlighting 
important visual events (for example, Resident sitting room and dining areas) and reducing unwanted 
highlighting of back of house and rear accesses

• discrete medical and nursing support

• unobtrusive safety supports (for example, alerts for persons, who need supervision, leave the Home 
and CCTV)

• storing of equipment not in routine use

• an environment design that supports helpful stimulation and reduces unhelpful stimulation

• inviting and meaningful smells (for example, the kitchen and cooking smells in dining areas)

• wayfinding cues and environmental cues, for example:

 - plants to indicate garden

 - clock in dining room

 - label drawers with content names or visual pictures to indicate storage contents

 - personal memorabilia, particularly at the entrance of bedrooms

 - clearly labelled bathrooms and toilets, including appropriate pictures and way finding is in place to 
support Residents living with dementia in locating bathroom and toilet areas. Wherever possible 
the pathway to the bathroom should also support wayfinding (e.g. leaving doors open so that the 
toilet is visual)

 - storing key items in clear line of site for the Resident, both in their bedroom as well as other areas 
(e.g. the dining table).

Lifestyle Programs
The Lifestyle Coordinator ensures that a meaningful lifestyle program is in place to cater to Residents with 
responsive behaviours. The program is continually monitored and reviewed to ensure that the events 
are responsive to Resident’s needs and preferences and opportunities for continuous improvement are 
identified and actioned.

BEHAVIOUR SUPPORT PLANS

From 1 September 2021, Maranatha House is required to have a Behaviour Support Plan in place for every 
Resident who exhibits behaviours of concern or changed behaviours, or who has restrictive practices 
considered, applied or used as part of their care. The behaviour support plan forms part of the Resident’s 
Care Plan and does not replace it. 
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The Behaviour Support Plan must set out information about the Resident that helps Maranatha House staff 
to understand the Resident’s background and changed behaviours, including but not limited to: 

• any assessments which have been carried out regarding those behaviours, 

• known triggers which may precede those behaviours, 

• alternative strategies which are known to be successful, or unsuccessful, in managing those behaviours, 
and 

• any restrictive practices which are used or applied once alternative strategies have been tried. 

It must also include evidence of consent from the Resident or their restrictive practices substitute decision-
maker. 

It must be in a form and place that makes it available to staff to inform ongoing care. All staff should be 
made aware of problem behaviours and strategies for managing them so there is a unified approach to care 
delivery. These should be clearly documented in the resident’s care plan and progress notes on eCase.

D.6.4 ACCOUNTABILITIES
All staff have a responsibility to maximise the safety of residents and takes steps to ensure residents are not 
placed in a position of risk to themselves or others.

D.6.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool (eCase)

• Assessment Forms (eCase)

• Progress Notes

• https://www.agedcarequality.gov.au/providers/compulsory-reporting-approved-providers-residential-
aged-care-services

D.6.6 RELATED POLICIES
• Resident Assessment

• Care Planning

• Risk Management

• Restrictive Practice

• Communication

D.6.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.
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D.7 ABSENT RESIDENTS

D.7.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to discovering that a Resident is not able to be located 
within the facility or immediate grounds within a reasonable timeframe, with a reasonable timeframe 
being determined by the Resident’s medical condition, cognitive status, physical mobility and behavioural 
patterns.

As an aged care service provider, Maranatha House is obliged to keep consolidated records of all incidents 
involving allegations or suspicions of reportable assaults to meet their responsibilities under the Aged Care 
Act 1997 (the Act). Although there is no similar legislative requirement for missing Residents, it is considered 
best practice for the provider to maintain records for unexplained absences of Residents.

Under the Act, aged care service providers must inform the Aged Care Complaints Scheme (the Scheme) 
within 24 hours about missing Residents in circumstances where:

• a Resident is absent from a Residential care service; and

• the absence is unexplained; and

• the absence has been reported to police

The Scheme must also be notified where a provider was unaware that a Resident was missing and the police 
returned the Resident to the service before the service provider had the opportunity to lodge a report. (For 
more information refer to the compulsory reporting guidelines for approved providers of Residential aged 
care and Compulsory reporting resources on the Aged Care Quality and Safety Commission website).

D.7.2 SCOPE
This policy applies to all Maranatha House staff and Residents.

D.7.3 PROCEDURE
If a Resident with poor cognition (and potential for, or, previous history of wandering) cannot be located the 
following procedure should be followed:

STEP1: Immediate response – locating the Resident

• Check the Resident Leave Book

• Search the entire facility (including outside areas).

• Phone the Clinical Manager/CEO and alert them that a Resident is missing.

• Check places that the Resident regularly visits and places that they have known well in the past.

• Where appropriate, enquiries should be made of other staff and Residents. 

STEP 2: Notifications

• It is important to notify the CEO immediately if Resident cannot be found.

• Police -: notify the police and local hospitals if Resident is not located and be prepared to give a full 
description, including a description of what the Resident was wearing when they were last seen. A 
recent photograph should be provided, to assist police with identification.

• Inform the Resident’s relatives and advise them of the steps that are being taken to locate their lost 
relative. Instruct them to notify Maranatha House if they are contacted by the missing Resident.



Part D – Care Services

76 // 182

• Under SIRS, all unexplained absences must be reported to the Commission within 24 hours. At 
Maranatha House, xxx is responsible for ensuring that the this reporting occurs.

STEP 3: Once the missing Resident is located

When the Resident returns or is located, all those previously notified about the absence should be 
contacted.

• Consult with medical practitioner, Resident and / or their representative about strategies to prevent a 
repeat occurrence. For example, moving the Resident to a more secure area

• place an identification band or similar on the Resident.

STEP 4: Documentation

The nurse in charge must:

• Complete an incident report.

• Document in the Progress Notes.

• Document in the Communication Diary.

• Update the Resident’s assessments and care plan and ensure all staff are familiar with the Resident’s 
ongoing care requirements.

D.7.4 ACCOUNTABILITIES
All staff have a responsibility to maximise the safety of Residents and takes steps to ensure Residents are 
not placed in a position of risk to themselves or others.

D.7.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool

• Care Plan

• Progress Notes

• https://www.agedcarequality.gov.au/providers/compulsory-reporting-approved-providers-Residential-
aged-care-services

D.7.6 RELATED POLICIES
• Resident Assessment

• Care Planning

• Risk Management

• Communication

D.7.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living
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• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.

D.8 NUTRITION

D.8.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to providing an appropriate variety and frequency of 
meals for Residents at Maranatha House and providing guidance on how to ensure Residents are adequately 
nourished and hydrated.

Maranatha House is committed to ensuring Residents of Maranatha House are adequately nourished, 
hydrated, and have a variety of nutritious foods and fluids in keeping with their dietary needs and special 
preferences.

D.8.2 SCOPE
This policy applies to all staff and Residents at Maranatha House.

D.8.3 PROCEDURE
Maranatha House provides Residents at Maranatha House with meals of appropriate variety, quality and 
quantity that are served three times a day. Diet includes adequate fruit, snacks, juice and other non-
alcoholic beverages. 

Special dietary requirements relating to medical, religious or cultural reasons are also catered for.

General nutrition guidelines
• All staff who prepare and handle food must complete food safety training. As part of this program:

• A dietician provides ongoing dietary advice to staff, routine assessment of Residents, and menu reviews 
on a regular basis

• The dietician / nutritionist reviews the menus annually and as required

• Menus are varied on a 4-6 week cycle and as required and reviewed annually by the dietician.

Nutritional assessment and preferences
On admission to Maranatha House, a nutritional assessment is undertaken by the Clinical Manager or the RN 
to identify the Resident’s specific dietary needs and assistance required for eating and drinking. This will be 
documented in eCase and the Resident’s care plan. Each Resident’s care plan will be assessed every three 
months, or if there are changes in the Resident’s nutritional needs (e.g. weight loss, weight gain, etc).

Residents identify their food preferences during the nutrition assessment on admission, with a formal 
review completed by the Clinical Manager or care staff at least annually. Information is analysed and used to 
change meal and fluids preparation and to provide additional information to the dietician.

Each Resident’s weight is recorded monthly unless otherwise indicated by Resident preference or medical 
officer instruction, with any significant variation reported to the Clinical Manager, RN or senior carer who 
contacts the dietician and /or GP for further advice. 
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Any unexplained weight loss of more than four kilos per month places Residents at risk. ‘At risk’ Residents 
are monitored weekly and weight is documented on observation charts.

The dietician may advise that Residents who are losing weight may be offered a supplement or enriched 
protein milk drinks. 

Staff should note that supplements can stimulate appetite and therefore weight gain, and Residents may 
therefore seek variations in their food preferences and portions.

Special nutritional or physical needs that may impair the Resident’s dietary intake will be assessed by 
the Clinical Manager, RN or GP and, if required, a referral to a speech therapist, dietician or occupational 
therapist will be made.

Special days and celebrations will be observed by ensuring menus and flexibility to cater for changes in 
routine and preferences.

A selection of beverages and snacks are available for morning and afternoon tea, with flexibility of when and 
where they are served, at the request of Residents.

Meals are generally served at the following times:

• Breakfast is served between 0630 and 0900

• Lunch is served between 1145 and 0115

• Dinner is served between 1645 and 1815. 

The kitchen staff are flexible to each Resident’s routine, therefore mealtimes may vary according to Resident 
preferences.

Residents with dysphagia are supervised and assisted with their meals, with consideration given to Resident 
dignity. Residents are to be encouraged to remain independent with feeding if safe to do so themselves. 

Some Residents prefer to have their meals served in the outside patio areas or in their rooms. Ensure 
flexibility when a Resident is unable to have their meal at the regular time or place.

Meals will be served at the appropriate temperature with an alternative available for those Residents who 
choose not to eat or are unable to eat the designated meal.

The dining room will remain homelike with special attention to appropriate table settings and the provision 
of condiments.

Assisting Residents
Check the Resident’s care plan prior to their meal to identify the level of assistance required and explain 
procedures to the Resident.

Food Hygiene
Encourage Residents to wash their hands prior to and after each meal.

Staff will maintain strict hygiene practices when preparing and serving meals, i.e. washing hands, wearing 
gloves and hats.

A high standard of equipment maintenance (annually), monitoring of temperatures (daily), stock rotation 
(weekly) and cleanliness ensures all regulations are met. Refer to appropriate programs and schedules for 
required duties and frequency of these duties.



Part D – Care Services

79 // 182

D.8.4 ACCOUNTABILITIES
All staff of Maranatha House have an obligation to ensure Residents are adequately nourished and hydrated, 
and have a variety of nutritious foods and fluids in keeping with their dietary needs and special preferences.

D.8.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool

• Nutrition and Dietary Assessment 

• Care Plan

D.8.6 RELATED POLICIES
• Resident Assessment

• Care Planning

• Infection Control

• Feeding of Residents and Preparation of Thickened Fluids

D.8.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 8 – Organisational governance.

D.9 LIFESTYLE PROGRAM

D.9.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to providing an inclusive Lifestyle Program for Residents 
at Maranatha House.

Maranatha House Maranatha House is committed to providing a Lifestyle Program that is tailored to support 
each Resident’s needs and preferences, as well as assisting in mitigating any risks that could impact each 
Resident’s health and safety.

D.9.2 SCOPE
This policy applies to all care staff designing and delivering the Maranatha House Lifestyle Program. 
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D.9.3 PROCEDURE
The Lifestyle Program is designed to encourage and support Residents to participate in a wide range of 
activities that are of interest to them.

Inclusion and diversity
Maranatha House is home to Residents from a diverse range of backgrounds and experiences. This is 
reflected in our residents’ culture, religion, spirituality, sexuality, socio-economic background, and personal 
experiences. As such, Maranatha House will ensure that each Resident’s needs are equally represented in 
the planning and delivery of our Lifestyle Program and incorporated in each Resident’s lifestyle activities. 

Assessment
On admission to a Maranatha House, all Residents are assessed to discuss and identify their interests and 
lifestyle preferences. Cognitive capacity is also assessed to determine each Resident’s ability to safely 
participate in activities. Results are recorded in the Resident’s care plan and progress notes.

Reassessment will occur every six months, or as required, to identify changes to a Resident’s interests and 
to monitor their capabilities and response to the Lifestyle Program. The outcome of an assessment review is 
recorded in each Resident’s care plan and progress notes.

Changes in interest and capability are recorded on an ongoing basis through individual care plans.

Activities planning
Activities are planned and organised on a day-to-day basis by the Maranatha House Lifestyle team.

Therapeutic activities are co-ordinated by the Lifestyle Coordinator in consultation with the CEO, Clinical 
Manager, Care Manager, occupational therapist, physiotherapist, nursing staff and care staff, to ensure the 
cognitive and physical needs of participating Residents are considered.

Activities are planned and developed in response to Resident assessments and other ideas that develop 
incidentally through discussion with Residents and their families.

Risk management
Staff are responsible for advising Residents or their families if they consider that participation in an activity 
may involve a degree of risk or injury for the Resident.

Residents have a right to participate in activities that may involve a degree of risk. 

If the Resident decides to act against advice, both the Resident’s decision and the staff member’s 
recommendation must be documented in the Resident’s progress notes. A Dignity of Risk form should be 
completed and signed by the Resident to acknowledge of any associated risks and any steps that will be 
taken to mitigate risks, with a copy filed in the Resident’s progress notes. 
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Review
There are three levels of review conducted for the Lifestyle Program:

1. Resident’s responses to the activities and any changes in behaviour noted. Refer to Resident feedback 
and participation

2. Operation of a flexible program and new activities introduced for Residents at their suggestion or 
request

3. Regular feedback sought from Residents.

All recommended activity or program improvements are recorded and considered.

D.9.4 ACCOUNTABILITIES
All staff involved in developing and delivering the Lifestyle Program at Maranatha House that is tailored to 
Residents’ needs and preferences and any risks that could impact Residents’ health and safety are managed 
appropriately.

The Lifestyle Coordinator is responsible for assessment and care planning and ensuring staff are 
appropriately trained. The Lifestyle Coordinator is also responsible for overseeing the design and 
implementation of Maranatha House’s Lifestyle Program.

Therapists (including therapy students), therapy assistants and care workers provide assistance in 
implementing the Lifestyle Program.

D.9.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool

• Care Plan

• Progress Notes

• Monthly Activities Plan

• Resident satisfaction survey

• Dignity of Risk Form

D.9.6 RELATED POLICIES
• Resident Assessment 

• Care Planning

• Feedback Management

• Risk Management

D.9.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice 

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 4 – Services and supports for daily living.
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D.10 SENSORY LOSS

D.10.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to identifying and appropriately supporting Residents 
experiencing any form of sensory loss.

Maranatha House is committed to ensuring that each Resident’s sensory loss relating to vision, hearing, 
touch, taste and smell are identified and appropriate compensatory measures are taken to assist the 
Resident to achieve optimal function.

D.10.2 SCOPE
This policy applies to all Maranatha House staff and Residents.

D.10.3 PROCEDURE
Sensory loss can refer to vision, hearing, smell, taste or peripheral sensation, and can have a significant 
impact on a Resident’s safety and quality of life. It can lead to:

• Difficulty or inability to read, including medication labels

• Inability to hear instructions 

• Impaired ability to communicate with others

• Difficulty navigating stairs or curbs

• Difficulty crossing streets

• increased risk of falls – due to inability to recognise position sense or inability to ascertain where their 
feet are on the floor

• Calluses or serious foot lesions

• Reduced ability to remain independent

• Social isolation

• Depression or low self-esteem.

Assessment
Sensory capacity refers to vision, hearing, smell, taste and peripheral sensation. An initial assessment of 
each Resident’s sensory capacity and abilities will be undertaken on admission, with ongoing assessment 
carried out during subsequent interactions, which may be either ad hoc or during scheduled reassessments. 

Sensory deficits identified during the initial admission assessment and subsequent interactions should 
be reported to the Clinical Manager and documented in the appropriate assessment tool, as well as the 
Resident’s care plan and progress notes.

Ongoing assessments should be completed on a three-monthly basis, or more frequently if any changes 
occur, to ensure that new or deteriorating impairments are also identified and appropriately documented 
and managed. 
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Interventions
Appropriate interventions will be developed in consultation with the Resident, their family. GP, and 
specialists and will be documented in the Resident’s care plan.

Referral to a specialist will be at the request of the Resident, their family, the Clinical Manager or GP.

Staff will be trained in how to understand the effects and care required by Residents experiencing sensory 
loss.

Staff will help Residents who need assistive devices to obtain, use and maintain them. Assistance required 
will be clearly documented in the Resident’s care plan.

Communication
To avoid startling Residents who have sensory deficits, staff should always attempt to gain a Resident’s 
attention prior to communicating with them. 

When communicating, staff should always be aware of their own body language and use communication 
appropriate to the Resident’s sensory deficit. This may include:

• Using simple words and sentences

• Communicating in ways that are precise and direct

• Speaking slowly and clearly during interactions

• Using equipment, such as pictures and cue cards, to support communication as appropriate

• Speaking at eye level and maintaining eye contact (as appropriate) during interactions

• Avoiding rushed communication and providing a relaxed, private environment when needed

• Asking the Resident to repeat back information to ensure they have understood.

Visual impairment
When caring for a Resident who has a visual impairment, staff should take measures that maximise the 
Resident’s comfort and capacity to engage in their environment and maintain independence. This may 
include:

• Providing new Residents with a thorough and ongoing orientation to their surroundings, including 
verbal descriptions. This should continue until they become familiar and comfortable in their new 
surroundings

• Ensuring that Residents’ eyes are always kept clean and free from infection. Report any signs of 
infection, such as redness, itching, pain or exudate, to the RN or Clinical Manager

• If the Resident wears glasses, ensure they are a recent prescription, fit correctly on the face and are 
comfortable to wear. Encourage the Resident to clean their glasses regularly and assist if required. If 
glasses need attention or repair, notify the RN/Clinical Manager to arrange this

• Reviews and check-ups will be noted in the Resident’s care plan. Annual dilated exams should be 
scheduled for Residents who have diabetes, hypertension, macular disease or other eye conditions 

• When approaching a visually impaired Resident, it is important to speak to them in order to make them 
aware that you are present and approaching, to prevent surprise

• Use large format print in books and write using a black marker if possible

• Encourage the use of good lighting in all rooms and avoid glare whenever possible.
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Hearing impairment
When caring for a Resident who has a hearing impairment, staff should take measures that maximise the 
Resident’s comfort and capacity to safely engage in their environment and maintain independence. This 
may include:

• Get the Resident’s attention and face them before speaking to assist with lip reading, a common 
compensatory mechanism for older adults

• Avoid shouting at people with hearing impairments, instead speak using lower tones of your voice

• Ensure that the Resident’s ears are kept clean, dry and clear at all times. Any sign of infection should 
immediately be reported to the RN or Clinical Manager. If required, the RN or Clinical Manager will notify 
the GP to arrange appropriate intervention

• If the Resident wears a hearing aid, ensure that the hearing aid is fitted correctly, turned on, and that 
the batteries are working, with a spare battery available at all times. Any damage or malfunction should 
immediately be reported to the RN or Clinical Manager, to arrange prompt repair

• Keep the hearing aid clean using a soft clean cloth – DO NOT USE WATER

• At night, the hearing aid should be removed and stored in the original box, or a suitable container

• Notify the RN or Clinical Manager of any sudden change in a Resident’s hearing

• Audiology reviews and check-ups will be organised by the RN or Clinical Manager in consultation with 
the GP and documented in the Resident’s care plan.

Decreased taste or smell
It is important to take all complaints of inability or decreased ability to smell or taste seriously. If there is an 
abrupt change in taste or smell, immediately notify the RN/Clinical Manager, so that an assessment can be 
organised.

Ensure food and fluids are at an appropriate temperature, so that Residents do not burn themselves. 

Discuss and update any dietary preferences with the Resident.

Impairment of peripheral sensation
Examine the Resident’s feet daily and inform the RN/Clinical Manager of any lesions, calluses, red areas, or 
skin damage. Diabetic Residents may be at increased risk of developing complications, due to peripheral 
neuropathy.

Keep the Resident’s feet clean and thoroughly dry.

Ensure Residents wear adequate footwear that protects their feet, e.g. shoes that have wide toe boxes and 
Velcro closes.

Residents with decreased sensation should be referred by the RN/Clinical Manager to a physiotherapist and 
podiatrist for ongoing foot care.

D.10.4 ACCOUNTABILITIES
All Maranatha House staff are responsible for identifying when a Resident has any sensory losses impacting 
vision, hearing, touch, taste and smell, and ensuring that appropriate compensatory measures are taken to 
assist the Resident to achieve optimal function.
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D.10.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool

• Cognitive Function Assessment

• Communication/Hearing/Speech/Vision Assessment

• Sensory and Neurological Assessment

• Progress Notes

• Care Plan

D.10.6 RELATED POLICIES
• Advocacy

• Admissions, Assessment, Fees and Care Planning

• Communication

• Care of Sensory Aids

D.10.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.

D.11 RELATIONSHIPS

D.11.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to supporting Resident relationships that enable them 
to feel socially connected. Maranatha House respects each Resident’s right to choose their personal 
relationships and have control over their lives. 

D.11.2 SCOPE
This policy applies to Maranatha House Residents and staff.
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D.11.3 PROCEDURE
Residents have the right to enter into personal, intimate relationships with others, regardless of age 
or sexual preferences. Staff must always respect these relationships and make sure confidentiality is 
maintained, except within circumstances where a Resident becomes compromised. This may include:

• Staff may be asked by a Resident to intervene in a relationship on their behalf. Staff should help the 
Resident work out what it is they want from the relationship and how they might get it on their own, 
rather than by the staff member doing it for them

• Staff should never advise a Resident as to the right/wrong or good/bad, of a relationship but should help 
the Resident to consider the possible outcomes of the relationship and how they might deal with them, 
particularly if it goes badly

• Staff should tell the CEO Clinical Manager or RN when an intimate relationship may be underway so that 
appropriate action or referral can be made, should support be required by a Resident

• Likewise, the CEO, Clinical Manager or RN should advise staff when such relationships are formed, so 
that the Residents are ensured privacy when relating

• Staff should be aware when a Resident is being harassed by the desires of another Resident and 
should support both Residents in managing the situation. Such incidences should be reported to the 
CEO, Clinical Manger or RN immediately and dealt with accordingly, ensuring Residents’ rights and 
responsibilities are always upheld

• When a Resident has dementia or is cognitively impaired, staff should consult the Resident’s family to 
determine whether the relationship should be supported or encouraged.

• If Residents seek out staff for personal intimate relations, such relationships are actively discouraged. 
Staff should seek guidance from the CEO or an external counsellor if they wish to be a part of such a 
relationship. 

D.11.4 ACCOUNTABILITIES
All Maranatha House staff are responsible for providing Residents with a service model that aims to uphold 
their dignity and sense of worth as individuals, delivering care and support in a manner that is peaceful, 
calm, dignified, safe and accepting, to help Residents reach their full potential.

Maranatha House’s Clinical Manager has primary responsibility for Resident assessment, supported by RNs 
and other staff as appropriate.

D.11.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool

• Behaviour Assessment 

• Care Plan

• Progress Notes

D.11.6 RELATED POLICIES
• Advocacy

• Assessment

• Care Planning
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• Reassessment

• Residents’ Rights and Responsibilities

• Communication

D.11.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living.

D.12 EMOTIONAL SUPPORT

D.12.1 POLICY STATEMENT
Maranatha House is committed to providing Residents with emotional support during their stay. The 
purpose of this policy is to provide guidance on how to ensure Residents receive the emotional support they 
need. 

D.12.2 SCOPE
This policy applies to all Maranatha House staff and Residents.

D.12.3 PROCEDURE
All Residents and, where relevant, their families receive the emotional support required to support their 
transition into life at Maranatha House. Moving permanently into a facility is a major life transition and as 
with any significant life change, feelings of loss, fear, uncertainty, and sadness can be common. 

Emotional support can be achieved through: 

• Residents and their families being warmly welcomed into Maranatha House, introduced to staff and 
thoroughly orientated to the facility and its activities

• always treating Residents with respect and dignity

• Explanation of the Resident agreement to the Resident and / or their representative

• interviewing and assessing Residents on admission to Maranatha House, to ensure their interests, 
preferences and needs are catered to by staff, in a way that is inclusive and respectful of diversity. 
Background information is collected to ensure residents’ needs and preferences are respected and met

• Respecting Resident preferences regarding dining and socialising with others at Maranatha House 

• Encouraging cultural interests, to help Resident adjust to living in Maranatha House

• Staff making themselves available to talk with Residents and showing genuine interest in getting to 
know Residents and their families.
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D.12.4 ACCOUNTABILITIES
All staff have a responsibility to support Residents in transitioning to life in Maranatha House and provide 
emotional support to the Resident and their family.

D.12.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment Tool

• Behaviour Assessment 

• Care Plan

• Progress Notes

D.12.6 RELATED POLICIES
• Advocacy

• Assessment

• Care Planning

• Communication

D.12.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 4 – Services and supports for daily living.

• Maranatha House is committed to providing an environment in which Residents of Maranatha House 
can express and maintain their spiritual and cultural needs. This policy outlines Maranatha House’s 
approach to assessing, planning for, and supporting Residents’ interests, customs, beliefs and cultural 
and ethnic backgrounds. 

D.13 CULTURAL AND SPIRITUAL LIFE

D.13.1 POLICY STATEMENT
Maranatha House is committed to providing an environment in which Residents of Maranatha House can 
express and maintain their spiritual and cultural needs. This policy outlines Maranatha House’s approach 
to assessing, planning for, and supporting Residents’ interests, customs, beliefs and cultural and ethnic 
backgrounds. 

D.13.2 SCOPE
This policy applies to all Maranatha House staff and Residents. 
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D.13.3 PROCEDURE
Culturally and spiritually inclusive support assists Residents to express themselves in an open and non-
judgemental environment by helping them to maintain practices, beliefs and networks that are important 
to them. If possible, assessments should be conducted in the Resident’s preferred language.

Assessment
Upon admission to Maranatha House, Residents are assessed by the Clinical Manager or RN, using the 
relevant assessment tool.

Assessment involves consulting with Residents and their families about aspects of their cultural traditions 
or religion that are meaningful to them. People’s spiritual needs may or may not be linked to a structured 
religion or spiritual system, so asking a person which religion they align to does not adequately determine 
spiritual needs. The Cognitive Assessment should also be completed to identify and address a Resident’s 
mental wellbeing. 

Religious and cultural beliefs of some Residents may require strict adherence to rituals and influence all 
aspects of their daily life, including food consumption and preparation. It is important not to assume that 
people from a similar cultural background practice the same religion, or that all people following the same 
religion practice the same rituals or share the same beliefs. 

The preferences of Residents may also change over time. Assessment is therefore ongoing, to identify any 
changes to each Resident’s interests, customs, and beliefs, to make sure care continues to be relevant to 
their changing needs.

Planning
Activities and outings are planned and organised in accordance with each Resident’s preferences, as 
documented in their care plan and progress notes, with a view to:

• Assisting Residents to maintain existing cultural and spiritual practices and networks, including outings 
to places of worship and cultural meaning

• Establishing contact with representatives of local religious or cultural community who share the beliefs 
and language of the Resident

• Acknowledging and observing days of religious / cultural significance to Residents in day-to-day service 
provision. 

• Ensuring that resources are available in the preferred language of Residents, e.g. DVDs, CDs and books

• Where possible, using culture-specific information as a guide to ask questions – not all people identify in 
the same way with their cultural or religious background

• Avoiding stereotyping and making assumptions

• Being aware of judging other people’s behaviour and beliefs according to the standards of your own life 
experiences

• Identifying supports and services to address Residents’ mental health where required. This may include 
referral to external services such as the Resident’s GP or a psychologist.

• Consideration of cultural appropriateness when allocating Residents to rooms, to ensure cultural safety

• Being aware of any family conflicts or other ‘issues’ between Residents such as ‘Poison Relationships’ 
which may impact on which room is suitable
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• Being aware of relationship of previous occupant to the Resident who is being considered to occupy the 
room

• Cleansing of rooms prior to occupation if there are cultural safety concerns or indicators associated with 
the room, particularly if the potential Resident requires urgent accommodation

Whenever possible, family members should be involved in the planning and implementation of cultural and 
spiritual activities.

All staff should be aware of and responsive to any cultural or customary considerations that may affect ways 
of delivering care, particularly during illness or end of life care.

D.13.4 ACCOUNTABILITIES
All staff are responsible for creating an environment that is respectful of the Resident’s spiritual and cultural 
preferences.

The Clinical Manager is responsible for:

• Conducting assessments with the Resident and their families on their cultural and spiritual needs

• Providing staff with access to training on culturally inclusive practices and appropriate communication. 

D.13.5 FORMS, TEMPLATES AND RESOURCES
• Cultural Awareness Training

• Admission Assessment Tool

• Social assessment

• Spiritual/Cultural Assessment

• Care Plan

• Progress Notes

D.13.6 RELATED POLICIES
• Advocacy

• Assessment

• Care Planning

• Reassessment

• Residents’ Rights and Responsibilities

• Communication

• Complementary Therapies

PALLIATIVE CARE D.13.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living.
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D.14 COMPLEMENTARY THERAPIES

D.14.1 POLICY STATEMENT
Maranatha House is committed to supporting each Resident’s choice to use alternative and complementary 
therapies, which enhance and support medical and nursing interventions (e.g. bush medicine, Chinese 
Medicine, etc). 

This policy outlines Maranatha House’s approach to the use of natural and complementary therapies by 
Residents.

D.14.2 SCOPE
This policy applies to all Maranatha House staff and Residents

D.14.3 PROCEDURE
Complementary and alternative therapies are holistic therapies which are used in conjunction with, or in 
place of, traditional orthodox medicine. Complementary therapies will only be used by a qualified therapist, 
or under their instructions, except for ‘Bush Medicine’. 

Residents may choose to use traditional methods of healing which will be discussed with the RN/Clinical 
Manger and the Resident’s GP if required.

Residents and their families should be aware of the availability of these services, which may only be 
implemented with the oral or written consent of the Resident or family / guardian. This must be documented 
in the Resident’s progress notes.

Residents who choose to access private practitioners are responsible for the individual cost. Maranatha 
House staff will help to facilitate their visits where possible. 

When a Resident receives complementary therapies, the following procedures will be followed:

• Documentation will be maintained concerning the need, administration, and evaluation of all therapies. 
This is documented in the relevant assessment, as well as the Resident’s care plan and progress notes 

• Religious, cultural, and spiritual beliefs of each Resident will be respected when practicing 
complementary therapies

• Staff who implement complementary therapies will maintain and update their knowledge and skills in 
complementary therapies, with the support of the Clinical Manger and CEO

• Protocols and instructions concerning individual therapies will be followed.

• Complementary therapies may be used for Residents by a qualified therapist or care worker. 

D.14.4 ACCOUNTABILITIES
All staff have a responsibility to support each Resident’s choice to use natural and complementary 
therapies, which enhance and support medical and nursing interventions. 

Maranatha House Clinical Manager is responsible for ensuring the use of therapies which are or can be 
demonstrated as particularly suited to the care of the aged or that are culturally appropriate. 
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D.14.5 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist

• Admission assessment

• Care Plan 

• Lifestyle Plan

• Progress Notes

D.14.6 RELATED POLICIES
• Advocacy

• Assessment

• Care Planning

• Reassessment

• Communication

• Infection control

• Personal care and hygiene

• Skin integrity

D.14.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care.

D.15 PETS

D.15.1 POLICY STATEMENT
This policy outlines Maranatha House’s approach to managing pets at Maranatha House and ensuring pets 
are appropriately cared for, whilst respecting the safety and choice of all Residents, staff, and visitors.

Pets are a part of many Resident’s lives, providing emotional support and companionship. As such, 
Maranatha House is committed to ensuring that the facility reflects each Resident’s home environment as 
much as possible. 

D.15.2 SCOPE
This policy applies to all pets provided by the Maranatha House and pets brought to the facility by Residents 
or visitors.
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D.15.3 PROCEDURE
Pets are considered on a case-by-case basis. Consideration will be made for each individual request, 
the indoor and outdoor environments, and the ability of the Resident to care for a pet. As part of the 
assessment, a plan will be developed in the event the Resident can no longer continue to care for the pet, 
e.g., the family will take responsibility for the pet.

The following procedures should be followed in caring for pets:

• Maranatha House provides food and care to animals owned by the facility and is responsible for any 
veterinary costs 

• Residents are responsible for paying for all costs associated with caring for their personal pets

• Pets must have annual veterinary checks

• Pets are to be fully vaccinated and regularly wormed

• All cats and dogs are to be sterilized

• Residents with pets will provide their food

• All cats have individual and different coloured collars

• Pets are kept outside during the night unless the Resident can fully care for overnight pet toileting 
arrangements 

• No pets are allowed in the dining areas, particularly during mealtimes

• Bird cages are cleaned out on a regular basis

• There is no feeding of wild or feral cats or dogs

• Pets may visit Residents at the facility, with approval from the Clinical Manager/CEO.

Be aware that pets are not for everyone. There are many people who are allergic to pet fur, fear animals or 
have a particular dislike for certain animals and would be uncomfortable around animals.

When a Resident is no longer able to care for a pet or has passed away, options for caring for the pet should 
already be agreed. These may include:

• The Resident’s family accept responsibility for the pet

• Another Resident accepts responsibility for the pet

• The pet is taken to an animal refuge.

D.15.4 ACCOUNTABILITIES
The CEO and Clinical Manager are responsible for approving all pets at Maranatha House. All staff have a 
responsibility to support the care and management of Maranatha House pets, with Residents and their 
family responsible for the care of personal pets.

D.15.5 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist

• Admission assessment

• Care Plan

• Lifestyle Plan 

• Progress Notes
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D.15.6 RELATED POLICIES
• Advocacy

• Assessment

• Care Planning

• Communication

• Emotional Support

• Risk management

D.15.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018): 

• Standard 1 – Resident dignity and choice

• Standard 2 - Ongoing assessment and planning with Residents

• Standard 4 – Services and supports for daily living.
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PART E: 
CLINICAL SERVICES



E.1 NURSING

E.1.1 POLICY STATEMENT
Maranatha House is committed to providing nursing care that supports a person-centred approach that is 
consistent with each Resident’s choices, rights, and preferences.

The purpose of this policy is to provide guidance on the provision of nursing services to Residents at 
Maranatha House.

Nursing care must be coordinated by the Clinical Manager and RNs, and provided by an adequate numbers 
of RNs and ENs with the appropriate skills, qualifications and experience, to ensure the clinical care needs of 
Maranatha House residents are consistently provided at a high standard

E.1.2 SCOPE
This policy applies to all Maranatha House nursing staff.

E.1.3 PROCEDURE
All nursing care for Residents must promote optimal levels of independence while taking into account each 
Resident’s functional abilities and limitations, to ensure safety and comfort is maintained. 

Individual needs, preferences and routine of each Resident must be documented and their preferences 
regarding care followed. 

Nursing care should consider and include the Resident, as well as partners, relatives, friends, and carers that 
the Resident requests be involved in their care.

Roles and responsibilities
Each staff member will be assigned duties consistent with their position description, their level of education, 
training, experience, and scope of practice. 

All staff are to familiarise themselves with individual Residents and the daily routine documented in their 
care plans.

The RN is responsible for ensuring adequate supervision and appropriate delegation of care to other staff 
with the appropriate skills and expertise, while retaining overall accountability for the provision of quality, 
coordinated care. 

The RN provides nursing leadership and clinical supervision to facilitate and manage the health and 
well-being needs of the Residents. They are responsible for a range of key direct care activities, including 
providing, managing and overseeing12:

• Nursing care procedures

• Safe behavioural management 

Part E – Clinical Services

97 // 182

12 Australian College of Nursing (2016). The role of registered nurses in residential aged care facilities – position statement.



• Health emergency responses, including identification of acute deterioration in Residents related to falls 
and infections 

• Palliative care 

• Medication administration and management 

• Infection prevention and control programs.

Care workers work strictly under the guidance and direction of the Clinical Manager, RN and EN. Care 
workers must consult with the Clinical Manager or RN prior to reviewing Resident care needs and 
implementing changes.

Through education and training, care workers are aware of their capabilities and their scope of practice. 

Assessment and Care Planning
All new Residents undergo a thorough assessment process on admission to Maranatha House.

Recording each Resident’s needs in the progress notes and care plans will commence on arrival and the 
documentation ongoing assessment period. The Clinical Manager or the RN will assess and document care 
needs according to the current assessment tools.

Residents and / or their representatives are to be consulted when gathering data and planning care. Data 
can be obtained from the Resident or relatives / representatives or from sources such as the Resident’s 
medical record.

Assessments are reviewed on an ongoing basis in accordance with the planned schedule, or more frequently 
if the health status of the Resident changes.

Progress notes and communications book
Progress notes are for all staff and health professionals to document each Resident’s needs, outcomes of 
interventions and changes to care.

The Communications Book is used for daily communication between staff and as a ‘hand-over’ tool at 
shift change. The book contains updates of each Resident’s activities, routines and health and any staff 
communication.

E.1.4 ACCOUNTABILITIES
All nursing staff and care workers are responsible for the delivery of nursing care in accordance with their 
education and scope of practice. 

E.1.5 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist

• Admission assessment

• Care Plan

• Progress Notes

• Communication Book
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E.1.6 RELATED POLICIES
• Assessment

• Care planning

• Assistance in Accessing External Health Practitioners and Specialist Therapists 

• Behaviours

• Resident Mobility and Falls

• Continence Management

• Infection Control

• Medications Management

• Pain Management

• Palliative Care

• Personal Care and Hygiene

• Sensory Loss

• Skin Integrity

E.1.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care 

• Standard 8 – Organisational governance

E.2  SKIN INTEGRITY AND 
WOUND MANAGEMENT

E.2.1 POLICY STATEMENT
Maranatha House is committed to enhancing health outcomes and the safety and quality of health care of 
all Residents at Maranatha House through the maintenance of skin integrity and recognises that maintaining 
skin integrity is vital to the health, comfort and general wellbeing of its Residents.

The policy outlines the approach to the management of skin integrity in Maranatha House, including actions 
to:

• Identify key individual responsibilities in relation to maintaining and restoring skin integrity

• Provide standard operating procedures to support the prevention and management of tissue damage

• Outline the governance processes for managing reported incidents of pressure damage.
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E.2.2 SCOPE
This policy applies to all staff with responsibility for Residents’ skin integrity assessment, prevention and 
care. 

E.2.3 PROCEDURE
Skin Integrity Assessment
Assessment of each Resident’s skin integrity and pressure injury risk are an essential part of care and 
should be conducted on admission and as an ongoing process during each Resident’s daily activities. Each 
Resident’s skin should be assessed at least daily, depending on the individual’s circumstances, and should 
include:

• A detailed visual inspection of the skin

• Listening to the Resident

• Reviewing the skin to assess colour, temperature, texture, moisture, integrity, turgor, and odour. 

Assessment What to look for

Colour What is normal for the Resident?

What colours can you see? E.g. red, purple, unusual pigmentation of the lower limbs 
and gaiter region, brownish or blue/grey colouration of the lower limbs and feet?

Is there any bruising or purpura present?

Temperature Does the skin feel cool to touch (possibly due to poor peripheral perfusion, or hot 
due to fever of infection?

Texture Does the skin feel dry or moist, papery thin or leathery

Moisture Is moisture due to excessive sweating, urine, or leakage from a wound or drain? 

Is the skin becoming macerated (white appearance)?

Is oedema present?

Integrity Are there any areas of broken skin?

Presence of skin tears, blisters, wounds, pressure injuries or epidermal stripping due 
to adhesive tapes or dressings?

Location If there is a failure in skin integrity, document the location.

Odour If there are any odours present, describe its intensity, offensiveness, and character

Adapted from Holloway and Jones, 2005, p 1175
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Maintaining Skin Integrity 
Maintaining skin integrity requires a holistic approach. Mobility is important for circulation and in reducing 
prolonged exposure to external forces such as pressure, shearing and friction associated with skin damage. 
It is important that interventions are in place to limit each Resident’s exposure to such forces, particularly if 
the Resident:

• has reduced mobility or protective sensation (for example diabetic neuropathy)

• is at nutritional risk or malnourished, acutely unwell or have any condition which decreases their tissue 
tolerance to pressure.

Ensure skin is cleansed, dried thoroughly and moisturised daily to reduce the risk of excoriation and help to 
keep the skin in peak condition. 

Good nutrition and hydration is also important in maximising skin health, to reduce the risk of skin tears and 
to enable existing wounds to heal.

For Residents with a high body mass index, particular attention should be paid to creases and skin folds. 

Be mindful of the pressure used to cleanse frail skin as this can cause skin tears and / or bruising if too much 
force is applied.

Residents and families are to be encouraged by nursing staff and care workers to participate to the 
extent possible in the care and prevention of skin breakdown. Many older people can care for their own 
skin provided they have sufficient knowledge, skills and confidence to do this. It is important to educate 
Residents on the basics of skin care as this will help them to look after their skin. They may face difficulties, 
such as reduced mobility and dexterity, cognitive impairment, increased frailty, but these can often be 
minimised if they are appropriately educated and supported. 

Skin integrity must be assessed when a Resident returns from hospital or from leave, and the findings 
recorded in the progress notes. If any abnormal / unusual findings that differ from prior to going on leave are 
identified, these must be reported to the Clinical Manager, family and GP if required. An incident form must 
also be completed.

Any changes in skin integrity, interventions, management plan and outcomes are to be documented in the 
Resident’s care plan and progress notes. 

SKIN TEARS

Prevention of skin tears starts with early identification and assessment of at-risk Residents. 

If a Resident is identified as being at risk, consider the following:

• Careful handling of Residents, especially those with frail skin

• Protect frail skin with long sleeves and trousers 

• Apply moisturisers to skin, as required

• Assist those at risk of falling during mobilisation and repositioning

• Care workers should avoid wearing rings or jewellery that may snag the Resident’s skin, and should also 
keep fingernails short and smooth
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• Ensure each Resident’s fingernails and toenails are trimmed regularly and have no jagged edges 

• Use pillows and blankets to protect arms and legs

• Apply pads to bed rails, wheelchair arm and leg supports and any other equipment

• Keep Resident beds free from crumbs and particles that may irritate the skin

• Use self-adhesive bandages rather than adhesive tapes and dressings

• Reduce unnecessary episodes of manual handling, wherever possible

• Use slide sheets or lifters when repositioning, lifting and transferring Residents.

• Should a skin tear occur, notify the RN immediately for assessment and treatment (if needed). The GP 
should also be informed, and an incident form completed. 

Classifying skin tears 
For skin tears, examine the: 

• location and duration of skin tear 

• size and depth 

• wound bed characteristics and percentage of viable and non-viable tissue 

• type and amount of exudate 

• presence of bleeding or haematoma 

• degree of flap necrosis 

• integrity of surrounding skin 

• signs and symptoms of infection 

• associated pain13. 

Skin tears can be classified according to the Skin Tear Audit Research (STAR) classification system: 

• Category 1a – a skin tear where the edges can be realigned to the normal anatomical position (without 
undue stretching) and the skin or flap colour is not pale, dusky, or darkened 

• Category 1b – a skin tear where the edges can be realigned to the normal anatomical position (without 
undue stretching) and the skin or flap colour is pale, dusky, or darkened 

• Category 2a – a skin tear where the edges cannot be realigned to the normal anatomical position and 
the skin or flap colour is not pale, dusky, or darkened 

• Category 2b – a skin tear where the edges cannot be realigned to the normal anatomical position and 
the skin or flap colour is pale, dusky, or darkened 

• Category 3 – a skin tear where the skin flap is completely absent 

If a patient has a skin tear, consider whether you should refer the patient to a wound specialist. 

Ongoing treatment will be documented in the Resident’s care plan and all skin tears will be reviewed 
regularly by the RN and the Resident’s GP.
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PRESSURE INJURY

Risk Assessment
Each Resident is assessed for risk of developing pressure injuries on admission using the Waterlow 
assessment tool, with results documented in ECase. The Waterlow assessment includes nine clinical 
categories, some of which include a two-step assessment (e.g. malnutrition). Each category includes specific 
scores for each descriptor. Clinical categories include height and build for weight, skin type of visual risk 
areas, gender and age, malnutrition screening, continence, mobility, tissue malnutrition, neurological deficit 
and major surgery or trauma. Each category includes options with brief descriptors. 

The tool identifies the risk of developing a pressure injury based on a score of rating scale to weight the 
severity of risk into categories of -

• no risk (0), 

• at risk (10+), 

• high risk (15+), or 

• very high risk (20+). 

Pressure Injury Assessment
For identified, pressure injuries, examine the: 

• location, size and depth of pressure injury 

• appearance of wound bed 

• condition of wound edges and surrounding skin 

• odour, amount and types of exudate 

• level of pain and discomfort. 

Pressure injury classification
Pressure injuries can be classified using a staging system: 

• Stage 1 – non-blanchable erythema 

• Stage 2 – partial thickness skin loss 

• Stage 3 – full thickness skin loss 

• Stage 4 – full thickness tissue loss 

• Unstageable – depth unknown 

• Suspected deep tissue injury – depth unknown

Reassessment
All Residents should then be reassessed monthly, or earlier if there is a change in a Resident’s status. 

Management
Most pressure damage is preventable, and appropriate care can help to prevent its occurrence. Skin 
breakdown often occurs due to pressure, friction, poor circulation, moisture, and irritation from faeces and 
urine. 

Regular (2-3 hourly) continence checks are to be carried out for Residents who wear continence pads, with 
pads changed as appropriate.
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Preventative interventions must include, but are not limited to:

• Promoting activity and mobilisation

• Repositioning the Resident 2-3 hourly, as require

• Daily skin assessment documented in the Resident’s record

• Measures for reducing heel pressure, friction and shear forces

• Measures for reducing sacral pressure, friction and shear forces

• Use pressure reducing aids, such as a foam underlay or special ‘pressure’ mattress when appropriate.

• Residents and family should also be informed of the potential risks, prevention strategies and the 
management plan for pressure injuries.

Interventions that must not be used include, but are not limited to:

• Inflatable rubber rings and cushions

• Rubbing reddened skin areas with lotions and / or soap

• Water filled gloves

• Rolled up towels or blankets.

Any pressure injury should be reported to the RN and the Resident’s GP for assessment and treatment. An 
incident report must be completed as well as clear documentation in the Resident’s progress notes. The 
RN and, if required, the GP are responsible for developing a management plan for all staff to follow. This 
should be clearly documented in the Resident’s care plan. Pressure injuries are to be managed according to 
contemporary best practice guidelines. If a Resident has a pressure injury, consideration should be given to 
whether the Resident should be referred to a wound specialist. 

WOUND MANAGEMENT

• The Resident with a wound will receive a comprehensive assessment that reflects the factors specific to 
each individual and which have the potential to have an impact on wound healing.

• A wound assessment must be performed by an RN and the results documented in the Resident’s care 
plan and progress notes. Information may include:

• Type of wound and causative factors 

• Location and dimensions of the wound

• Clinical appearance of the wound

• Presence of infection, pain, odour or foreign bodies

• State of surrounding skin and alterations in sensation

• Physiological implications of wounding to the Resident

• Psychological implications of wounding to the Resident.

• Ongoing assessment by the RN and if required, the Resident’s GP will be used to inform, develop and 
document an individualised treatment plan. The plan will:

• Document the individual Resident preferences and assessment outcomes

• Reflect all ongoing assessments and outcomes

• Guide optimal management

• Inform the evaluation of the effectiveness of treatment

• Provide opportunities for communicating with the Resident regarding progress.
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OTHER SKIN CONDITIONS

Inflammatory skin conditions such as rashes and eczema are relatively common, and may cause itching, 
restlessness, disturbed sleep pattern and altered behaviour.

It is important to identify if a Resident has a skin condition and refer to the RN and GP for assessment to 
identify the cause and implement a management plan, all of which will be documented in the Resident’s 
care plan.

DOCUMENTATION

Residents will have individualised management plans based on their assessed needs and personal 
preferences. The management plan should promote independence, comfort and dignity and should be 
reviewed weekly or after any change in condition which affects skin integrity.

All staff are required to clearly document the following:

• Level of risk and risk factors present for each Resident. This will be completed on admission and at 
regular intervals according to their level of risk

• Any change in skin integrity

• Prevention strategies

• Management strategies, including dressings and frequency

• Category of any wound or tear including size, location, tissue type, exudate and surrounding skin

• Evidence of infection

• Progress and response to treatment.

E.2.4 ACCOUNTABILITIES
All staff are responsible for maintaining each Resident’s skin integrity, which is important to their overall 
health, comfort and general wellbeing.

E.2.5 FORMS, TEMPLATES AND RESOURCES
• Waterlow Assessment

• SKIN Chart

• Care Plan

• Progress Notes

• Australian Commission on Safety and Quality in Health Care. Safety and Quality Improvement Guide 
Standard 8: Preventing and Managing Pressure Injuries (October 2012). Sydney. ACSQHC, 2012.

• Australian Wound Management Association. Pan Pacific Clinical Practice Guideline for the Prevention and 
Management of Pressure Injury. Cambridge Media Osborne Park, WA: 2012.
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E.2.6 RELATED POLICIES
• Continence management 

• Mobility, Restraints and Manual handling 

• Personal care and hygiene

• Australian Commission on Safety and Quality in Health Care. Safety and Quality Improvement Guide 
Standard 8: Preventing and Managing Pressure Injuries (October 2012). Sydney. ACSQHC, 2012.

• Australian Wound Management Association. Pan Pacific Clinical Practice Guideline for the Prevention and 
Management of Pressure Injury. Cambridge Media Osborne Park, WA: 2012.

E.2.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018)

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 8 – Organisational governance.

E.3  CONTINENCE MANAGEMENT 
(BLADDER AND BOWEL)

E.3.1 POLICY STATEMENT
Maranatha House is committed to ensuring the needs of Residents with incontinence will be met, using 
current best practice and education that promote continence and manage incontinence in an effective and 
comprehensive way that maintains Resident dignity. This policy provides guidelines for Maranatha House 
staff on how to promote bladder and bowel continence in Residents, prevent deterioration in bladder and 
bowel function and to manage incontinence experienced by Residents.

E.3.2 SCOPE
This policy applies to all Maranatha House staff and Residents.

E.3.3 PROCEDURE
Incontinence is a term that describes any accidental or involuntary loss of urine from the bladder (urinary 
incontinence) or bowel motion, faeces or wind from the bowel (faecal/bowel incontinence), and can be 
distressing for Residents. Staff should therefore communicate sensitively when discussing incontinence with 
Residents and always maintain Residents’ privacy, preserve dignity, and whenever possible respect each 
Resident’s right to decide on their preferred treatment. 

Residents will have individualised continence management plans based on their assessed needs and 
personal preferences. The management plan should promote independence, comfort and dignity and 
should be reviewed quarterly or after any change in condition which affects continence.
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Assessment
On admission to Maranatha House, all Residents have their urinary and faecal continence management 
needs assessed within the initial assessment period. Assessments should include:14

• The usual days and time of day that the Resident goes to the toilet

• How much urine is passed

• The appearance of bowel motions 

• The occurrence and frequency of leakage

• Fluid and diet intake 

• Other health problems that might impact continence 

• The Resident’s ability to carry out self-care tasks and activities of daily living, such as mobilisation, 
toileting and dressing.

A dipstick urinalysis is carried out on admission. This may be done by a RN, EN, or trained care worker 
working under a nurse’s direction. Any abnormality should be documented in the Resident’s progress 
notes. If any abnormalities or symptoms are present, the RN or EN should notify the GP and follow the GP’s 
directions.

If a Resident is incontinent, it is important to establish the type of urinary and / or faecal incontinence so 
that appropriate treatment can be advised. The cause of incontinence is often multifactorial and requires a 
comprehensive approach. Factors to consider include:

• Fluid and diet intake

• Underlying conditions

• Ability to walk and move about

• Medicines which may cause problems in the way the bladder and bowel work.

A bowel and bladder continence assessment is completed under the direction of the Clinical Manager / RN or 
GP, to gain an understanding of the type, frequency and pattern of incontinence.

Management
For incontinent Residents, an individual bowel and bladder continence management program is planned by 
the Clinical Manager / RN in consultation with the GP and, and where appropriate, a continence nurse.

Treatment plans will be documented in the Resident’s care plan, including:

• Lifestyle interventions: Weight loss, smoking cessation, fluid reduction, constipation management

• Physical therapies: Pelvic floor muscle training and vaginal cones

• Behavioural therapies: Bladder and bowel training, prompted or scheduled toileting.

• Detailed instructions for staff to support the Resident’s programs 

• The appropriate continence aids to be used

• Nonverbal and verbal cues 

• Continence charts to document Resident progress.
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Continence aids supplier
Continence aids may be ordered from Maranatha House’s contracted supplier.

Evaluation
Ongoing review and evaluation will be documented in each Resident’s progress notes and changes 
identified on the care plan.

Toileting
• Consult the Resident’s care plan to identify any interventions required and provide assistance according 

to the Resident’s level of independence or preferences

• Explain all procedures to the Resident

• Ensure privacy and dignity is always maintained

• Do not rush or hurry Residents during the toileting process

• Be aware of body language and facial expressions, to avoid the Resident feeling embarrassed or 
ashamed

• Ensure the call button is within easy reach when leaving a Resident unsupervised and provide adequate 
time for the Resident to attend to toileting needs

• When assistance is required, ensure to wipe from front to back. Do not use soap when providing any 
personal hygiene. Make sure the area is dry, particularly any skin folds 

• Ensure toilets are flushed, commodes are emptied, and the surrounding area is left clean. 

Incontinence aids
Incontinence aids may be used if necessary. Pads come in many shapes and sizes and can be disposable or 
washable (reusable). The choice will depend on the:

• Type of incontinence

• Amount of urine or bowel motion 

• Personal preferences (e.g. colour, comfort, size).

Check the incontinence pad every 3-4 hours (at a minimum) or whenever the Resident requests it. Do not 
leave soiled incontinence pads in place.

Wash the skin and carefully pat dry each time the pad is changed.

Use barrier creams and moisturisers to protect the skin from perspiration, urine or faeces. Note: check with 
the pharmacist about whether such creams will affect the absorbency of the pad.

Find a pad that best suits the Resident’s level of incontinence, providing the least amount of leakage.

If the Resident’s skin becomes red or sore as a result of incontinence, immediately report it to the RN or 
Clinical Manager.

Aids such as pans and urinals are for individual use only. They must be washed daily with an antibacterial 
agent and returned to the Resident’s room.

Staff are to wash their hands before and after they assist a Resident with any toileting procedures and will 
encourage and assist Residents to do the same.
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E.3.4 ACCOUNTABILITIES
All staff are responsible for promoting effective continence management, and preventing deterioration in 
bladder and bowel function, as well as maintaining comfort and dignity and independence for Residents.

Maranatha House’s Clinical Manager is responsible for leading continence assessment and planning. Nurses 
and Care Workers will assist in implementing a Resident’s continence management plan.

E.3.5 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist

• Admission Assessment

• Continence Assessment 

• Care Plan

• Continence Management Plan

• Progress Notes

E.3.6 RELATED POLICIES
• Infection control

• Personal care and hygiene

• Skin integrity

• Urethral Catheterisation

• Toileting - Use of Bedpan, Urinal and Commode 

E.3.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care 

• Standard 4 – Services and supports for daily living.

E.4 URETHRAL CATHETERISATION 

E.4.1 POLICY STATEMENT
Urethral catheter insertion and management are important roles of the RN and EN at Maranatha 
House. Careful management techniques and knowledge of aseptic practices will ensure that Residents 
at Maranatha House are suitably managed in a way that enables clinicians to evaluate therapy and 
prevent adverse outcomes. This policy describes the procedure for aseptic urethral catheter insertion 
in females only, and the management of male and female Residents with urethral catheters, as well as 
special considerations to ensure that Residents at Maranatha House are provided with safe and effective 
healthcare.
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The purpose of this policy is to provide the best practice principles to be applied when inserting and 
managing urethral catheters for Residents of Maranatha House, to reduce unnecessary catheterisation and 
the risk of catheter associated urinary tract infections.

This policy is intended to support all trained and credentialed healthcare clinicians who are competent in 
urinary catheter practice in Residential aged care settings. It is the responsibility of the Clinical Manager to 
ensure clinicians whose role involves the insertion, maintenance or removal of urethral catheters are trained 
and credentialed appropriately.

This procedure addresses the insertion, care and removal of urethral catheters in Residents during long-
term care.

KEY PRINCIPLES

Indwelling urinary catheters are a potential reservoir of infection. To minimise the risk of a Resident 
acquiring a catheter associated urinary tract infection (CAUTI), nursing staff should ensure that indwelling 
urethral catheters are:

• inserted only if clinically indicated

• inserted and maintained using an aseptic technique

• removed as soon as the clinical need has been resolved

• clearly documented in the Resident’s care plan and progress notes, including catheter insertion, routine 
care and catheter removal.

E.4.2 SCOPE
This policy applies to all staff and Residents at Maranatha House.

E.4.3 PROCEDURE
DOES THE RESIDENT NEED A CATHETER?

Indications for catheter insertion
Clinicians should only consider catheterisation if one or more of the following indications are present:

• Management of urinary retention or obstruction

• Clot retention associated with gross haematuria

• Monitoring for sepsis, trauma, renal function, electrolyte or fluid balance

• Urinary incontinence management associated with wound care or end-of-life care, if other options 
available adversely affect Resident’s comfort

• Urogenital or bladder management (e.g. management of fistula or haematuria)

• The decision to insert a catheter should be made in consultation with a medical officer

• Male catheterisation: may only be performed by a medical officer. If a medical officer is unavailable or 
is unable to perform the catheterisation, the male Resident must be transferred to the local hospital

• Complicated catheterisations: in the event of acute or first-time retention, the Resident should be 
referred to a medical officer. If a medical officer is unavailable or is unable to review the Resident, the 
Resident must be promptly transferred to the local hospital for further assessment.
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Inappropriate reasons for catheter insertion
It is not appropriate for urinary catheterisation to be undertaken:

• As a substitute for the nursing care of a Resident with urinary incontinence, obesity, confusion, 
dementia, or other reasons

• For a Resident requiring bed rest or with decreased mobility who has no other clinical need for 
catheterisation

• For monitoring urinary output when the Resident can void voluntarily or once the clinical need is no 
longer warranted

• For prolonged post-operative duration in the absence of an appropriate clinical indication for ongoing 
catheterisation.

WHICH CATHETER SHOULD BE USED?

Intermittent ‘in / out’ catheterisation
Intermittent ‘in / out’ catheterisation should be considered when a urinary catheter is required to be 
inserted and removed immediately after the completion of drainage.

Intermittent ‘in / out’ catheterisation is appropriate for the alleviation of urinary retention or obstruction 
(e.g. neurogenic bladder) or for certain investigations (e.g. collection of a catheter urine specimen). Clinical 
contraindications for intermittent ‘in / out’ catheterisation are:

• Urethral stricture

• Clot retention

• Known or suspected urethral trauma

• Thrombolytic therapy for stroke

• Conditions where continuous drainage is required.

Repeated intermittent catheterisation may be undertaken, however repeated insertions may increase the 
risk of trauma to the insertion site and urethra and may increase the risk of introducing microorganisms 
into the bladder. Ensure that the catheter is well lubricated to minimise insertion trauma. Intermittent 
catheterisation is an aseptic procedure and is different to cleaning intermittent ‘in / out’ self-catheterisation, 
which is normally done by the Resident.

Catheterisation should not be performed if retention is not confirmed. Retention can be confirmed by using 
a bladder scanner or, if that is not available, through palpation and percussion of the bladder.

Short term indwelling catheterisation
Short term, indwelling catheterisation should be used when bladder drainage is required for up to 14 days. 

The duration of catheterisation is Resident dependent. Refer to the treating medical officer for further 
advice. If catheterisation cannot be avoided, seek a medical consultation to confirm the need for catheter 
insertion.

Suprapubic catheterisation
The first insertion of a suprapubic catheter (SPC) is an invasive procedure where the catheter accesses the 
bladder directly through the abdomen. A senior medical officer will decide whether a SPC is necessary and 
appropriate. Suprapubic catheterisation is outside the scope of this policy.
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Catheter material
Use of latex free catheters is recommended. Latex materials may elicit a significant allergic or sensitisation 
reaction. In addition, a larger latex catheter is usually needed to achieve the same drainage rate as a smaller 
latex-free catheter. Using a larger size catheter may unnecessarily increase the risk of trauma, haematuria 
and infection.

Catheter size
The Resident’s anatomy and clinical presentation will influence the size of the catheter and the catheter 
tip (round, curved, open-ended) required. The most appropriate size for the individual Resident should 
be based on clinical assessment, however clinicians should select the smallest sized catheter that will 
enable adequate access and drainage. Consult with the Resident’s medical officer to determine the most 
appropriate size for the Resident.

Clinical procedure safety
Urethral catheter insertion is a procedure that should only be performed by a RN or medical officer. Prior to 
commencement:

• Confirm Resident identification

• Confirm that the Resident requires catheterisation

• Confirm written medical order for catheterisation

• Check for any allergy / adverse reactions and other relevant medical or surgical history (e.g. latex or 
lignocaine allergy, previous urology history, autonomic dysreflexia risk)

• Consider the planned procedure, critical steps and risk factors, anticipated events and equipment 
requirements. In rare circumstances, consider whether medication (e.g. light sedation or pain relief) is 
required prior to catheter insertion.

INSERTING A URETHRAL CATHETER

Personal protective equipment
Inserting a urethral catheter requires a standard aseptic technique. Clinicians should wear gloves, eye 
protection and an apron to maintain asepsis and to protect themselves from blood and body fluid exposure 
during catheter insertion.

Equipment for catheter insertion
Clinicians should consider using the following equipment as a guide when inserting a urethral catheter:

• 1 aseptic field

• 5 gauze squares 

• 1 syringe, 10mL Luer Slip concentric

• 1 sterile paper towel

• 1 large (fenestrated) drape

• 1 sachet water soluble lubricant

• 2 sterile trays

• 1 x 10mL sterile water for injection

• 1 x 30mL sterile 0.9% sodium chloride squeeze pack
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• 1 batch tracking Resident label

• 1 catheter securement device

• 3 plastic disposable forceps.

The choice to add or remove items to this list is at the discretion of the RN / GP.

Catheter insertion procedure
The procedure to be followed for inserting a urethral catheter is outlined in the Catheterisation, Male Female 
Changing of Suprapubic Catheter and Urinary Drainage Device. 

Where practical, Residents and/or person responsible should be provided with appropriate information on 
why a catheter has been inserted, how long it is expected to be in for and how to care for the catheter while 
it is in situ.

Documenting catheter insertion
The insertion of a urinary catheter must be documented in the Resident’s care plan and progress notes. At a 
minimum, the following information should be included:

• How consent was obtained and from whom it was obtained f

• Indication for catheterisation

• Catheter option used (in/out, IDC, SPC)

• Size and type of catheter

• Time and date of insertion

• Balloon volume in

• Total urine volume drained on insertion (refer to the fluid balance chart)

• Any abnormalities observed during or after catheter insertion (e.g. pain, bleeding)

• Any clinical misadventures during insertion (e.g. false passage, haematuria, blockage)

• Presence of urinary tract infection (UTI) signs and symptoms

• Colour of urine, sediment or abnormality

• Whether a urine specimen for culture was collected

• Post procedure tests that are clinically relevant

• Follow up actions (e.g. review of catheter, catheter removal).

HOW TO CARE FOR THE CATHETER

Shift tasks
• Check if the drainage device requires emptying

• Check that there are no loops or kinks in the drainage bag tubing and that urine is draining continuously

• Check that the catheter and drainage device are securely connected

• Check that the urine drainage bag is supported on a stand or hook that avoids loops in the tubing and 
keeps the outlet and tubing off the floor 

• Check that the drainage bag is always below the level of the bladder, including when the Resident is 
being transported or ambulating

• Check that the catheter remains secured to the Resident with a securing device

• Check that the drainage device is kept closed unless it is being emptied.
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Drainage
• If the Resident has a drainage bag, the bag should be emptied when three-quarters full and prior to any 

Resident transport

• If the Resident has a catheter valve, clinically assess whether drainage is required prior to opening the 
valve

• A clean receptacle to drain urine should be used for each Resident - a used receptacle must not be 
shared between consecutive Residents. When draining into the receptacle, avoid contact between the 
device’s outlet and the receptacle. Clean the device outlet with an alcohol wipe after closing.

Daily tasks
• Review the need for the catheter

• Perform insertion site and periurethral care 

• Ensure other members of the Resident’s multidisciplinary team (e.g. physiotherapist, occupational 
therapist) are kept aware of the need for catheterisation and the requirements for catheter care

• Ensure ongoing education and support to Resident and / or their carer with regards to catheter care and 
infection prevention.

Insertion site and periurethral care
Nursing staff should promote insertion site and periurethral care to Residents and, where possible, enable 
self-care (i.e. Resident is not cognitively impaired). As part of the Resident’s normal daily hygiene routine, 
the insertion site should be washed using soap and warm water and should be checked for discharge, 
inflammation and erosion.

• Males: Retract the foreskin, if not circumcised, and gently wash the genital area including meatus, glans 
penis, catheter and perineum. Reposition the foreskin to minimise risk of paraphimosis.

• Females: Separate the labia minora in women and gently wash the area including the urethral meatus, 
labia minora, catheter and perineum. Antiseptic solutions or ointments are not recommended. 
Dressings are not required unless discharge is present. After washing, ensure the catheter is secured 
to the Resident for Resident comfort and to minimise the risk of catheter-associated complications, 
such as dislodgement, insertion site pressure injury and urinary tract infection. Urethral catheters are 
normally secured to the thigh.

OTHER TASKS:

Changing drainage devices
The drainage device should only be changed in accordance with manufacturer’s recommendations, if the 
device becomes disconnected from the catheter, or if the device fails. Always use an aseptic technique 
when changing the drainage device. The procedure to be followed for changing a urinary drainage device is 
outlined in the Catheterisation, Male Female Changing of Suprapubic Catheter and Urinary Drainage Device 
CSC.
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Changing catheters
An aseptic technique must always be used when changing catheters. Changing catheters at routine intervals 
is not recommended and should be avoided unless:

• The closed system has been breached

• Drainage is obstructed (e.g. tubing is kinked or blocked, catheter is encrusted) or

• A urinary tract infection has been detected.

Documenting routine catheter care and maintenance
Information about routine catheter care and maintenance must be documented in the Resident’s progress 
notes. Staff should also continue to maintain an accurate fluid balance chart. At a minimum, the following 
information should be documented:

• Whether the indication for catheterisation has been resolved or is still present

• Presence of UTI signs and symptoms

• Whether a urine specimen has been collected for culture

• Confirmation that the catheter is secured and is patent (i.e. no visible blockages or obstructions)

• Any abnormalities that have been observed during care

• Follow up actions (e.g. review of catheter, catheter removal)

• Whether Resident education was provided.

WHEN AND HOW TO REMOVE A CATHETER 

The risk of urinary tract infection will increase with increased duration of catheterisation. Therefore, it is 
critical that indwelling catheters are removed as soon as the clinical need for catheterisation has abated.

When planning catheter removals, consider whether access to senior clinicians may be required.

After catheter removal, encourage the Resident to shower and remove any remaining discharge or debris 
from the orifice.

KEY PRINCIPLES FOR TRIAL OF VOID

Before catheter removal
• Assess Resident’s clinical history for:

• Constipation in past 24 hours. Severe constipation should be corrected before catheter removal

• Medications that affect the ability to void (e.g. anticholinergics, Beta3-adrenergic agonist, alpha blocker, 
opioid agent)

• Any clinical conditions that may affect catheter removal (e.g. immunological disease with low white 
cell count, bleeding tendency, UTI, congestive cardiac failure, sacral or perineal wound, falls risk etc). 
Discuss with senior clinicians on required precautions

• Explain the trial of void care plan to Resident

• Ensure adequate privacy for the Resident

• Provide the Resident with pain relief if required.
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During the catheter removal
• Establish the amount of fluid in the balloon

• Perform hand hygiene before the procedure

• Don apron / gown and protective eyewear. Perform hand hygiene then don non-sterile gloves

• Attach syringe onto catheter balloon valve and observe drainage of water by passive deflation. When 
water stops draining, withdraw plunger to ensure balloon is complete deflated

• Remove the catheter slowly and steadily

• Discard waste

• Remove gloves and perform hand hygiene

• Remove other PPE and perform hand hygiene.

After catheter removal
• Clean and dry the genital area and ensure the Resident is comfortable

• Provide the Resident with urine receptacle

• Educate the Resident on:

• How to collect urine

• Fluid intake requirements

• Use of continence pads, if urinary incontinence is anticipated

• Need for mobilisation, if appropriate

• What to do if any abnormal or suprapubic pain arises.

Documenting catheter removal
Information about the catheter removal must be documented in the Resident’s progress notes. Clinicians 
should also continue to maintain an accurate fluid balance chart. At a minimum, the following information 
should be included:

• Date and time of removal

• Amount voided after removal

• Presence of pain during voiding

• Any bladder scan results from the trial of void

• Clinical misadventures during removal (e.g. incomplete balloon deflation, catheter broken)

• Abnormalities observed during removal (e.g. Resident bleeding or in pain)

• Trial of void outcome and clinical care plan.

SPECIMEN COLLECTION

Rationale for urine specimen collection for culture
All indwelling urinary catheters will be colonised by a bacterial biofilm over time. Any urine collected from 
an indwelling urinary catheter is therefore likely to contain bacteria from the biofilm, as well as an elevated 
leucocyte count, regardless of whether an active urinary tract infection is present.

Routine urine culture screening should not be undertaken for any Resident with a catheter. A urine specimen 
for culture should only be collected if the Resident has signs and symptoms of a UTI.
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Urine specimen collection at catheter insertion
This procedure outlines the steps for collecting a urine specimen, once the catheter has been inserted and 
prior to connecting the drainage bag:

• Use an aseptic technique to drain urine from the catheter. A minimum specimen of 10mL is required for 
subsequent culturing

• As soon as a sufficient specimen has been collected, continue to drain the catheter into a catheter tray 
or connect the catheter with a drainage device (e.g. leg bag)

• Label the specimen and pack it according to the Australian requirements for packaging and transport of 
pathology specimens

• Perform hand hygiene after packaging the specimen.

Urine specimen collection via a sampling port
This procedure outlines the steps for collecting a urine specimen from a sampling port using a needleless 
syringe.

• Perform hand hygiene and don non-sterile gloves

• Clamp or kink the drainage tube below the sampling port (if not contraindicated)

• Clean the sampling port with an alcohol-impregnated wipe and leave to dry

• Once dry, connect a sterile disposable slip tip syringe to the port

• Aspirate directly into a urine specimen container

• After a sufficient specimen has been collected, quickly replace the lid of the specimen container and 
discard the used syringe into the appropriate waste stream

• Unclamp or unkink the drainage tube

• Label the specimen and pack it according to the Australian requirements for packaging and transport of 
pathology specimens

• Remove gloves and perform hand hygiene.

Urine specimens for culture
If catheterisation is no longer indicated and it is expected that the Resident can produce a clean mid-
stream urine (MSU) specimen, the catheter should be removed and a MSU specimen should be collected. If 
catheterisation is still indicated, a catheter specimen of urine (CSU) should be collected from the existing 
catheter via its sampling port. A culture of a CSU collected from a catheter that has been in situ for more 
than 48 hours may reflect biofilm colonisation. As such, it will be difficult for the laboratory to interpret the 
urine culture result.

APPROPRIATE ANTIMICROBIAL USE

Antimicrobial prophylaxis for catheterisation
Routine antimicrobial prophylaxis should only be given to high-risk Residents (e.g. unplanned surgery, 
elevated risk of endocarditis with recent history of UTI or bacteriuria, immunosuppression) and those who 
are having urological procedures that require catheter insertion peri or post operatively.
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Antimicrobial therapy for catheterisations
If a catheter-associated urinary tract infection has occurred, antimicrobial therapy for the infection should 
be guided by the results of urine cultures and antibiotic sensitivity testing. Antimicrobial therapy may be of 
limited effectiveness against infection if a urinary catheter remains in situ.

E.4.4 ACCOUNTABILITIES
• Urethral catheterisation and catheter management are important responsibilities of the Maranatha 

House nursing staff, as part of the maintenance of the health status of Residents requiring either short-
term, long-term or intermittent urethral catheterisation

• The Clinical Manager is responsible for ensuring that all nursing staff are trained to undertake the 
catheter insertion and management within their scope of practice. measurement techniques and 
can make an accurate assessment of the normal range in vital signs, to ensure that Maranatha House 
Residents are suitably monitored to enable clinicians to evaluate therapy and prevent adverse events.

E.4.5 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist

• Admission Assessment

• Continence Assessment 

• Continence Management Plan

• Care Plan

• Progress Notes

E.4.6 RELATED POLICIES 
• Clinical Governance

• Infection control

• Personal care and hygiene

• Skin integrity

E.4.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with consumers

• Standard 3 – Personal care and clinical care

• Standard 8 – Organisational governance
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E.5 MEDICATION MANAGEMENT

E.5.1 POLICY STATEMENT 
Maranatha House is committed to ensuring the safe and correct management of Resident medications, 
in accordance with legislative and regulatory requirements, as well as professional practice competency 
obligations and best practice guidelines. While medications make a significant contribution to the treatment 
of ill health, the prevention of disease, increasing life expectancy and improving health outcomes, they also 
have the potential to cause harm. 

The quality use of medicines requires that the appropriate medication is prescribed; that it is available at a 
price the Resident can afford; and that it is prescribed, dispensed and administered correctly. The goal of 
any medication service for older people is to promote quality of life. 

Maranatha House is committed to ensuring the safe administration and storage of medications in 
accordance with regulations and best practice guidelines. The overriding principles on which these best 
practice guidelines are based are as follows:

• All persons receiving aged care services have the right to quality use of medicines

• Medications have the potential for harm if not prescribed, dispensed and administered correctly

• The right medication in the right dose must be administered to the right person at the right time by the 
right route

• All medication administration should be documented

• The person administering the medication/s must know when and how to administer the medication/s, 
why to administer, and when not to administer

• The person administering the medication/s must be able to recognise adverse effects and respond 
appropriately, including reporting any adverse effects to the registered nurse or prescribing 
practitioner.

Recipients of aged care services have a right to:

• Consent, or refuse consent, to a medication

• Management of medications by appropriately qualified health professionals

• Regular review of their medication regimen, which should address issues of polypharmacy

• Administration of medications in a manner which maintains personal dignity and safety

• Manage their own medications where possible

• Confidentiality in relation to their medication regimen

• A medication storage system which maintains their privacy as well as the efficacy and security of their 
medications

• Education, counselling and advocacy in relation to their medication use

• Know which pharmacist is dispensing their medications.

The following practices pose risks to quality use of medicines:

• Polypharmacy and the excessive use of antimicrobials and psychotropic agents

• Lack of processes for medication review.
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E.5.2 SCOPE
This policy applies to all staff involved in medication management processes at Maranatha House

E.5.3 DEFINITIONS 
Medication administration – is defined as preparing, giving, and evaluating the effectiveness of 
prescription and non-prescription drugs. 

Modes/routes of medication administration – pharmacology and toxicology are the path by which a drug, 
fluid, poison, or other substance is taken into the body. Routes of administration are generally classified by 
the location at which the substance is applied and are generally classified as follows: 

• Enteral – involving the esophagus, stomach, and small intestine i.e gastrointestinal tract

• Oral – swallowing a drug through the mouth 

• Buccal / sublingual – the drug is place beneath the tongue (sublingual) or crushed in mouth and spread 
over the buccal mucosa (buccal) 

• Rectal – drug is inserted into the rectum / rectal cavity 

• Parenteral - taken or given by any route other than by the alimentary canal

• Intravenous – through the lumen of the veins 

• Intramuscular – injection into the muscle such as deltoid muscle or gluteal mass of left or right buttock 
or vastus muscle underlying the lateral surface of the thigh 

• Intraperitoneal – into the peritoneal space 

• Subcutaneous – injection into the subcutaneous tissue under the skin 

• Intradermal – into the dermal layers of the skin 

• Topical 

• Transdermal – drug is delivered at the skin surface by diffusion, for percutaneous absorption into 
circulation 

• Conjunctival – into the conjunctiva 

• Vaginal/urethral – into the vaginal or urethral cavity 

• Inunction – rubbing onto the skin

Other methods 

• Inhalation – inspiration through nose and mouth

• Other uncommon methods include: intrathecal (into the spine), intramedullary (into the tibial or 
sternal bone marrow), intra-arterial (into the lumen of desired artery), intra-articular (into the joint 
space) 

Dose Administration Aid (DAA) – is a system of packing medications to aid staff in administration. It may 
consist of either blister packaging systems, sachet systems or compartmentalised boxes (e.g. . It does not 
include dosette boxes.

E.5.4 PROCEDURE
Prescribing Medications
The treating GP must prescribe all medications, including PRN and short-term medications. The prescribing 
GP must clearly document and sign for all prescribed medications in the Resident’s medication chart. 
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All orders must be legible and include documentation of:

• Resident’s name and date of birth

• Resident’s known allergies

• Medication name and strength

• Dose to be administered

• Specific route of administration, e.g., oral, topical

• Any specific instructions regarding the medication, e.g., to be taken with food

• Time and frequency of administration 

• Commencement date 

• Cessation or review date of the medication.

Ordering medications
Medication orders are established by the treating GP and faxed or delivered to the contracted pharmacy.

Orders stand until the prescribing GP reviews the medication and changes the orders. 

The Maranatha House Clinical Manager / RN notifies the pharmacy of a new order, with routine orders 
placed every two weeks.

Webster packs are prepared by the contracted pharmacy and delivered to Maranatha House as required.

Storage of medications
Medicines must be stored in individual containers in a locked storage unit in accordance with the Poisons 
and Therapeutic Goods Regulations.

All current medication at Maranatha House is stored in a locked medication trolley in the locked treatment 
room. The RN, EN or a medication competent staff member must hold the key at all times.

All medication must be clearly labelled with the Resident’s name. No medication is to be shared between 
Residents.

Staff are not allowed to tamper with or alter contents of the Resident’s original medication bottles or 
Webster Packs.

Medications requiring Refrigeration (e.g. insulin) should be stored in a designated medication fridge, which 
is separate to food storage. Staff must check the temperature of the refrigerator daily and record in the 
medication temperature log. The recommended temperature must be between 2 to 8 degrees Celsius.

All stored medication should be checked on a weekly basis, with all ceased and expired medication returned 
to the pharmacy for destruction.

Consent
Every Resident, or their representative, has the right to consent, or refuse consent to a medicine. Any refusal 
of medications, even medications which are self-administered, must be documented in the Resident’s 
medication chart and the RN in charge must be notified. The RN can provide information and education to 
Residents to encourage compliance. The RN exercises professional judgement in assessing non-compliance 
and recommending appropriate interventions.

The treating medical practitioner or prescribing practitioner (if different) should be notified, so that 
appropriate intervention can be undertaken, as required. 
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Administration of medications
The administration of medications is a function of RNs and ENs. To promote safe care and competent 
practice, a suitably qualified nurse must administer medications to Residents who are:

• Unable to self-administer

• Unable to take responsibility for decisions about when to take medications and when not to take 
medications.

RNs are qualified and legally authorised to administer medications under the Health Practitioner Regulation 
National Law Act 2009 and relevant State legislation and regulation. 

ENs and care workers practice under the direction, supervision and delegation of RNs for all nursing 
activities.

In accordance with the Nursing and Midwifery Board of Australia’s (NMBA) Enrolled nurse standards for 
practice, ENs can provide support and supervision to care workers and others providing care. This includes 
support and guidance of care workers when directed to assist Residents to self-administer medications.

Administration of medications is within the ordinary scope of practice of all ENs, except for those who have 
a notation against their name on the register which reads ‘Does not hold Board-approved qualification in 
administration of medicines’ (NMBA, 2015).

ENs without a notation can only administer intravenous (IV) medications if they have completed 
intravenous medication administration education.

Persons other than RNs or ENs, such as ENs not authorised to administer medications or care workers, may 
only assist the person to self-administer their medications.

The role of care workers in medication management at Maranatha House is to administer only from a 
Webster Pack and using Medsig. Care Workers should never be directed to work outside of this role.

The safe management of medications requires the RN to assess the competence of the EN or care worker 
in each situation. It is the role of the RN to determine, after assessment of the Resident, the legality and 
appropriateness of delegation of medication administration to an EN qualified to do so, or delegation of 
medication assistance to a care worker. The Nursing and Midwifery Board of Australia decision-making 
framework (DMF)3 should be used to guide this process. 

ENs cannot delegate medication assistance to a care worker.

No intravenous infusions can be performed at Maranatha House unless directly supervised by a RN. This 
procedure and any ongoing intravenous orders are the responsibility of the treating GP and RN.

Documentation
All Resident clinical documentation, including medication orders, administration records, and assessments, 
are to be documented in the Resident electronic clinical record maintained in eCase.

Webster Packs (Dose administration aids)
The dose administration aid used at Maranatha House is the Webster Pack. If RNs and ENs are administering 
medications from a Webster Pack, then the Webster Pack must be packaged and fully labelled by a 
pharmacist. 

Webster packs are prepared by the contracted pharmacy and delivered as required.
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RNs take responsibility for identifying each individual medication to be given, prior to administration. Upon 
receiving Webster Packs, the Clinical Manager / RN ensures each order is correct by cross referencing its 
contents with the Resident’s medication chart. Discrepancies to Webster Pack contents must be recorded in 
an Incident Report and the contracted pharmacy notified to correct discrepancy.

Self-administration of medication
Residents who wish to administer their own medications are supported as part of maintaining their 
independence. 

The Resident’s capacity and willingness to self-administer their medications should be re-assessed 
regularly, especially when there is a change in their health or cognitive status.

Assessment should cover: 

• Cognitive capacity, including understanding of the medications to be taken

• Physical ability, including dexterity, visual acuity and swallowing.

Self-administered medications must be documented in the Resident’s eCase medication chart by the 
treating GP. 

Medications for self-administration must be stored securely in the locked medication trolley or cupboard. 

Residents who are self-administering their medications should be monitored regularly by the RN, treating 
GP and pharmacist, with each assessment documented in their progress notes and / or medication chart.

Residents requiring assistance with medication administration
Where the form of a medicine is altered to assist administration, such as by crushing, care must be taken 
that the alteration does not result in reduced effectiveness, a greater risk of toxicity or other harm, an 
unacceptable presentation to the Resident in terms of taste or texture, or a risk to work health and safety. 
It is important to ensure the crushed medicine can be easily swallowed and that adequate fluid is given 
with altered forms of medication, to aid ingestion. A Guide for Crushing Oral Medications for Residents with 
Swallowing Difficulties is attached to this policy as Appendix B.

Residents with any swallowing difficulties will need to be assessed by the RN or speech pathologist to 
provide assistance with swallowing their medication. If a Resident’s medication is to be crushed, the order 
must be in written form from a GP in an email or consultation notes. 

Cross-contamination of one Resident’s medicine with that of another can occur where the same crushing 
tool is used for more than one Resident without proper cleaning between Residents. This can have serious 
consequences (for example if a Resident is allergic to a medicine such as penicillin).

If the medication cannot be crushed, advice should be sought from the pharmacist, so that the Resident’s 
GP can be informed regarding required change to the order and preparation. 

Declined or absent for medication round
In accordance with the legend at the front of each medication file, a code needs to be noted on each chart 
indicating medication administration, i.e., R- refused, S- self-administered.

It is the responsibility of the RN or EN to ensure that a Resident’s medication accompanies them on any 
lengthy outing. Responsible family members are instructed on the dosage and the time that medications 
are to be given, as well as the correct storage requirements. RNs or ENs are to document this process in the 
Resident’s progress notes and in the MedSig medication chart.
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The return of the Webster Pack with the Resident is vital for the continuance of medication administration. 
The RN or EN must always check the Webster Pack to ensure that it is returned with remaining medication 
intact.

Regular medication administration
No medication is to be administered to a Resident unless it has been prescribed by a prescribing practitioner 
and dispensed by a pharmacist into an individual container or pack labelled with the person’s name, the 
name and strength of the medicine and the dosage, frequency and route of administration. 

The only exception is for nurse-initiated medicines, given in accordance with legislative regulation and 
organisational policy (Refer to the Nurse Initiated Medications section below).

RNs and ENs must not administer from Webster Packs where individual medicines cannot be clearly 
identified. Where this occurs, nurses must consult the pharmacist and return the Webster Pack to them for 
repackaging.

Maranatha House use Webster pack to administer regular oral medications that are in tablet form. These are 
prepared by the contracted pharmacy. 

Medications must be administered to Residents from their dispensed Webster Packs. 

The nurse who removes the medication from the dispensed container must also administer the medication 
to the Resident. The Medsig medication chart must be completed at the time of administration.

Medications dispensed for one Resident must not be administered to any other Resident.

All medications must be administered with consideration for infection control and standard precautions 
principles.

Non-packed, regular medications are administered as per the directive of the prescribing professional. 

Maranatha House uses Medsig to manage medication signing. All medications administered to a Resident 
are signed for at the point of care in Medsig. 

The contracted pharmacy will set up an administration chart in Medsig at the time of dispensing the 
medication.

The original signed medication chart is maintained by Maranatha House and is a legal document. 
Medications charts are audited three monthly by the pharmacist.

‘When required’ (PRN) medications
‘When required’ or PRN medications are those which are ordered by a prescribing practitioner for a specific 
Resident and recorded on that Resident’s medication chart to be taken only as needed. 

The RN, using clinical judgement, initiates, or delegates to an EN to administer the medication, when 
necessary. 

PRN medication orders and administration are documented in the PRN section in MedSig and documented 
in the Resident’s progress notes.

All PRN medication needs to be evaluated for its effectiveness and clearly documented in the Resident’s 
progress notes.
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NURSE INITIATED MEDICATIONS

RNs can administer a non-prescribed medication (Schedule 2 or 3) when the need arises to relieve Resident 
of discomfort and with the prior agreement of the attending medical officer.

RNs may use their clinical assessment and judgement to initiate, or delegate Schedule 2 (S2) medicines to 
an EN in certain circumstances. When deciding to initiate a medication for a Resident, the nurse should 
consider the context of the Resident’s total daily medications regimen, any known allergies or previous 
adverse medication events or adverse drug reactions experienced by the Resident. 

• Nurse-initiated non-prescription medication involves the selection and administration of medications 
by a RN or EN from a list of non-prescription medications approved by the Maranatha House Clinical 
Advisory Committee. Each Residential Aged Care Facility is to have an authority for use of nurse-
initiated medications signed by the medical officer – refer to Appendix X – Maranatha House Authority for 
use of Nurse Initiated Medications.

• The use of nurse-initiated non-prescription medication is different to nurse prescribing, which is the 
legislated authority of nurse practitioners to prescribe independently; and PRN medication orders, 
which provide instructions for medication administration when required in circumstances specified by 
the prescriber. 

• While the medications authorised for nurse-initiated non-prescription medication lists are of low risk, 
there is still a need to assess the Resident and consider the appropriateness of the medication selected. 

Nurse-initiated non-prescription medications are only appropriate for one-off or occasional use. If use 
of the medication becomes routine, the Resident should be reviewed by their medical practitioner and, 
if considered appropriate, the medication should be prescribed on the medication chart and a Resident-
specific supply arranged.

RNs should not initiate medications that are not on the list of nurse-initiated medicines for Maranatha House 
including:

• Nebulisers

• PR medications

• PV medications

• Creams and Ointments

• Eye and ear drops and creams

• Mixtures

Complementary, Alternative and Self-selected Non-prescription medicines
Maranatha House supports informed selection and safe use of complementary, alternative and self-selected 
non prescription medicines used by Residents.

Complementary and alternative medicines (CAMs) and non-prescription medicines are widely available and 
used in the Australian community. They are generally available for self-medication by Residents and can be 
obtained from retail outlets.

CAMs include herbal, vitamin and mineral products, nutritional supplements, homeopathic medicines, 
traditional Chinese medicines, Ayurvedic medicines, Australian Indigenous medicines, and some 
aromatherapy products regulated under the Therapeutic Goods Act 1989. Other terms sometimes used to 
describe CAMs include ‘natural medicines’ and ‘holistic medicines’.
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Examples of non-prescription medicines include cough mixtures, simple analgesics and antacids. Some non 
prescription medicines can be sold only by pharmacists (‘Pharmacist Only’) or in a pharmacy (‘Pharmacy 
Only’); others can be sold through non-pharmacy outlets such as supermarkets. 

Non-prescription medicines are also known as ‘Over-the-Counter’ medicines. Because of their general 
availability, Residents may select or ask their carers to select and provide these medicines. 

Like all medicines, CAMs and non-prescription medicines can cause adverse reactions and medicine 
interactions.

Non-prescription medicines should be documented in the Resident’s medication chart and progress notes.

Emergency Telephone Orders 
When a treating GP is not present in person, a medication order may be given by telephone or facsimile. 
When taking an order over the telephone, two staff must listen to the order. One must be a RN, the other 
person may be an appropriate person (e.g. an EN or an care worker) delegated by the RN and designated 
by the appropriate authority. The order should be read back to the prescriber in figures and words to check 
that there has been no misinterpretation of the medical practitioner’s instructions. 

The order must be confirmed in writing by the prescriber within 24 hours by either countersigning the 
nurse’s record of administration or by sending a signed, written facsimile of the medication order. It is the 
responsibility of the person who prescribed the medication to confirm the order.

Short-term Medication Orders 
• The RN/EN is responsible for ensuring that short-term medication orders, e.g., antibiotics, steroids, are 

properly dated and signed by the treating medical officer, including the commencement date and cease 
date of the medication. 

• The RN/EN shall document all short-term medication orders in the Resident’s progress notes. 

Variable Dose Orders 
• The RN/EN shall ensure all variable dose medication orders are written in the medication chart in Med 

Sig and ensure that the parameters of the order are clear, e.g., Warfarin – daily dose, next INR due, etc. 

• The RN/EN shall inform treating GP if the variable dose order is due to be reviewed. 

• In the case of warfarin, the RN/EN shall book the next INR due to the pathology and indicate the booking 
in the Appointment Book. 

• The RN/EN shall make a follow up call with the treating GP for any due orders, such as warfarin dosing 
and next INR due. 

• All orders are to be documented in the carer’s progress notes. 

Scheduled drugs
Registered Nurse & Enrolled Nurse in Accordance with NSW Poisons and Therapeutic Goods Act (1966) 
and associated Regulations, and AHPRA Guidelines for Enrolled Nurse administration of S8 Medication is 
responsible for Schedule 4 (S4) and Schedule 8 (S8) medications. An EN without notation may administer S4 
medications with a RN’s consent. All S8 medications must be administered by a RN.
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All S4 and S8 medications must be checked and counted by a RN and /or EN and one other medication 
endorsed Care worker weekly and as required. All S4 and S8 medications are kept in a locked safe and a 
locked cupboard, and a RN or EN holds the key at all times.

Schedule 8 medications must be stored in a locked safe or drawer and checked by two staff, with one being 
a RN, every time a medication is administered or during weekly checks.

Residents being administered scheduled analgesic medications must also have a pain assessment and pain 
management plan completed in eCase.

LONG-TERM USE MEDICATIONS (E.G. INSULIN CARTRIDGE, TOPICAL, EAR AND EYE MED-
ICATIONS)

Long-term medication must be labelled with the following information:

• The date it is opened

• Storage and temperature requirements 

• The Resident’s name 

• Expiry date - the date by which the medication is to be used.

Medication must be stored at the correct temperature and in the correct environment. Some medications 
may need to be kept in the medication refrigerator. 

All medications must be administered in accordance with the Resident’s medication chart orders.

Disposal
Unused, no longer required and out of date medications are to be returned to the local pharmacy by a RN or 
EN for disposal.

MONITORING AND EVALUATION OF MEDICATION MANAGEMENT REGIMES

Maranatha House visiting health care professionals should ensure each Resident’s medication management 
is reviewed regularly and as needed.

Medication review is the systematic assessment of a Resident’s medicines use and the management of those 
medicines. The focus of the review is the Resident’s health, independence, care and comfort. In conducting 
a medication review, comprehensive information about the Resident’s use of medicines (including self-
selected medicines) is collated and assessed in order to identify and meet medicines-related needs and to 
identify, resolve and prevent medicines-related problems. 

Regular medication review is important to ensure Resident’s medicines are being used safely and for best 
effect. Regular medication review is particularly important where there has been a significant change in a 
Resident’s condition or medicines use. Regular medication review is recognised as best practice in general 
practitioner and pharmacist professional practice standards. 

Medication review involves the Resident and/or carer, the Resident’s medical practitioner, pharmacist, 
nursing staff and other relevant members of the health care team, each using their specific knowledge 
and expertise. The Residential Medication Management Review (RMMR) program provides funding for 
collaborative medication reviews in Australian Government funded Aged Care Facilities for eligible 
Residents. 
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MEDICATION INCIDENT MANAGEMENT AND QUALITY IMPROVEMENT

A medication incident is any event where the expected course of events in the administration of medications 
is not followed. It can include the following:

• Medications given to the wrong Resident

• Out of date medication administered

• Incorrect medication being given

• Missing medication

• Incorrect dose being given

• Medication given without instruction from the doctor / nurse practitioner

• Incorrect time of administration

• Breaches of policy and guidelines

• Incorrect route of administration

• Incorrect storage of medications

• Spilt or dropped medication

• Incorrect supply of medications from the pharmacy.

Medication errors must be reported immediately to the RN who must then inform the Resident’s treating 
GP and their family, using the principles of open disclosure. If a serious medication incident occurs on a 
weekend or after hours, when advice from the treating GP is unavailable, staff may need to refer to the local 
hospital for advice. 

A 24-Hour Poisons Information telephone line is also available on 13 11 26.

Errors and incidents must be documented as soon as possible in eCase using the Incident Reporting 
form and in the Resident’s progress notes. The Resident and /or representative must be informed of the 
medication error as soon as practicable. First aid and safety of the Resident must take priority in this 
circumstance. Medication incidents will be investigated by the RN initially, with follow up conducted by the 
Clinical Manager.

Medication incidents are reviewed at the fortnightly RN/EN Meeting and the monthly Board meetings. 
Medication Audits are performed by a RN / EN / Clinical Manager in accordance with the Maranatha House 
Audit Schedule who will report to the CEO and the Board.

E.5.9 ACCOUNTABILITIES 
The Maranatha House Board and Executive is accountable for:

• Employing appropriately qualified nursing staff to safely undertake the management, administration 
and review of medications

• Providing resources to enable the medications and medication chart to be available at the time and 
place of medication administration

• Ensuring there are written policies and protocols, which reflect legislative and regulatory requirements

• Providing staff with current information and education on relevant drugs and poisons legislation and 
regulations

• Providing nursing staff with regular education regarding current trends in the use of medicines for older 
people and in specific age-related health conditions

• Providing a system for documentation of all medication administration and medication incidents, 
where errors are accurately reported, assessed, and remedial action taken in a timely manner
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• Providing a system of safe storage for all medications, including those being self-administered by older 
people in Residential aged care settings, which complies with relevant legislation and regulations.

• Medical Advisory Committee will assess, monitor, evaluate and act to address system issues to ensure 
safe medication management.

The Clinical Manager is accountable for:

• Identification and management of medication related risks

• Ensuring medication audits are completed in a timely manner;

• Monitoring medication errors, incidents and adverse reactions

• Staff education and training

• Ongoing competency assessment in accordance with the staffs’ scope of practicei

• Liaising with prescribing health practitioners and dispensing pharmacists to ensure Residents’ 
medication regimes are regularly reviewed, in accordance with State legislative or regulatory 
requirements

• Monitoring and evaluation of medication use, including reporting and recording of reactions to 
medications and the initiation of required interventions in consultation with medical practitioners or 
other prescribing practitioners, and pharmacists

• Coordination, implementation, supervision, ongoing monitoring and evaluation of safe medication 
administration practices.

RNs and ENs are accountable for the following, within their professional scope of practice:

• Administration of medications

• Supervision of Residents who are self-administering medications

• Recording of any medications administered, withheld or refused in MedSig

• Complying with relevant State and Territory legislative requirements, professional codes and practice 
guidelines, and Maranatha House policies

• Participation in medication quality improvement activities

• Supervision – ENs and Care Workers work under the direction and supervision of RNs at all times, 
however the EN and Care Worker retain responsibility for their actions and remain accountable to the 
RN for all delegated functions

• Maintaining competence, contemporary knowledge and skills in relation to pharmacology and health 
assessment and knowledge of pharmacokinetics, pharmacodynamics and pharmacogenetics, as well as 
polypharmacy issues for older persons

• Exercising decision making skills and professional judgement in relation to medication use, including 
knowing why to administer, how to administer, when to administer, when not to administer, and when 
to report or refer to a medical practitioner, other prescribing practitioner, such as a nurse practitioner, 
or a pharmacist

• Consideration of utilisation of nursing interventions which do not involve medication use, particularly 
in relation to medications ordered ‘when required’, or in the situation where consent to medication use 
has not been given or has been withdrawn by the older person 
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• Provision of information and education to Residents in relation to medication use 

• Provision of education to carers, other health care workers and students in relation to all aspects of 
medication use 

• Provision of advocacy on behalf of Residents in relation to all aspects of their use of medications.

Care workers are accountable for:

• Practicing as directed by and under the supervisionii of the RN; 

• Being adequately trained by a RN in medication assistance, assessed as competent (on two occasions) 
and feel confident in performing the medication assistance required of them

• Ensure that their day-to-day practices comply with the training they have attended

• Have their competencies monitored every 12 months by reassessment by their supervisor in the 
workplace.

For the purpose of this policy, supervision is defined as access, either directly or indirectly, to professional 
supervision by a named and accessible RN for support and guidance of the practice of the EN. 

This may be via telephone / video call to a RN, Clinical Manager from Maranatha House. 

The RN contact is to be communicated to the rostered ENs when ‘on call’ arrangements change.

RNs have access to Resident records via ECase.

E.5.10 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist

• Admission Assessment

• Progress Notes

• Medication chart 

E.5.11 RELATED POLICIES
• Clinical Governance

E.5.12 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice; 

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 8 - Organisational governance.
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Relevant legislation:

• Health Practitioner Regulation National Law Act 2009

• NSW Poisons and Therapeutic Goods Act (1966), and associated Regulations 

• Australian Government, Department of Health and Ageing. Guiding principles for medication 
management in Residential aged care facilities. Commonwealth of Australia: 2012.

• Australian Nursing and Midwifery Federation (ANMF). Nursing Guidelines: management of medicines in 
Aged Care. ANMF, Melbourne: 2013.

• Nursing and Midwifery Board of Australia. Enrolled nurse standards for practice, Melbourne: 1 January 
2016

• Nursing and Midwifery Board of Australia. Fact sheet: Enrolled nurses and medication administration, 
Melbourne: July 2019

E.6 INFECTION MANAGEMENT

E.6.1 POLICY STATEMENT
The purpose of this policy is to provide guidelines to Maranatha House staff on infection prevention and 
control.

Maranatha House is committed to preventing, reducing and controlling the risk and spread of infection, to 
minimise the adverse health impacts to residents, staff and visitors. 

The CEO and Clinical Manager are responsible and accountable for infection control at Maranatha House, 
with the NSW Health Infection Control Team, based at Dubbo Hospital, available as an additional specialist 
resource. 

E.6.2 SCOPE
This policy applies to all Maranatha House staff and residents.

E.6.3 PROCEDURES
Infections can spread in any environment. Residents at Maranatha House may be more vulnerable to 
infection for a variety of reasons, including being older, and having chronic and multiple diseases. Infection 
prevention and control is an essential part of care and the responsibility of all staff providing care.

Standard precautions are practices applied to everyone and include:

• Hand hygiene

• Respiratory hygiene / cough etiquette

• Personal protective equipment

• Handling of medical devices

• Cleaning and managing spills

• Handling of food, waste and linen.

Standard precautions should be used for all residents, all work practices, all of the time.
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HAND HYGIENE

Wash hands before and after:

• Tou hing a resident or their surroundings 

• A procedure or where there is a risk of being exposed to body fluids. 

Hand hygiene should always be performed:

• Before putting on gloves

• After removing gloves

• Before touching food and eating

• After going to the toilet

• After eating or other breaks

• After blowing your nose or coughing

• After handling rubbish

• After handling unwashed linen or clothing

• After handling animals

• When hands are visibly dirty.

PERFORMING HAND HYGIENE

Follow the following steps:

• Wet hands and wrist with warm water and soap, pointing hands downward to sink

• Avoid splashing water on self or surroundings

• Avoid touching tap faucets

• Rinse bar soap before returning to holder

• Wash all areas of hands, including wrists, thumbs, fingers, finger webs and backs of hand for l0 seconds

• Rinse all washed areas well, keeping hands pointed down in sink

• Pat hands and wrist dry with paper towel

• Turn off tap faucets with dry paper towel to avoid contamination

• Dispose of paper towel in lined bin.

What to use:

• Plain soap, running water and friction is all you need for routine hand washing

• An antiseptic hand wash is only required when facilities are inadequate

• Do not substitute gloves for hand washing.

Keep fingernails short and clean to reduce the risk of harbouring of microorganisms.

Remove jewellery (plain wedding band excepted) when giving care, as these may harbour micro-organisms. 

The use of hand creams is encouraged before and after work and before breaks to keep your hands free from 
skin cracks.
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Any broken area of skin or infected areas must be covered with a waterproof sealed dressing before starting 
work. This dressing should be changed as necessary or when it becomes soiled.

Staff suffering from serious skin conditions must be aware of the potential risk in the transmission of 
infection between themselves and residents. Skin conditions, such as dermatitis and allergies, may need to 
be assessed by a doctor and advice sought regarding potential treatments and continued work duties.

RESPIRATORY HYGIENE / COUGH ETIQUETTE

Covering sneezes and coughs prevents people who are infected from dispersing droplets into the air where 
they can spread to others.

The nose and mouth should be covered with a tissue when coughing, sneezing, wiping or blowing your nose, 
and dispose of the tissue after use.

If a tissue is not available, cough or sneeze into your elbow rather than your hand.

PERSONAL PROTECTIVE EQUIPMENT

Gloves (disposable) are to be worn when:

• There is a risk of exposure to blood or body substances

• Handling items, linen, clothes and equipment contaminated by blood or body substances

• Your hands have any breaks not covered by waterproof dressings

• Cleaning up any spills of blood or body fluid / substances.

Remember to:

• Wash hands after removing the gloves

• Change gloves and wash hands between working with each resident.

Gloves (rubber utility) are to be worn when:

• Using any hazardous substances

• When cleaning ‘wet areas’ such as the bathroom, toilet, kitchen or laundry.

Remember to:

• Wash hands thoroughly before and after using gloves.

Masks, waterproof aprons and protective eyewear are to be worn when:

• There is a likelihood of splashing or splattering of blood or other body substances, or where air borne 
infection may occur

• The need to wear them is noted on the resident’s care plan.

Food safe caps and hats are to be worn when:

• In the kitchen

• Preparing or serving food.
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HANDLING FOOD

Staff who are involved in the preparation and handling of food must have successfully completed an annual 
Food Safe Handler Training and assessment, which are conducted by the Food Safety Auditor annually. 
When handling food:

• Hands are to be washed before and after food and beverages are prepared and served, after using the 
toilet and after completing dirty jobs

• Hands are also to be washed after handling used crockery and cutlery

• Hands must be washed in the basin, not in the kitchen sink, and dried on paper towels, not on tea towels

• Fingernails must be kept short and clean

• Cuts and wounds must be kept covered by a coloured Band-Aid

• Disposable plastic gloves are to be worn or tongs are to be used when handling sandwiches, salads, cold 
meats and other cooked or prepared food

• All staff preparing and / or serving food and beverages are to wear the hats provided to prevent stray 
hairs dropping into food

• Long hair must be tied back

• Different chopping boards are to be used: 

GREEN = 
Vegetables

BROWN =  
Cooked 

meat

RED =  
Raw meat

YELLOW = 
Chicken

BLUE = fish
WHITE = 

Bread

• If an accident occurs and first aid is applied, an Accident / Incident Report form is to be filled in by the 
injured party, with witness signatures, and the CEO should be informed immediately.

Pest Control and Hygiene
• All food preparation premises will be treated for vermin biannually. Baits and traps can be used in the 

interim

• All kitchens will be fitted with fly screens and insect zappers and must be used whilst food is being 
prepared

• Food must be covered prior to using a knock down spray

• Where screens are not present, ensure windows and doors are kept closed by staff and residents at all 
times

• Inform staff, residents and visitors to dispose of food/scraps appropriately.

HANDLING MEDICAL DEVICES

Indwelling medical devices, such as urinary catheters, provide a route for infection to enter the body. When 
handling these devices, care workers are at risk of exposure to blood and body substances.

• Perform hand hygiene before any contact with the device or where the device enters the body

• Select personal protective equipment (e.g. wear gloves and a mask and gown if there is a risk of 
exposure to blood or body fluids)
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• Touch the device as little as possible

• The longer the device is in place, the greater the risk of infection

• Medical devices that are designed for single use must not be used multiple times and manufacturer’s 
instructions should be followed.

CLEANING

SOILED LINEN

• Handle the linen or clothing as little as possible to reduce the risk of contamination

• Always wear disposable gloves when handling soiled linen

• Remove as much of the soiled matter as possible using toilet paper or tissues

• Discard soiled matter into the toilet and flush

• Place the soiled linen in the RED linen bag and take it to the linen bin in the laundry

• Wash the soiled linen in washing machine on hot wash with laundry detergent. One cup of bleach may 
be added to the machine when full of water. 

• Place the soiled linen from a resident taking cytotoxic medication into a PURPLE linen bag and take it in 
the linen bag to the laundry for washing

GENERAL FACILITY CLEANING

Rubber utility gloves must be work for all cleaning of bathrooms, toilets, the laundry and the kitchen (these 
are all ‘wet areas’), and when using hazardous substances.

Follow the routine cleaning procedures as detailed in the housekeeping position statement and duty 
statement. Clean frequently touched surfaces with detergent solution at least daily, and when visibly soiled 
and after every known contamination.

Clean general surfaces and fittings when visibly soiled and immediately after spillage.

Refer to the information in the laundry about what chemicals are to be used where, and how to use them

Discard dirty water down the drain or toilet

Mops and sponges used in wet areas should be rinsed thoroughly and hung out in the sun to dry. They 
should not be used for other areas.

Mops and buckets are colour coded:

BEDROOMSBATHROOMS KITCHEN BODILY FLUIDS

In resident rooms, commence mopping from the bed area to bathroom, not in the reverse. To clean the mop, 
empty the dirty water in the sink located in the laundry before washing the mop.

Rinse the mop well, wring out and hang mop on side fence in the sun until next use.
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BLOOD OR BODILY SUBSTANCE SPILLS

Spot cleaning
Small spills –  
up to 10cm across Larger spills

Wipe up spot immediately with a 
damp cloth, tissue or paper towels

Place the used cloth, tissue etc in a 
plastic bag. Be careful not to touch 
the handles or the outside surface 
of the bag.

Place bag in outside rubbish bin

Wash and dry your hands

Collect all the required equipment 
and take it to the spill site

Ensure that you have open access 
to a basin so that you will not 
contaminate door handles etc by 
touching them.

Wash and dry your hands

Put on disposable gloves

Eyewear and plastic apron should 
be worn where there is a risk of 
splashing occurring

Soak up the spill with disposable 
paper towelling and place in a 
plastic bag. Be careful not to touch 
the handles or the outside surface 
of the bag

Wash the area with warm water 
and detergent and dry using 
disposable paper towel or cloth

Place the paper towelling or cloth 
into the plastic bag, again being 
careful not to touch the handles or 
outside surface of the bag

Remove gloves and place in plastic 
bag

Place bag in outside bin

Wash and dry your hands

Place a temporary sign across the 
spill to warn the residents, staff 
and visitors

Collect all the required equipment 
and take it to the spill site

Ensure that you have open access 
to a basin so that you will not 
contaminate door handles etc by 
touching them

Wear disposable gloves

Eyewear and plastic apron should 
be worn where there is a risk of 
splashing occurring

Soak up the spill with disposable 
paper towelling and place in a 
plastic hag. Be careful not to touch 
the handles or the outside surface 
of the bag

Wash the area with warm water 
and detergent and dry using 
disposable paper towelling or cloth

Place the paper towelling or 
disposable cloth into the plastic 
bag, again being careful not to 
touch the handles or outside 
surface of the bag

Remove gloves and place in plastic 
bag

Place bag in outside rubbish bin

Remove the sign and return it to 
the storeroom

Wash and dry your hands

Clean and disinfect bucket and 
mop, dry and store appropriately

Re-usable eyewear should be 
cleaned and disinfected before re 
use

Wash and dry your hands
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MANAGING SPILLS AND EXPOSURE TO BLOOD AND BODY SUBSTANCES

The following apply to:

• Injuries from all sharp instruments contaminated with blood or body fluids

• Splashes to mucus membranes from blood and body fluids

• Spillage of blood to large areas of intact skin.

IMMEDIATE PROCEDURE

Area Management

Skin If skin is penetrated with a sharp object, wash well with soap and water.

Use antiseptic if water is unavailable. If any blood gets on the skin, wash the area well.

Eyes Wash eyes gently but thoroughly with water or normal saline.

Mouth Spit out contaminant and rinse the mouth with water several times.

Nose Expel and rinse nasal cavity as thoroughly as possible with water.

SUBSEQUENT PROCEDURE

All sharps injuries / blood exposure incidents must be immediately reported to the RN/Clinical Manager or 
the designated person in charge if the RN/Clinical Manager is unavailable.

The Clinical Manager / CEO will advise the employee if medical attention is required by assessing the:

• Nature and extent of the injury

• Nature of the item that was involved

• Body substance involved

• Volume of the material the staff came into contact with and any volume of injected material (if any). 

If medical attention is not required, the staff member must complete an Incident Report and give it to the 
Clinical Manager (or the designated person in charge if the Clinical Manager is not available).

If medical attention is required, after treatment the employee must obtain a certificate from the doctor. On 
return to work, the employee must complete an Incident Report and give it to the Clinical Manager.

DISPOSAL OF WASTE

Body Fluids and Faeces
Body fluids and faeces can be flushed down the toilet.

Incontinence Pads
Wear disposable gloves when handling soiled incontinence pads.

Pick up the pad and place it in a yellow plastic bag in the bathroom. Tie the top of the bag and put into 
outside bins daily.
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Pharmaceutical Waste
Pharmaceutical waste from Maranatha House may include creams, eye drops or medications that have 
passed the recommended shelf life or are no longer required by residents.

All pharmaceutical wastes are to be returned to the local pharmacy for disposal.

HANDLING AND DISPOSAL OF SHARPS 

The sharps container is a rigid, stable, leak and puncture resistant container, especially designed for the 
purpose of the safe storage of used sharps. It is marked dangerous and is located in the treatment room.

The following applies to disposing of sharps and the sharps container:

• New sharps containers may be ordered through normal stock ordering processes

• Bring the container to the sharp, NOT the sharp to the container 

• Do not touch the sharp with your hands except for razor handles

• Do not recap needles under any circumstances

• Use forceps / tweezers / tongs to pick up the sharp and place it in the sharps container

• Do not have your other hand near container when putting the sharp into the container

• If a sharps container is not available, use any impenetrable container with a secure lid

• Wash forceps, tweezers, tongs in warm water and detergent

• NEVER empty the sharps container. When full, seal with the lid, reinforce the lid with tape and deliver to 
the clinical waste area for collection and disposal by contracted service.

MANAGEMENT OF CONTAGIONS

PARASITES

Parasites such as lice can be easily transmitted between residents and staff. There are many treatments 
used for parasites, each of which must be used in accordance with the instructions.

If the treatment is to be effective, all residents and / or staff with the parasite must be treated at the same 
time, and their bedding and clothing washed concurrently. It is not usually necessary to isolate those 
affected areas.

Head lice
Head lice are small wingless parasitic insects that live in human hair, close to the scalp, and can sometimes 
be found in facial hair. They will commonly lay their eggs (known as nits) on the hair shaft, close to the scalp.

Transmission is from one person to another when two heads come close enough together for the lice to 
crawl off one shaft of hair and onto another.

Treatment involves the following:

• Notify the Clinical Manager / RN

• Contact the resident’s GP doctor for a treatment insecticide 

• Apply the lotion in accordance to RN or GP’s instruction

• Wear protective clothing such as a plastic apron and gloves while treating a resident

• Use a fine toothcomb to remove the dead lice and eggs (nits)
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• Advise the resident / representative of the need for ongoing hair care

• Head lice die rapidly when they are detached from their host

• A treated resident is not infectious.

No special action is required for bedding or clothing – normal laundry procedure is sufficient.

Pubic lice
Pubic lice are transmitted by direct, usually intimate sexual contact. Treatment involves the following: 

• Notify the RN/Clinical Manager

• Contact the resident’s GP doctor for a treatment insecticide. Malathion 0.5% to 1.0% is usually the 
recommended treatment

• This is applied to the skin from the waist to the knees and left on for 12 hours

• Repeat treatment is not usually required

• Pubic lice can survive only a short time away from their host. Those infected should be advised to 
inform sexual partners who will also need treatment

• Bedding should be placed in a plastic bag and laundered in the usual way.

Body lice
Body lice is found mainly in clothing but can also be found on the body surface, especially around the armpit 
and around the wrist. Treatment involves the following:

• Notify the RN/Clinical Manager

• Contact the resident’s GP doctor for a treatment insecticide. Malathion 0.5% to 1.0% is usually the 
recommended treatment

• Apply to the resident’s body and leave on for 12 hours or more

• Body lice can survive in clothing for a limited time:

• If they are in clothing, they visit the body 2-3 times a day

• Launder clothing and dust with an insecticide powder.

Scabies
Scabies are small mites just visible to the eye. The female burrows into the outer layers of the skin to lay its 
eggs. Burrows can occur anywhere, but are mainly on the hands and arms, particularly between the finger 
webs, and wrist and elbow creases.

Transmission is usually by direct and prolonged skin contact, or bedding / clothing.

Within 2-6 weeks, the infected person becomes sensitised to the mite and an allergic reaction occurs:

• An itching rash usually appears in the groin, elbows, waist, hands and wrist

• The rash does not correspond to the location of the mites.

Treatment involves the following:

• Notify the Clinical Manager

• Contact the resident’s GP for a treatment insecticide. Benzyl benzoate 25% is usually the treatment of 
choice, but treatment may vary depending on the severity of the infection
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• Apply the lotion in accordance with the GP’s instruction

• Treat prophylactically those who have had skin-to-skin contact with the infected person, include 
residents, staff and visitors

• Residents may need the treatment to be repeated weekly for three weeks

• Appropriate systemic antibiotic treatment may be necessary for some infections

• Those with encrusted scabies may need repeated intervention. In this situation, specialist intervention 
must be sought

• Itching may continue for several weeks after treatment and is due to allergic reactions. Anti- itching 
medication is available

• Bed linen and clothing should be changed following treatment

• Normal laundry procedures are sufficient, or bedding may be exposed to direct sunlight for four hours.

GASTROENTERITIS

Viral gastroenteritis is highly infectious. It can be spread in the following ways: 

• By person-to-person contact (for instance when the virus is on people’s hands) 

• By airborne spread (when a person vomits, large amounts of virus particles pass into the air in invisible 
droplets and can be passed on to other people in the same room) 

• By swallowing contaminated food or drink.

Someone with viral gastroenteritis is potentially infectious while they have the symptoms and for at least 48 
hours after the symptoms have stopped (longer in the elderly).

Anyone who has had diarrhoea and vomiting for more than 24 hours should be seen by a doctor. The 
diagnosis of viral gastroenteritis is usually made on the basis of symptoms and through the testing of faeces 
or vomit.

The onset of vomiting in a number of people over a period of 1–3 days suggests that the infection is 
spreading within the facility. The following specific actions should be implemented to stop the spread of 
infection.

Recognising an outbreak
A gastroenteritis outbreak is defined as two or more cases of vomiting or diarrhoea over a 24 hour period, 
not counting non-infectious causes (e.g. use of aperients, known bowel problem, etc.). Recognising an 
outbreak helps institute measures that control the spread of infection.

Reporting to the Public Health Unit
The local Public Health Unit (PHU) should be notified as soon as an outbreak is recognised, and within 
24 hours. They will provide further guidance and support in investigating the outbreak as appropriate. 
Sometimes a site visit will be carried out by the PHU. Unless specified otherwise, the PHU will need to 
be provided with a daily line-listing of ill residents and staff, as well as information about any significant 
developments (e.g. results of laboratory testing, need for hospital admissions, deaths associated with the 
outbreak etc.).
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Laboratory testing
It is important to identify the cause of the gastroenteritis, as some pathogens can indicate foodborne 
gastroenteritis. Samples of diarrhoea / vomit need to be obtained from all new cases until samples from 
six people (residents or staff) have been collected. These samples should be labelled and dated, and then 
kept in the refrigerator (not the freezer) until collected by the pathology courier. A specimen collection form 
needs to be completed to accompany the specimens to the laboratory.

Isolation / cohorting
Ideally, affected residents should be nursed in a single room with adjoining bathroom facilities. However, 
residents should not be moved around the facility in order to reduce the risk of further spreading the 
infection. If several residents have the same pattern of infection or are known to be carriers of an outbreak 
organism then ‘cohort nursing’ may be appropriate. Cohort nursing involves one care worker or group of 
care workers exclusively caring for the identified cases, while other staff care for the well residents. 

Staff working in the affected area should not be relocated to other areas until the outbreak has ceased. Staff 
from other areas should be discouraged from visiting the restricted area.

People are generally considered to be infectious for at least 48 hours after their symptoms have ceased; 
the elderly may be infectious for a longer period. The recommended time for isolation of residents and 
restriction of usual functions of the facility is for 72 hours after symptoms have settled in the last case. A 
thorough terminal cleaning needs to be carried out after this time prior to return to normal activities.

Restriction of admissions and room lock down
New residents should not be admitted until all cases have been free of symptoms for 72 hours. 

Transfer of residents
Residents should not be transferred to other hospitals and institutions during an outbreak unless this 
is required for their clinical care. If any resident needs to be transferred, the receiving facility must be 
informed beforehand of the outbreak (e.g. clearly state ‘suspected norovirus’ or ‘current norovirus outbreak 
at the facility’ and talk to the infection control staff or receiving area at the hospital beforehand). Residents 
requiring norovirus-related hospital review or admission can be received back during the outbreak, to be 
cared for with the usual outbreak-related precautions.

Exclusion of staff
Staff are to report if they have any signs or symptoms of gastroenteritis themselves. Staff should not come 
to work if they are unwell, and are to be excused from work until 48 hours after their symptoms have ceased. 

Hand hygiene
Hand washing is the most cost effective and simple method for preventing the spread of infection. 

Closure of common areas
Access to common areas such as the dining room and day room should be restricted until all unwell 
residents are symptom free for 72 hours. Unwell residents should be served meals in their own rooms.
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Relatives / visitors
Unwell visitors should be advised not to visit their relatives or friends at the facility. 

visitors should be advised not to visit ‘the affected area’ until further notice (e.g. until all residents in that 
area are symptom free for 72 hours or the outbreak is declared over). 

If units are suitably separate, visitors to non-affected areas may be able to continue to visit but they should 
be advised to wash hands on arrival and before leaving. 

Non-essential visitors (e.g. visiting therapists, hairdressers, activity staff, etc.) should be advised not to visit 
during the outbreak. 

Visiting restrictions may need to be lifted in circumstances, such as imminent death of a resident. In such 
an event, visitors must be instructed in infection control and given suitable protective equipment, such as a 
mask and gloves.

Cleaning
• Clean the rooms of well residents first

• Clean, then disinfect all potentially contaminated areas (as described below). These areas include: 
toilets, showers, dirty utility / pan rooms, chairs, bedside tables, floors, handles, handrails, telephones 
and any surface exposed to hand contact 

• First clean the potentially contaminated areas with detergent and hot water. Organic matter, such as 
faeces or vomit, will deactivate sodium hypochlorite (bleach), so prior cleaning is essential 

• Then disinfect these areas using the freshly made disinfectant solution 

• Bleach requires direct contact with surfaces for a minimum of 10 minutes 

• Bathrooms / toilets should be cleaned twice daily and when visible soiling occurs 

• Wipe down hard surfaces, such as handrails, using bleach solution twice daily during outbreak

• Where possible, equipment such as shower chairs should only be used by infected residents and should 
be wiped down using bleach solution between residents during the outbreak

• Soft furnishings or metal surfaces which might be damaged by a hypochlorite solution should be 
cleaned with detergent and then left to dry thoroughly

• Detachable mop heads should be laundered in a hot wash and left to air dry after use 

• Non-disposable mop heads should be laundered in a hot wash

• Hypochlorite solution is used for disinfecting. Use either hospital-grade disinfectant mixed at a ratio of 
50/50 with water (5000 ppm), or freshly constituted household bleach solution (1000 parts per million). 

Cleaning up vomit and faeces
When cleaning up vomit and faeces:

• Spills should be attended to immediately

• If someone vomits or defecates in a public place, remove all others from the vicinity while the area is 
cleaned

• Wear appropriate personal protective equipment (durable gloves, plastic apron and eye protection)

• Use paper towels to soak up excess liquid and place in plastic bag

• Clean the soiled area with detergent and hot water using a disposable cloth 

• Disinfect the soiled area with the freshly made disinfectant solution.
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• Close the area for at least one hour 

• Wash hands thoroughly (see above section)

• On completion, cleaning equipment should be cleaned or disposed of appropriately

• Personal protective equipment should be worn during all cleaning procedures 

• All cleaning equipment should be washed with detergent and warm water, rinsed and left to air dry, and 
then stored in a designated area 

• All remaining disposable cleaning products should be disposed of after use. 

Linen
Steps for cleaning linen during and after a gastroenterology outbreak are as follows:

• In order to prevent transmission of infection to staff, soiled linen / clothing should have minimal 
handling prior to laundering

• Used linen should be bagged at the point of generation and promptly removed from resident care areas

• Wet / visibly soiled linen should be placed in the RED linen bags

• Unsoiled linen and clothing in place in the BLUE linen bag

• Linen bags should not be overfilled

• Linen / clothing should be rinsed or sorted in the laundry only 

• All soiled linen / clothing should be put through hot wash/hot dry cycles

• It is important to alert laundry staff about an outbreak of gastroenteritis. All staff handling or cleaning 
soiled linen during an outbreak should use personal protective equipment to prevent infection.

Outbreak over

The outbreak may be considered over when all cases have been free of symptoms for 72 hours. Notify the 
PHU for closure of the outbreak.

E.6.4 ACCOUNTABILITIES
All staff at Maranatha House are responsible for preventing, reducing and controlling the risk of infection to 
residents and staff.

The CEO and Clinical Manager are responsible for ensuring staff are appropriately trained in infection 
management procedures and that there are monitoring mechanisms in place.

E.6.5 FORMS, TEMPLATES AND RESOURCES
• Cleaner’s Checklist

• National Health and Medical Research Council and Australian Commission on Safety and Quality in 
Healthcare. Australian Guidelines for the prevention and control of infection in health care. Australian 
Government: 2010.

• Australian Government Department of Health. Guidelines for the public health management of 
gastroenteritis outbreaks due to norovirus or suspected viral agents in Australia. Appendix 5.2: guidance 
for managing suspected norovirus outbreaks in aged-care facilities. Australian Government: 2010.
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E.6.6 RELATED POLICIES AND TRAINING
• Risk Management

E.6.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018)

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living

• Standard 5 – Organisation’s service environment

• Standard 8 – Organisational governance.

E.7 ANTIMICROBIAL STEWARDSHIP (AMS)

E.7.1 POLICY STATEMENT
Maranatha House’s Antimicrobial Stewardship policy promotes optimal management of antimicrobials to 
maximise the effectiveness of treatment and minimise potential for harm, including drug resistance and 
toxicity. This policy establishes directives for antimicrobial stewardship at Maranatha House in order to 
develop antibiotic use protocols and a system to monitor antibiotic use.

E.7.2 SCOPE
This policy applies to all staff and residents at Maranatha House.

E.7.3 PROCEDURE
GOVERNANCE OF ANTIMICROBIAL STEWARDSHIP

The Maranatha House Board will be responsible for governance of the antimicrobial stewardship program. 
The Clinical Manager is responsible for ensuring adequate staffing and resources are allocated to support 
the functions of the program.

Maranatha House will:

• Support and promote antibiotic use protocols for appropriate antibiotic use 

• McGreer Criteria should be used to assess the need for the use of antimicrobials (see Appendix E)

• Develop and maintain a system to monitor antibiotic use including the emergence of resistant bacteria 

• Promote the following:

 - Reassessment of empiric antibiotics after 2-3 days for appropriateness and necessity 

 - Whenever possible, choose narrow-spectrum antibiotics that is appropriate for the condition being 
treated 
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• Identify or provide education on antibiotic stewardship at least on an annual basis 

• Review AMS audit data and processes through the Maranatha House Board

• Provide feedback on audit results to prescribers and nurses 

• Participate yearly in the Antibiotic Awareness week each November 

• Identify opportunities for improvement relevant to Antimicrobial Stewardship 

• Encourage a collaborative approach to Antimicrobial Stewardship. 

Nurses have a key role to play in many areas relevant to AMS, including: 

• Promoting and practising standard prevention precautions including hand washing and other infection 
control measures

• Recognising signs and symptoms of infection

• Initiating clinical assessment and review

• Ensuring that timely specimens for microbiology are collected correctly

• Promoting the use of prescribing guidelines

• Providing information and support to residents and their families about their health condition, 
treatment options, and how and why to take medications according to the doctor’s instructions

• Medication administration and management

• Ensuring treatments are recorded properly in the resident’s progress notes. 

REVIEWING ANTIMICROBIAL USE 

The following information will be collected on a monthly basis by the Clinical Manager and discussed at the 
Maranatha House Board meetings. 

• A summary of all infections treated with antibiotics should be maintained using the Monthly Antibiotic 
Use Record in PPASS - Choice Aged Care (see Appendix D).

 - Documented indication 

 - Documented evidence of infection 

 - Pathology proven sensitivity 

 - Antibiotic and dose chosen 

 - Agreement with Guidelines 

• Report and monitor percentage compliance with guidelines 

• The Board will assess the data with the CEO and Clinical Manager and offer suggestions for quality 
improvement 

• All staff will show evidence of completing education on AMS 

• Prepare a one-page summary for inclusion in communication book and for discussion at staff meetings. 

E.7.4 ACCOUNTABILITIES
All medical and nursing staff are responsible for ensuring that all antimicrobials prescribed and 
administered to residents are within therapeutic guidelines.

The CEO and Clinical Manager are accountable for ensuring education and training of staff to have adequate 
knowledge and skills in AMS assessment and management.
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E.7.5 FORMS, TEMPLATES AND RESOURCES
• Progress Notes

• McGreer Criteria

• Monthly Antibiotic Use Record

E.7.6 RELATED POLICIES
• Medication Management

• Wound Management

• Skin integrity

E.7.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with residents

• Standard 3 – Personal care and clinical care

• Standard 8 - Organisational governance.

E.8 VITAL SIGN OBSERVATIONS 

E.8.1 POLICY STATEMENT
Vital sign assessment is important in the determination of a Resident’s health status and is a core function 
of the RN and EN at Maranatha House. Careful measurement techniques and knowledge of the normal range 
in vital signs for each Resident will ensure that Residents at Maranatha House are suitably monitored to 
enable clinicians to evaluate therapy and prevent adverse events. An alteration in a Resident’s vital signs 
can provide objective evidence of the body’s response to physical and psychological stress or changes in 
physiological function. This policy describes vital sign assessment, frequency and special considerations to 
ensure that Residents at Maranatha House are provided safe and effective healthcare.

GENERAL PRINCIPLES

• Monitoring of vital signs is an essential component of caring for all Residents at Maranatha House in 
order to assess treatment effects, detect complications and identify early signs of clinical deterioration. 
At all times, staff should use their clinical judgment regarding the frequency of observations. Unstable 
Residents may need more frequent monitoring of vital signs until they are reviewed and stabilised. 
This will be advised by the medical officer overseeing the care of the Resident, however if unable to 
contact the medical officer, and the Resident’s condition is not improving or is deteriorating further, 
the ambulance should be called immediately for transfer to hospital for further assessment and 
management

• All Residents should have vital signs (respiratory rate, pulse, blood pressure and temperature) recorded 
on admission and then with each care plan review and as required as a minimum 
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• All observations MUST be charted at the time they are measured

• Respiratory rate MUST be measured and recorded with every observation

• Abnormal blood pressure readings MUST be checked manually by a second nurse

• Any readings that are outside of the Resident’s normal range should be reported to the RN immediately.

E.8.2 SCOPE
This policy applies to all Residents and staff at Maranatha House.

E.8.3 PROCEDURE
MEASURING VITAL SIGNS

• All Residents must have respiratory rate, heart rate, blood pressure and temperature recorded each 
time observations are measured

• The RN or EN caring for the Resident is responsible for vital sign measurement

• Measurement of selected vital signs may be delegated to a health care worker, but the RN or EN 
responsible for the Resident’s care must analyse the vital signs to interpret their significance and make 
decisions about interventions

• Interpretation of vital signs cannot be delegated to a care worker

• The Resident must be settled and at rest for routine observations

• Staff should wait 20 minutes following any activity before attending to vital sign measurement

• All routine vital signs (pulse, respiratory rate and blood pressure) are to be measured manually.

TEMPERATURE

• Temperature is to be assessed on admission, then routinely assessed on a monthly basis, or more 
frequently in response to a change in the Resident’s condition 

• Normal adult temperature is between 36.5 and 37.5C.

• At a minimum, temperature is to be assessed monthly or with a change in condition, except for 
Residents being palliated

• The temperature is to be immediately charted on the Maranatha House General Observation Chart.

If in doubt about a result, nursing staff should immediately consult more senior staff, so that timely care can 
be delivered.

RESPIRATORY ASSESSMENT (RESPIRATORY RATE)

• Respiratory rate is to be assessed on admission, then routinely assessed on a monthly basis, or more 
frequently in response to a change in the Resident’s condition

• The normal adult respiratory rate (RR) is 12-20 breaths/minute

• If the Resident’s respiratory rate falls outside the normal adult respiratory rate parameters then the 
respiratory rate must be counted for a full minute to ensure accuracy

• The respiratory rate should be immediately charted on the Maranatha House General Observation 
Chart
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• If in doubt, nursing staff should immediately consult more senior staff or ring for an ambulance so that 
timely care can be delivered. A Clinical Emergency call must be made for a respiratory rate of < 8 or > 24 
unless modified on the Maranatha House General Observation Chart, or the Resident has an advanced 
care directive in place

• A clinical emergency call (call ambulance) should be made if oxygen requirements have increased to 
maintain a Resident’s respiratory rate.

CIRCULATORY ASSESSMENT (PULSE AND BLOOD PRESSURE)

Pulse
• Pulse is to be assessed on admission, then routinely assessed on a monthly basis, or more frequently in 

response to a change in the Resident’s condition

• The pulse should be measured by palpating the Resident’s radial pulse. If the Resident’s radial pulse 
cannot be accessed, other sites can be used as appropriate

• The Resident’s radial pulse should be assessed for rate, rhythm and amplitude (strength)

• The pulse should be counted for a minimum of 30 seconds or for a full minute if the rhythm is irregular

• The normal adult pulse rate is 60 – 100 bpm

• The pulse should be counted when the Resident is at rest (at rest = no physical activity for 20 minutes)

• The pulse rate is to be immediately charted on the Maranatha House General Observation Chart

• The RN must be notified immediately about and abnormal pulse rate 

• A Clinical Emergency (call Ambulance) call is to be activated if the pulse rate is < 40 or > 130 bpm unless 
modified on the Maranatha House General Observation Chart by the Resident’s GP, or the Resident has 
an advanced care directive in place.

Blood Pressure (BP)
• Blood pressure is to be assessed on admission, then routinely assessed on a monthly basis, or more 

frequently in response to a change in the Resident’s condition

• Routine BP assessment is to be undertaken manually using a manual sphigmometer:

 - The normal adult Systolic BP (SBP) should be < 140 mmHg and > 100mmHg

 - The normal adult Diastolic Blood Pressure (DBP) should be > 60mmHg and < 90mmHg 

• It is not uncommon for the elderly and frail to function with a BP that is outside of these parameters. It 
is therefore important to know what is ‘normal’ for each Resident

• If in doubt, nursing staff should consult more senior staff immediately or activate the Clinical Emergency 
/ Cardiac Arrest system so that timely care can be delivered 

• If the SBP is < 90mmHg the Maranatha House Clinical Emergency Response System should be activated 
unless modified on the Maranatha House General Observation Chart by the Resident’s GP, or the 
Resident has an advanced care directive in place

• If the SBP is > 200mmHg the Maranatha House Clinical Emergency Response System should be activated 
unless modified on the Maranatha House General Observation Chart or the Resident has an advanced 
care directive in place

 - The normal adult pulse pressure (difference between the SBP and the DBP) is between 30 – 50 
mmHg.
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PERFORMING A POSTURAL BLOOD PRESSURE (BP)

• The Resident should be at rest (at rest = no physical activity for 20 minutes) and restrictive clothing 
removed from the arm

• Select the appropriate sized cuff, as per above

• Position the Resident supine and as flat as symptoms permit for 10 minutes prior to the initial 
measurement of blood pressure and pulse

• Always check supine measurements prior to upright measurements

• Always record both pulse and blood pressure at each postural change

• Do not remove the blood pressure cuff between position changes

• Once the supine blood pressure has been measured, sit the Resident on the edge of the bed with feet 
dangling. The Resident may also stand if tolerated

• Wait 45 seconds to measure the pulse rate and two minutes to measure the blood pressure after each 
postural change

• The postural BP is to be immediately charted on the Maranatha House General Observation Chart. This 
should be noted on the general observation by placing either “lying”, “sitting” or “standing” above the 
appropriate BP

• If in doubt, nursing staff should consult more senior staff immediately or activate the Clinical Emergency 
/ Cardiac Arrest system so that timely care can be delivered.

NEUROLOGICAL OBSERVATION

When to assess neurological status
Neurological observations should be completed by a RN and are to be commenced for all Residents involved 
in a fall where: 

• The Resident was witnessed to hit their head 

• The fall was unwitnessed 

• A head injury is suspected.

Refer to Falls Policy and the neurological observation protocol.

Post-fall
Post-fall procedures include:

• If the Resident is on anticoagulant therapy or has diabetes, call for ambulance and arrange transfer to 
hospital as monitoring for 72 hours may be required

• Clean and dress any wounds

• Notify the Resident’s GP by telephone or fax copy of the Accident and Incident Report

• Notify Resident’s next of kin

• Complete an Accident and Incident Report and update the Accident and Incident Register

• Document the incident in the Resident’s progress notes

• Ensure all staff are aware of the incident
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• Monitor Resident over next 48 hours, including consulting with hospital or GP as required, and report on 
Resident’s wellbeing, including: 

 - Pain level 

 - Signs of bruising – commence wound chart to monitor 

 - Mobility and weight bearing changes 

 - Behavioural changes 

 - Level of consciousness 

 - General function

• Schedule a RN to review the Resident’s Falls Risk Assessment within 24 hours of fall or on return from 
hospital. Referral to the physiotherapist may be required for rehabilitation and / or strength and 
balance training if the falls risk assessment is medium or high risk

• Discuss the psychological impact with the Resident and their families 

• Update falls plan in the Residents.

NEUROLOGICAL OBSERVATION PROTOCOL

Neurological observations are recommended for all Residents involved in a fall where: 

• The Resident was witnessed to hit their head 

• The fall was unwitnessed 

• A head injury is suspected.

Where neurological observations are conducted by the local hospital or health service, a copy of the 
neurological observation chart may be requested and attached to the Accident and Incident Report. 

The Glasgow Coma Scale (GCS) assessment is a quick way to assess a Resident’s neurological status and is 
particularly important in the event that a Resident has sustained a head injury or suspected head injury, e.g. 
following a fall.

The GCS provides a measure of a Resident’s level of consciousness. Assessment of the best response to 
three key areas of eyes opening, verbal response and motor response are conducted to determine a total 
score out of 15.

Eyes Opening • Spontaneous - 4

• To sound - 3

• To pressure - 2

• None - 1

Verbal Response • Orientated - 5

• Confused - 4

• Words - 3

• Sounds - 2

• None - 1
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Motor Response • Obey commands - 6

• Localising - 5

• Normal flexion - 4

• Abnormal flexion - 3

• Extension - 2

• None - 1

Recording the Resident’s GCS is important in order to observe and communicate trends (improvement and 
deterioration) in their condition over time. A score

E.8.4 ACCOUNTABILITIES
• Vital sign assessment is an important responsibility of the Maranatha House nursing staff, as part of the 

determination of each Resident’s health status

• The Clinical Manger is responsible for ensuring that all nursing staff are trained to undertake the 
measurement techniques and make an accurate assessment of the normal range in vital signs, to ensure 
that Residents at Maranatha House are suitably monitored to enable clinicians to evaluate therapy and 
prevent adverse events.

E.8.5 FORMS, TEMPLATES AND RESOURCES
• Admission Pathway 

• Falls Risk Assessment

• Care Plan

• Progress Notes

E.8.6 RELATED POLICIES AND TRAINING
• Training

• Clinical Governance

• Risk Management

• Falls

E.8.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 2 – Ongoing assessment and planning with consumers

• Standard 3 – Personal care and clinical care

• Standard 8 – Organisational governance
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E.9 BASIC LIFE SUPPORT (BLS)

E.9.1 POLICY STATEMENT
It is the policy of Maranatha House to provide basic life support (BLS), including Cardiopulmonary 
Resuscitation (CPR), when a Resident requires such emergency care, prior to the arrival of emergency 
medical services, subject to medical practitioner order and Resident choice indicated in the Resident’s 
advance care directives. 

GENERAL PRINCIPLES

Nurses and other care staff are educated to initiate BLS measures, as recommended by the Australian 
Resuscitation Council (ARC) unless:

• A valid Do Not Resuscitate order is in place

• The Resident presents with obvious signs of clinical death (e.g., rigor mortis, dependent lividity, 
decapitation, transection or decomposition) are present

• Initiating BLS could cause injury or peril to the rescuer.

BLS certified staff will be available at all times. Staff will maintain current CPR certification for healthcare 
providers, including hands-on skills practice and in-person assessment and demonstration of skills.

Training:
Accredited Basic Life Support training is provided to all staff annually. This includes online training via 
ALTURA and face-to-face training and assessment by a local training provided. Training applies to all staff 
who are required to provide a BLS or first aid response in a range of situations, include community and 
workplace settings. Training includes:

• Cardiopulmonary resuscitation – training and assessment in the skills and knowledge required to 
perform CPR in line with the ARC Guidelines

• First aid – training and assessment in the skills and knowledge required to provide a first aid response 
to a casualty. 

E.9.2 SCOPE
This policy applies to all Residents, care workers and staff at Maranatha House.

E.9.3 PROCEDURE
Maranatha House follow the Australian Resuscitation Council (ARC) Guidelines, which can be located at 
https://resus.org.au/guidelines/

If a Resident has been assessed as requiring basic life support measures, the ARC Basic Life Support 
Flowchart should be followed. A copy of the flowchart is located in Appendix G. 
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E.9.4 ACCOUNTABILITIES
• Basic life support is an important responsibility of the Maranatha House staff, as part of the 

preservation of a Resident’s life, in the event of a life-threatening situation 

• Maranatha House staff are required to complete the online ALTURACPR Introductory Module and attend 
the relevant competency-based training sessions

• The CEO and Clinical Manager are responsible for ensuring that all staff are trained to undertake an 
accurate client assessment and be able to undertake basic life support measures in an emergency 
situation, to ensure that staff are able to monitor Residents at Maranatha House and provide 
appropriate measures the manage emergency and life-threatening events

• The Clinical Manager will liaise with training providers and roster staff to complete XX training module 
and attend CPR annually and first aid as required

• The Clinical Manager is responsible for maintaining training records and for forwarding training records 
to the HR Manager for filing in the staff member’s personnel file. The HR Manager will maintain a training 
compliance register.

E.9.5 FORMS, TEMPLATES AND RESOURCES
• Staff Training Record

• Altura training modules

E.9.6 RELATED POLICIES AND TRAINING
• Clinical Governance

E.9.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 2 – Ongoing assessment and planning with consumers

• Standard 3 – Personal care and clinical care

• Standard 7 – Human Resource Management

• Standard 8 – Organisational governance

E.10 PAIN MANAGEMENT

E.10.1 POLICY STATEMENT
The purpose of this policy is to provide guidance to staff on how to identify, assess and manage each 
Resident’s pain at Maranatha House.

Maranatha House is committed to ensuring that all Residents are as free from pain as possible and that 
all staff are sensitive to each Resident’s expression of pain, doing their utmost to alleviate it by prescribed 
medical and approved complementary therapies as is available and desired.
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E.10.2 SCOPE
This policy applies to all Maranatha House staff and Residents.

E.10.3 PROCEDURE
All Residents admitted to Maranatha House are assessed for pain during their initial assessment, with 
findings documented in the Resident’s progress notes (eCase).

If pain is present, a RN will commence a pain assessment and pain flowchart, which will run for 3 5 days to 
establish patterns, locations, Resident responses and pain relief requirements. The Abbey Pain Scale is used 
for the measurement of pain in Residents with dementia or when a Resident cannot verbalise.

All expressions of pain will be taken seriously, including verbal and non-verbal signs. 

Observation should be made of physical signs such as sweating or tachycardia, or behavioural expressions 
such as agitation, groaning, or facial grimacing.

Correct diagnosis of the cause of pain is necessary, as different types of pain are more responsive to certain 
treatments and it may be possible to focus on treating the underlying cause of pain.

Developing a pain management plan is the responsibility of the RN, Clinical Manager, and the Resident’s GP. 
The GP may choose to refer to a specialist for investigation or management of pain. 

Interventions to manage pain will be clearly identified on the Resident’s Pain Management Plan and care 
plan and will be reviewed on a regular basis to indicate the effectiveness of the program.

Strategies that may help relieve pain include mobilisation or physical activity, massage, cognitive therapy, 
music, and meditation. 

Approved alternative measures and therapies of pain relief other than medication are also to be considered 
in relation to pain management. Appropriately trained and qualified therapists must deliver therapies. 

Consent and support from the Resident’s GP must be sought before commencing any therapies to ensure no 
adverse reactions to the Resident’s current treatment regime. 

Accurate documentation will provide evidence of the response to pain management strategies and how 
effective or ineffective they have been in improving the Resident’s pain. 

Residents receiving regular pain medication may experience side effects such as drowsiness, confusion 
or constipation. Increased supervision and assistance may be needed to ensure the Resident’s safety and 
comfort.

E.10.4 ACCOUNTABILITIES
All staff are responsible for ensuring Residents are as free from pain as possible.

The Clinical Manager is accountable for ensuring education and training of staff to have adequate knowledge 
and skills in pain assessment and management.

E.10.5 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist 

• Initial Assessment

• Pain Assessment
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• Pain Management Plan

• Care Plan

• Progress Notes

E.10.6 RELATED POLICIES
• Medication Management

• Complementary Therapies 

• Lifestyle Program

E.10.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 8 - Organisational governance.

E.11 PALLIATIVE CARE

E.11.1 POLICY STATEMENT
The purpose of this policy is to provide guidance to Maranatha House staff on how to support a Resident at 
the end stage of their life and in the event of a death, including the procedures to be followed.

Maranatha House is committed to ensuring that:

• The comfort and dignity of terminally ill Residents is maintained

• A Resident’s right to die with dignity and without suffering in their chosen environment is supported

• In the occurrence of the death of a Resident, the correct procedures are followed when dealing with the 
body, the coroner, the police, the health system, and the funeral director.

E.11.2 SCOPE
This policy applies to all Maranatha House staff and Residents.

E.11.3 PROCEDURE
A palliative approach aims to improve quality of life for Residents with life-limiting illnesses and their 
families by reducing their suffering through early identification, assessment and treatment of pain, physical, 
cultural, psychological, social and spiritual needs. Importantly, palliative care is not restricted to the last 
days or weeks of a Resident’s life.
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PALLIATIVE CARE SERVICE

Assistance may be sought from the Dubbo Health Service Specialist Palliative Care Service, which is based in 
Dubbo and provides specialised support, including:

• Assistance with care coordination

• Symptom assessment and management

• Addressing emotional and social concerns

• Providing quality care for those approaching the end of life

• Assistance with clinical decision making

• Providing equipment (where possible) in consultation with allied health

• Bereavement assessment and referral.

Where palliative care equipment such as oxygen has been provided, a risk assessment will be required.

PRINCIPLES

eCase
Palliative care planning and care delivery incorporates the whole person, with respect for their individual 
needs and their philosophy of life. Each person’s cultural and spiritual beliefs and views are different, 
depending on their personal history and experience and needs to be respected. The Resident has the right 
to accept or refuse aspects of care that are offered to them. They may also have specific requests, which 
should be respected at all times.

Making a plan for what to do as things change
Talking about planning for when the Resident can no longer communicate their wishes can help clarify what 
is important to a person and help make sure that everybody is aware of what the Resident wants.

Where appropriate, an Advanced Care Directive should be prepared with the Resident and their family, or 
document the Resident’s wishes in their care plan.

Identifying and treating symptoms 
Regular monitoring of symptoms and checking if there are new concerns can help to ensure that the 
Resident is receiving the best available care and has the best quality for life possible.

Communicating with the Resident and their family
The Resident and their family are the focus and are included in all aspects of planning and delivery of care. 
Good communication between the Resident, family and care providers is essential. This helps ensure that 
everyone understands what is happening, what needs to be done and who is responsible. 

The role of next of kin may not always be an immediate relative of the Resident. It is important to find out 
from the Resident or their family who the responsible person is for decision-making and receiving and 
relaying messages. It is also important to know the person to be informed of a death.
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End of life care
Discuss with the person and their family where they wish to be when their life ends and the people they 
would like to have with them. It may take time to make appropriate arrangements. This discussion should 
also be used as an opportunity to discuss any needs and preferences for the Resident and their family during 
the dying phase.

Self-care 
Staff who provide palliative care need to take good care of themselves. Different people use different 
strategies such as debriefing, talking with a colleague, going walking or spending time with their family. Staff 
mentoring and coaching play an important part in caring for staff as they go on the end-of-life journey with 
a Resident. It’s important that staff ask for support if and when they find that providing care is impacting 
them physically or emotionally.

SYMPTOM MANAGEMENT

Residents who require palliative care can experience a range of physical symptoms that require prompt 
attention. Therefore, holistic care that focuses on regular detailed assessment and review, establishing 
as far as possible the Resident’s priorities and preferences to maximise their quality of life, is central to a 
palliative approach. 

Symptom assessment needs to be carried out on a regular basis, to ensure an appropriate and timely 
response to changes in the Resident’s physical health.

The Clinical Manager and the RN will liaise with the Resident’s GP to develop a plan for managing physical 
symptoms which include:

• Pain 

• Difficulty breathing 

• Difficulty swallowing

• Bowel problems – diarrhoea or constipation

• Nausea and vomiting

• Weight loss and dehydration. 

Mouth care
It is important to check the Resident’s mouth daily and ensure that it is kept clean. If a normal toothbrush is 
too painful, a very soft toothbrush or use mouth swabs may be used. If the person cannot swallow properly, 
they can be prone to mouth infections so frequent mouth care is essential.

If the Resident is not eating or drinking, the lips and tongue should be wiped with water every hour or two 
during the day with a moist swab and whenever they need assistance during the night. Lip balms may also 
be helpful.

Unwell people are prone to mouth infections such as thrush which appear as small white patches on the 
tongue, gums and lips and can make the mouth sore. Any symptoms should be reported to the RN who may 
refer to the Resident’s GP.
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Emotional support
People who are at a palliative stage often experience emotional symptoms, such as anxiety, loneliness, 
depression and anger, which are all associated with grief. 

Some things that may help include:

• Listening to the Resident

• Being prepared to sit with the person and share upsetting thoughts and feelings

• Providing some time alone each day, if desired

• Asking what might make things easier for the Resident

• Suggesting some enjoyable things to do together

• Asking if there is anything that they have a particular desire for

• Remembering that it is normal to feel downhearted from time to time

• Encouraging involvement in day-to-day things such as the news and social activities.

These strategies may not solve the issue every time but often just listening to the Resident’s concerns, 
displaying empathy and validation can diffuse a situation and provide them with some sense of control in a 
situation that can feel is very disempowering.

It is important to be aware of any religious or spiritual beliefs or rituals a person may have during their 
palliative care and after death.

For many people, the topic of death and dying is a very sensitive area. It is important to find out from the 
Resident, their cultural and spiritual values and preferences in relation to: 

• Preferred place of death 

• Who should be there? 

• The preferred care to be carried out when they have died. 

For some people, meeting cultural and spiritual needs may be more important than meeting physical needs 
such as pain relief.

END OF LIFE CARE

Terminal care is focused on the final days or weeks of life.

Assessment Management

• Experiencing rapid day to day deterioration that is not 
reversible

• Requiring more frequent interventions

• Semi consciousness with periods of 
unconsciousness

• Increasing loss of ability to swallow

• Refusing or unable to fluids, food or oral medication

• Irreversible weight loss

• Profound weakness

• Changes in breathing

• Access to spiritual, religious cultural needs

• Communication with family members

• Communication with GP

• Communication with external services

• Comfort planning

• Family and community support
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When death is approaching
It is important to identify preferences for where a Resident would like die – whether they wish to return 
home, return to country or remain in the facility. Maranatha House staff may provide support in contacting 
family. This is very individual and managed on a case-by-case basis, depending on the Resident and family 
preferences. Maranatha House services are guided by the Resident and family.

When it is known to the family or community that there is an expected death of an Aboriginal Resident, large 
gatherings at the facility may take place to support and show respect for the family member who is close 
to death. Maranatha House will support family members visiting the facility, and where possible will enable 
family members to stay with the Resident during this period.

Some Aboriginal and Torres Strait Islander peoples believe that gathering helps prepare the person for the 
next stage of their journey. This can also benefit the people who will mourn the death of the Resident by 
allowing quality time to prepare for the loss and grief that will follow when the Resident passes.

Obligation to report death
In accordance with the Coroners Act, NSW 2009, there is an obligation to report the death. Ensure there 
is evidence of life extinct by contacting the RN on duty, or request an ambulance to transport the 
Resident’s body to the nearest hospital for certification of the death and completion of the appropriate 
documentation. The local Police should also be notified.

Under the Act, the death must be reported to the state coroner if it appears to have been unexpected, 
unnatural or violent or to have resulted, directly or indirectly, from injury, or meets other circumstances 
defined under the Act.

A person must report a death that is or may be a reportable death to a coroner or a member of the police 
force immediately after he or she becomes aware of the death, unless the person has reasonable grounds to 
believe that the death has already been reported.

A member of the police force who has information relevant to an investigation must report it to the coroner 
investigating the death.

If a death has occurred that, in the opinion of a coroner’s investigator (usually the police), is or may be a 
reportable death, the coroner’s investigator may, with any help thought fit and without the consent of any 
occupier of a place, or any authority:

• Enter the place where the body is or where, in the opinion of the coroner’s investigator, the death, or the 
event which caused or contributed to the death, occurred

• Inspect the place where the body is or where, in the opinion of the coroner’s investigator, the death, or 
the event which caused or contributed to the death, occurred

• Take possession of anything which the coroner’s investigator reasonably believes is directly relevant to 
an investigation of the death.

There are monetary fines for non-compliance to these obligations.

A coroner is not required to investigate a reportable death if the coroner determines that the death was due 
to natural causes, and the death was a reportable death solely because it appears to have been unexpected.
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Caring for the deceased
The Resident should be presented well for loved ones, and that the body is not unnecessarily disrupted, as 
the police are required to check the body for evidence of any interference.

If the family are not present, it is important to notify them as soon as possible. The next of kin may not be 
the appropriate person to contact when death occurs. It is important to identify the appropriate person 
before the death occurs. 

The Resident’s room should be clean, tidy and well-presented.

It is important that other Residents are comforted and reassured, as necessary.

Arrangements can be made with the family regarding the Resident’s belongings. They may wish to assist 
with packing or may prefer the staff to make the arrangements.

E.11.4 ACCOUNTABILITIES
All staff are responsible for supporting Residents and their families at the end of their life, maintaining their 
dignity and respecting their individual preferences for care. 

E.11.5 FORMS, TEMPLATES AND RESOURCES
• Admission Checklist

• Initial Assessment 

• Advanced Care Directive

• Care Plan

• Progress Notes 

E.11.6 RELATED POLICIES
• Complementary therapies

• Pain management

• Personal care and hygiene

• Emotional Support

SKIN INTEGRITY E.11.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care.

• Standard 4 – Services and supports for daily living
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E.12  ASSISTANCE IN ACCESSING 
EXTERNAL HEALTH PRACTITIONERS 
AND SPECIALIST THERAPISTS

E.12.1 POLICY STATEMENT
The purpose of this policy is to outline the process for Maranatha House staff, in relation to:

• Timely referral of Residents to external health practitioners and specialists

• Accessing external care providers who may visit the facility to provide services, or the Resident may 
require transportation to the provider.

Maranatha House is committed to ensuring that all Residents can access the external health providers they 
need and choose, to maintain their physical and emotional well-being.

E.12.2 SCOPE
This policy applies to all Maranatha House staff and Residents.

E.12.3 PROCEDURE
Residents may need the services of a range of health professionals that can provide a diverse range of 
interventions that prevent or slow the progression of conditions and empower the Residents to live full and 
active lives. During the Resident’s assessment, reviews and through service delivery, Maranatha House staff 
will proactively identify the individuals, organisations and service providers required in supporting each 
Resident.

Examples of services include:

• Audiologists provide services for hearing impairment and fit hearing devices

• Occupational therapists can arrange modifications to the home that will minimise hazards, reduce the 
risk of falls and slips and create a safe environment that allows older people to be as independent as 
possible

• Optometrists and orthoptists provide services for low vision

• Podiatrists provide services for the foot and care of foot wounds

• Physiotherapists, osteopaths and chiropractors can assist with musculoskeletal issues

• Exercise physiologists, occupational therapists and physiotherapists can provide fall prevention 
programs to develop strength and balance

• Arts therapists and music therapists can provide services for people experiencing dementia

• Dieticians can advise on nutritional strategies to manage chronic conditions such as diabetes or assess 
Residents who may require specialised nutritional support and advice 

• Dieticians also have a role in advising on nutrition programs to monitor and meet the needs of Residents 

• Speech pathologists can assist if a Resident requires assessment for assistance with speech and 
swallowing

• Psychologists and appropriately trained social workers or occupational therapists can provide services 
for Residents who have mental health needs.
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Maranatha House staff may make appointments on behalf of Residents or the arrangements can be made by 
the Resident or their family. 

Referrals to medical specialists must be made through the Resident’s GP.

All appointments and outcomes must be documented in the Resident’s progress notes and care plan.

Individual attention and support should be provided to Residents with cognitive impairment (for example, 
dementia and behavioural disorders), including individual therapy activities and specific programs designed 
and carried out to prevent or manage a condition or behaviour. Ongoing support and care for such Residents 
aims to enhance their quality of life and should include specific encouragement to motivate or enable such 
Residents to take part in general activities of the Residential care service. 

E.12.4 ACCOUNTABILITIES
All staff are responsible for arranging and / or assisting Residents to access external health practitioners to 
support their health and well-being needs.

E.12.5 FORMS, TEMPLATES AND RESOURCES
• Admission Assessment tool

• Care Plan

• Progress Notes

E.12.6 RELATED POLICIES
• Advocacy

• Assessment and Care Planning

• Communication

• Nursing

E.12.7 STANDARDS AND LEGISLATION
Aged Care Quality Standards (2018):

• Standard 1 – Resident dignity and choice 

• Standard 2 – Ongoing assessment and planning with Residents

• Standard 3 – Personal care and clinical care

• Standard 4 – Services and supports for daily living
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APPENDIX B
GUIDE FOR CRUSHING MEDICATIONS FOR RESIDENTS WITH SWALLOWING DIFFICULTIES

This document is considered to be a guide only and is not intended to replace sound clinical practice. Risks 
in crushing medicines can be significant. Crushing tablets may have repercussions on the effectiveness and 
dosage of the medicine and therefore how the medicine may affect the patient. Handling of some crushed 
medications may also expose staff to risk. Please check with a pharmacist for further advice if necessary.

   Do not crush

   Can be halved or soluble/dispersible or no information available

   Alternative form or route available

   Crushing OK

Medication Form Administration if swallowing difficulties

ACICLOVIR Tablet Soluble, dispersible
Swallow whole or disperse in at least 50mL of water

ALENDRONATE, ALENDRONATE 
with COLECALCIFEROL

Tablet Do not divide, crush, chew or disperse Mucous membrane 
irritant
Alternate bisphosphonate available as injection

ALLOPURINOL Tablet Scored, may be halved

ALUMINIUM HYDROXIDE Tablet Film coated. Can crush; mix powder with 5-10mL water, and 
give immediately.
If aspiration risk, may crush and mix with yoghurt (if 
appropriate).

AMIODARONE Tablet May crush

AMITRIPTYLINE Tablet Film coated No information

AMLODIPINE Tablet May be crushed but use immediately, it is very light-sensitive
Do not halve

AMOXICILLIN Capsule Alternative route available
Oral liquid form available

AMOXICILLIN/ CLAVULANIC ACID Tablet Film coated
Can crush, but use immediately (clavulanic acid is sensitive to 
moisture)
Alternative route available
Oral liquid form available

ARIPIPRAZOLE Tablet Swallow whole
Do not crush or chew

ANASTRAZOLE Tablet Film coated
Do not halve

ASCORBIC ACID Tablet No information

ASPIRIN EC Tablet Enteric coated, swallow whole; do not divide, crush, chew or 
disperse
Soluble, dispersible tablet available

ASPIRIN (dispersible) Tablet Soluble, dispersible; dissolve in water before taking

ATENOLOL Tablet Film coated, may be halved
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Medication Form Administration if swallowing difficulties

ATORVASTATIN Tablet Film coated; 20mg, 40mg and 80mg may be halved but the 
divided portion should be swallowed whole, not chewed

AZATHIOPRINE Tablet Film coated
Do not break, crush or chew
May disperse in 5-10mL water, in a closed system such as 
an oral dispenser. Will disperse within 5 minutes4 Follow 
guidelines for handling cytotoxic medicines if dispersing

BACLOFEN Tablet No information

BENDROFLUAZIDE Tablet Do not halve

BETAHISTINE Tablet No information

BEZAFIBRATE Tablet Film coated tablet, swallow whole

BEZAFIBRATE SR Tablet Sustained release, film coated
Do not divide, crush, chew or disperse

BISACODYL EC Tablet Enteric sugar coated; swallow whole Do not divide, crush, 
chew or disperse
Alternative route available, suppositories available

BISOPROLOL Tablet Can be halved, but the divided portion should be swallowed 
whole and not chewed

BROMOCRIPTINE Tablet No information

BUMETANIDE Tablet May be crushed

BUSPIRONE Tablet Can be divided into equal doses

CALCITRIOL Capsule No information

CALCIUM CARBONATE Tablet No information

CALCIUM CARBONATE 
EFFERVESCENT

Tablet Dissolve in water

CANDESARTAN Tablet No information

CARBAMAZEPINE Tablet May disperse in water
Alternative route available, oral liquid form available

CARBAMAZEPINE CR Tablet Controlled release, film coated
Do not divide, crush, chew or disperse
May be halved

CARBIMAZOLE Tablet May be crushed

CARVEDILOL Tablet May be dispersed, will disperse within 5 min with shaking

CEFACLOR Capsule Alternative route available, oral liquid form available

CELIPROLOL Tablet Film coated
No information

CETIRIZINE Tablet Film coated; may be halved

CICLOSPORIN Capsule Swallow whole, do not crush, chew or open 
Alternative route available, oral liquid form available

CILAZAPRIL Tablet Film coated; May be divided

CILAZAPRIL/ 
HYDROCHLOROTHIAZIDE

Tablet Film coated; do not chew, swallow whole with glass of water

CIPROFLOXACIN Tablet Film coated
The 500mg strength may be halved. Alternative route 
available, oral liquid form available
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Medication Form Administration if swallowing difficulties

CITALOPRAM Tablet Film coated
No information

CLINDAMYCIN Capsule Swallow whole with a large glass of water
Oesophageal irritant

CLOMIPRAMINE Tablet Film coated; do not halve

CLONAZEPAM Tablet May be crushed may be halved
Alternative route available, oral liquid form available

CLONIDINE Tablet Alternative route available, transdermal patch available

CLONIDINE May be dispersed in water, May be halved
Alternative route available, oral liquid form available

CLOPIDOGREL Tablet Film coated; Insoluble in water

CLOZAPINE (CLOZARIL) Tablet No information

CLOZAPINE (CLOPINE) May be crushed, but poorly soluble; May be halved
Oral liquid form available (Clopine only)

CODEINE PHOSPHATE Tablet No information

COLCHICINE Tablet May be dispersed in water

COLECALCIFEROL Capsule Soft gelatin capsule
No stability data about withdrawal of capsule contents

CO-TRIMOXAZOLE Tablet Alternative route available, oral liquid form available

CYCLIZINE Tablet Can be divided into equal doses
Alternative route available

CYCLOPHOSPHAMIDE Tablet Do not divide, crush, chew or disperse; 
Cytotoxic, occupational health and safety risk to staff

DABIGATRAN Capsule Do not crush, chew or open; Bioavailability increases by 75% 
when pellets are taken without the capsule shell

DEXAMETHASONE Tablet Disperse and give within 1-5min, with or soon after food

DIAZEPAM Tablet Can be divided into equal doses. Alternative route available, 
suppositories available

DICLOFENAC EC Tablet Enteric coated; do not crush, divide or chew, Alternative 
route available, suppositories available, dispersible tablet 
available

DICLOFENAC SR Tablet Slow release. Swallow whole, do not divide, crush, chew or 
disperse
Alternative route available, suppositories available

DIGOXIN Tablet May be crushed
Alternative route available oral liquid form available

DIHYDROCODEINE TARTRATE LA Tablet Long- acting; swallow whole
Do not divide, crush, chew or disperse

DILTIAZEM Tablet Film-coated; may be crushed

DILTIAZEM CD Capsule Controlled delivery; do not crush or chew 

DIPYRIDAMOLE SR Tablet Sustained release; swallow whole
Do not divide, crush, chew or disperse

DOCUSATE & SENNA Tablet Film coated, sugar free
Do not divide, crush, chew or disperse
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Medication Form Administration if swallowing difficulties

DOCUSATE SODIUM Tablet May be crushed
Do not disperse (takes longer than 5min)

DOMPERIDONE Tablet No information

DONEPEZIL Tablet Film coated
No information

DOTHIEPIN (DOSULEPIN) Tablet Film coated
No information

Capsule No information

DOXAZOSIN Tablet No information

DOXEPIN Capsule No information

DOXYCYCLINE (DOXINE) Tablet Film coated
Crushing may cause oesophageal irritation

DOXYCYCLINE (DOXY-50)
DOXYCYCLINE (DOXYLIN-100)

Tablet Do not crush; contents are irritant to mucous membranes 
and may cause oesophageal ulceration if crushed. 
May disperse (tablets will disperse within 2-5 min)

ENALAPRIL Tablet Do not divide

ENTACAPONE Tablet Film coated
No information

ERYTHROMYCIN Tablet Film coated
Alternative route available oral liquid form available

ESCITALOPRAM Tablet Film coated
Disperses rapidly in water
Crushed tablets have unpleasant taste

EZETIMIBE Tablet No information

FEBUXOSTAT Tablet Film-coated, immediate release

FELODIPINE ER Tablet Extended release
Do not divide, crush, chew or disperse

FERROUS FUMARATE Tablet Swallow whole
Alternative route available, oral liquid form available

FERROUS FUMARATE with  
FOLIC ACID

Tablet Film coated; do not divide, crush, chew or disperse
Alternative route available, oral liquid form available

FERROUS SULPHATE  
(long acting)

Tablet Film coated, modified release
Do not divide, crush, chew or disperse 
Alternative route available, oral liquid form available

FERROUS SULPHATE with  
FOLIC ACID (long acting)

Tablet Film coated, modified release
Do not divide, crush, chew or disperse Alternative route 
available, oral liquid form available

FINASTERIDE Tablet Film coated
Women of child-bearing potential should not crush or handle 
broken tablets

FLECAINIDE ACETATE Tablet Disperse in water, and give immediately; will disperse in less 
than 1 minute4

FLECAINIDE ACETATE CR Capsule Controlled release

FLUCLOXACILLIN Capsule Do not crush, chew or open; contents have a bitter taste
Alternative route available, oral liquid form available
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Medication Form Administration if swallowing difficulties

FLUCONAZOLE Capsule Swallow the capsules whole with a glass of water
Alternative route available, oral liquid form available

FLUDROCORTISONE ACETATE Tablet May be dispersed in water; will disperse within 1 minute, give 
immediately after dispersing

FLUOXETINE Capsule Swallow whole; soluble, dispersible tablet available

FLUOXETINE (dispersible) Tablet Soluble, dispersible
May be swallowed whole, or broken in half for a 10mg dose, 
or dispersed in 100mL of water before drinking immediately

FOLIC ACID Tablet No information

FRUSEMIDE (DIURIN 40) Tablet Oral liquid available

FRUSEMIDE (UREX FORTE) Tablet May disperse; halve prior to dispersing, will disperse within 5 
min

GABAPENTIN (Apo-Gabapentin) Capsule Capsule contents have an unpleasant taste. May open 
capsule and mix contents with apple sauce or orange juice. 
Give immediately (gabapentin hydrolyses rapidly)

GABAPENTIN  
(Arrow-Gabapentin)

Capsule Swallow whole

GABAPENTIN  
(Neurontin & Nupentin)

Capsule Do not divide, crush, chew or disperse
May open and mix contents with orange juice or apple sauce

GLICLAZIDE Tablet May be halved

GLIPIZIDE Tablet Disperse in water; will disperse in 1 minute, give immediately 
after dispersing

HALOPERIDOL Tablet May crush but slow to disperse
Alternative route available, oral liquid form available

HEXAMINE Tablet May crush but slow to disperse (longer than 5min)

HYDROXYCHLOROQUINE Tablet Film coated tablets
May crush but slow to disperse (longer than 5 min)

HYDROXYUREA 
(HYDROXYCARBAMIDE)

Capsule May open and empty contents into a glass of water and take 
immediately
Avoid inhaling powder, exposure causes skin toxicities; wear 
gloves to administer

HYOSCINE BUTYL BROMIDE Tablet Sugar coated; can be crushed 
Injectable form available

IBUPROFEN Tablet Film coated; swallow whole, do not chew, break, crush or 
suck – may cause oral discomfort and throat irritation
Oral liquid form available

IBUPROFEN SR Tablet Sustained release

IMIPRAMINE Tablet Sugar coated
Can crush, but slow to disperse (longer than 5 min)

INDAPAMIDE Tablet Film coated; do not halve
May be crushed

ISOSORBIDE MONONITRATE Tablet Do not chew, may be divided along the score line

ISOSORBIDE MONONITRATE SR 
(DURIDE)

Tablet Sustained release; swallow whole; Do not crush, chew or 
disperse
May be divided (but each portion swallowed whole)
Immediate release preparations available
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ISOSORBIDE MONONITRATE SR 
(ISMO 40 RETARD)

Tablet Slow release; swallow whole
Immediate release preparations available

IVERMECTIN Tablet No information

LABETALOL Tablet Film coated
No information

LAMOTRIGINE 
(Arrow-Lamotrigine)

Tablet Chewable, soluble, dispersible

LAMOTRIGINE  
(Lamictal; Logem; Motrig)

Tablet May be chewed, dispersed in a small amount of water, or 
swallowed whole

LANSOPRAZOLE Capsule Swallow whole, with a full glass of water, do not chew

LEFLUNOMIDE Tablet Film coated; Swallow whole, do not divide
May disperse using a closed system such as an oral 
dispenser; will disperse within 5 min of shaking

LETROZOLE Tablet Film coated; swallow whole do not halve

LEVETIRACETAM Tablet Film coated; do not halve

LEVODOPA/CARBIDOPA Tablet May disperse in water and use immediately
Do not divide

LEVODOPA/CARBIDOPA CR Tablet Controlled release
Do not divide, crush, chew or disperse; Immediate release 
preparations available

LEVODOPA/BENSERAZIDE 
(dispersible)

Tablet Soluble dispersible tablet
Disperse in 10mL water before taking

LEVODOPA/BENSERAZIDE  
(long acting)

Capsule Swallow whole, do not crush, chew or disperse
Soluble or dispersible tablet available

LEVODOPA/BESERAZIDE Capsule Modified release; swallow whole, do not crush, chew, 
disperse or open capsules
Immediate release and dispersible preparations available

LEVOMEPROMAZINE MALEATE Tablet Film coated
Injectable form available

LISINOPRIL Tablet No information

LITHIUM CARBONATE Capsule No information

LITHIUM CARBONATE Tablet Film coated
Scored, can be halved, May be dispersed in cold water;  
Do not crush, chew or swallow with warm liquid

LITHIUM CARBONATE  
(long acting)

Tablet Modified release; Scored, may be halved
Do not, crush, chew or swallow with hot liquid

LOPERAMIDE Capsule No information

LOPERAMIDE Tablet Scored tablet, but do not halve, swallow whole

LORATADINE Tablet No information

LORAZEPAM Tablet Disperse in water

LOSARTAN Tablet Film coated; do not halve

LOSARTAN AND 
HYDROCHLORTHIAZIDE

Tablet Film coated; No information
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MEBEVERINE Tablet Sugar coated
Swallow whole with a full glass of water 
Do not chew, has a very bitter taste
Slow to disperse

MEDROXYPROGESTERONE Tablet Will disperse within 1-2 minutes
Gloves and mask should be worn, women of child-bearing 
potential should not crush or handle broken tablets

MELATONIN (long acting) Tablet Prolonged release; swallow whole

MESALAZINE (long acting) Tablet Prolonged release; do not divide, crush or chew
May disperse in 50mL of cold water; stir and drink 
immediately
Alternative route available, suppositories available

MESALAZINE EC (Asacol) Tablet Enteric coated; do not divide, crush, chew or disperse

MESALAZINE EC (Asamax) Tablet Alternative route available, suppositories available

METFORMIN Tablet Film coated; do not halve

METHADONE Tablet Alternative route available
Oral liquid form available

METHOTREXATE Tablet Do not divide, crush, chew or disperse; Cytotoxic; crushing 
causes occupational health and safety risk

METHYLPREDNISOLONE Tablet Do not halve

METOCLOPRAMIDE Tablet Film coated; may be divided 
Alternative route available

METOPROLOL SUCCINATE CR Tablet Controlled release
May be halved, but must not be chewed or crushed

METOPROLOL TARTRATE Tablet No information

METOPROLOL TARTRATE  
(long acting)

Tablet Slow release; do not divide, crush, chew or disperse

METRONIDAZOLE Tablet Swallow whole, do not chew
Crushing will cause unacceptable taste
Do not divide or disperse 100mg strength but can halve 
200mg
Alternative route available, Oral liquid form available

MIDODRINE Tablet No information

MIRTAZAPINE Tablet Film coated; do not chew
May be crushed

MOCLOBEMIDE Tablet Film coated
No information

MORPHINE SULPHATE Tablet Film coated, do not chew but may halve; Crushing will cause 
unacceptable taste Alternative route available, Oral liquid 
form available

MORPHINE SULPHATE  
(long acting)

Capsule Modified release
May be opened, and microgranules given with soft food or 
liquids. Do not chew or crush granules, this will cause rapid 
release of morphine and toxic concentrations

MORPHINE SULPHATE  
(long acting)

Tablet Long acting; swallow whole, do not chew

MULTIVITAMINS Tablet No information
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MULTIVITAMIN RENAL Capsule No information

NAPROXEN Tablet Can be halved and the halves swallowed whole

NAPROXEN SR Tablet Slow release; do not divide, crush, chew or disperse
Immediate release formulation available

NEFOPAM Tablet Film coated

NIFEDIPINE (long acting) Tablet Controlled release, Do not divide, crush, chew or disperse; 
crushing will alter stability

NITROFURANTOIN Tablet No information

NORFLOXACIN Tablet Film coated
No information

NORTRIPTYLINE Tablet Film coated
No information

OLANZAPINE Tablet Film coated; swallow whole, do not halve, Dispersible tablets 
available

OLANZAPINE (dispersible) Tablet Orodispersible
Do not halve, place in mouth whole to disperse in saliva, 
followed by a glass of water

OMEPRAZOLE Capsule May open capsule and contents swallowed with liquid 
or mixed in fruit juice, yoghurt or water, dispersed for 
30minutes before drinking. The pellets must not be crushed 
or chewed.
Alternative route available, Oral liquid form available

ONDANSETRON Tablet Film coated, do not halve

ONDANSETRON (dispersible) Tablet Orally disintegrating
Do not halve; place on top of tongue to disperse, then 
swallow

ORPHENADRINE CITRATE Tablet May be crushed

OXAZEPAM Tablet Swallow whole with water

OXYBUTYNIN Tablet No information
Oral liquid available

OXYCODONE Capsule Swallow whole, do not open, chew or crush
Alternative route available, Oral liquid form available

OXYCODONE (long acting) Tablet Controlled release; swallow whole, Do not open, chew or 
crush
Alternative route available, Oral liquid form available

PANTOPRAZOLE EC Tablet Enteric coated; swallow whole, do not chew, Do not divide, 
crush, or disperse tablet

PARACETAMOL Tablet Alternative route available; suppositories available
Oral liquid form available

PARACETAMOL & CODEINE Tablet May be divided

PAROXETINE Tablet Film coated; swallow whole

PERHEXILINE Tablet May crush; slow to disperse, longer than 5min

PHENYTOIN Capsule Swallow whole with at least half a glass of water Alternative 
route available, oral liquid form available ( but check 
bioequivalence)

PHOSPHATE Tablet Effervescent; can be dissolved in water
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PIZOTIFEN Tablet May crush; slow to disperse, longer than 5min

POTASSIUM CHLORIDE  
(long acting)

Tablet Sustained release; do not divide, crush, chew or disperse
Soluble or dispersible tablet available

POTASSIUM CHLORIDE/ 
POTASSIUM BICARBONATE/ 
POTASSIUM CARBONATE

Tablet Effervescent, soluble, dispersible, Dissolve in at least half a 
glass of water

PREDNISONE Tablet No information
Prednisolone syrup available

PREGABALIN Capsule Swallow whole with a full glass of water
Do not open capsules

PROCHLORPERAZINE Tablet Alternative route available, Buccal tablets available

PROMETHAZINE Tablet Film coated
Alternative route available, Oral liquid available

PROPRANOLOL Tablet Do not halve

PROPRANOLOL (long acting) Capsule Long acting; do not divide, crush, chew or disperse

PYRIDOSTIGMINE Tablet Can crush, slow to disperse, longer than 5 min

PYRIDOXINE Tablet May be crushed, or dispersed in water

QUETIAPINE Tablet Film coated; do not halve

QUINAPRIL Tablet Film coated; swallow whole with a full glass of water, do not 
chew

QUINAPRIL/ 
HYDROCHLOROTHIAZIDE

Tablet Film coated; swallow whole with a full glass of water, do not 
chew

QUININE SULPHATE Tablet Film coated, swallow whole with a full glass of water, do not 
crush or chew

RALOXIFENE Tablet Film coated, tablets have unpleasant taste
Avoid contact with skin; teratogenic potential

RANITIDINE Tablet Film coated, swallow whole, crushing will cause bitter taste
Alternative route available, oral liquid form available

RISEDRONATE Tablet Film coated, swallow whole with a glass of water and remain 
upright for 30min after swallowing 
Do not chew or suck; potential for oropharyngeal irritation

RISPERIDONE Tablet Film coated; do not halve
Alternative route available, oral liquid form available

ROPINIROLE Tablet Film coated
No information

ROXITHROMYCIN Tablet Film coated; swallow whole

SERTRALINE Tablet Film coated
Do not halve 100mg strength but 50mg are
scored and may be halved

SIMVASTATIN Tablet Film coated No information

SODIUM BICARBONATE Capsule May open and disperse contents in 10mL water, give 
immediately

SODIUM VALPROATE Tablet May be crushed but do not halve, Alternative route available, 
oral liquid form available
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SODIUM VALPROATE EC Tablet Enteric coated
Do not divide, crush, chew or disperse Alternative route 
available, oral liquid form available

SOTALOL Tablet No information

SOLIFENACIN Tablet Film coated; swallow whole
Crushed tablets may be irritant to eyes

SPIRONOLACTONE Tablet May be dispersed in water, will disperse within 2-5 min

SULFASALAZINE Tablet May be crushed

SULFASALAZINE EC Tablet Enteric coated; do not divide, crush, chew or disperse
Immediate release tablet available

SUMATRIPTAN Tablet Film coated; swallow whole with water, do not halve
Alternative route available, injectable form available

TAMSULOSIN (long acting) Capsule Modified release; swallow whole, do not crush or chew

TAMOXIFEN Tablet Women of child-bearing potential should not crush or handle 
broken tablets

TEMAZEPAM Tablet Do not halve
Tablet difficult to disperse

TENOXICAM Tablet Film coated, do not chew but can divide

TERAZOSIN Tablet May be halved

TERBINAFINE Tablet Scored

THEOPHYLLINE SR Tablet Slow release; do not divide, crush, chew or disperse

THIAMINE Tablet May be crushed

THYROXINE(Levothyroxine) 
ELTROXIN

Tablet Swallow whole with a full glass of water, do not halve

THYROXINE(Levothyroxine) 
MERCURY PHARMA

Tablet Swallow whole

THYROXINE(Levothyroxine) 
SYNTHOID

Tablet May be crushed and suspended in 5-10mL water, or sprinkled 
on small amount of food (eg: apple sauce), and given 
immediately

TICAGRELOR Tablet Film coated; can crush, mix with water, stir and drink 
immediately

TOLCAPONE Tablet Film coated; swallow whole, has bitter taste

TOLTERODINE Tablet Film coated
No information

TRAMADOL Capsule Swallow whole with water

TRAMADOL SR Tablet Sustained release; do not divide, crush, chew or disperse

TRANEXAMIC ACID Tablet Film coated, may be dispersed in water

TRIAZOLAM Tablet Do not halve

TRIMETHOPRIM Tablet Swallow whole with water

VENLAFAXINE Capsule Extended release; do not crush, chew or disperse

VERAPAMIL Tablet Film coated, may be crushed

VERAPAMIL Tablet Sustained release; do not halve 
Immediate release tablets available

VITAMIN B COMPLEX Tablet No information
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WARFARIN (Coumadin) Tablet May be crushed

WARFARIN (Marevan) May be dispersed, will disperse within 5min

ZINC SULPHATE Capsule May open and disperse contents in water

ZOPICLONE Tablet Film coated; may be halved

Adapted from “Guide for Crushing Oral Medications for Residents with Swallowing Difficulties in Residential 
Aged Care, Waitemata District Health Board. July 2018.
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APPENDIX E 
McGreer Criteria 

Urinary Tract Infection 
Need to have at least 3 of the 
following criteria

Respiratory Tract 
Infection 
Need to have at least 3 of the 
following criteria

Skin Infection 
Need to have PUS present at a 
wound, skin or soft tissue site or 
at least 4 of the following criteria

• Fever (> 380 C) or chills

• New or increased burning 
pain on urinating

• Frequency or urgency

• New flank or suprapubic 
pain or tenderness

• Change in character of urine

• New bloody urine, foul smell 
or amount of sediment

• Laboratory

• New pyuria, or microscopic 
haematuria (previous 
analysis must have been 
negative)

• Whilst older people may 
present with typical

• symptoms, they may also 
present atypically with 
confusion, delirium and 
behavioural disturbance.

• Worsening of mental and 
functional status

• New or increased cough

• New or increased sputum 
production

• Fever (> 38º C)

• Pleuritic chest pain

• New increased physical 
findings on chest 
examination (rales, 
rhonchi, wheeze, bronchial 
breathing)

• One of the following 
indications of change in 
status or breathing difficulty

• New/increased shortness of 
breath

• Respiratory rate > 25 per 
minute

• Worsening mental or 
functional status

• Fever (> 38º C)

• Worsening mental/
functional status

• At the affected site presence 
of new or increasing

• heat

• redness

• swelling

• tenderness and pain

• Serous drainage
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COMMITMENT
The Maranatha House Board understands its responsibility for the overall and ultimate accountability for 
the organisation including responsibility for:

• the strategic and operational decisions that affect the quality and safety of care and services

• ensuring all Residents who need clinical care receive care that is safe, coordinated, effective and 
personal and that;

• care that is guided by Resident needs, goals and preferences and is directed towards optimising 
wellbeing and quality of life

STATEMENT OF PURPOSE 
The Maranatha House Clinical Governance Committee (the Committee) is an advisory committee reporting 
to the Chief Executive Officer (CEO) but may also consider issues on behalf of the Board and provide advice 
through the CEO. 

The purpose of the committee is to provide advice to the Board and CEO on issues relating to clinical safety, 
risk, quality and scope of practice for Maranatha House. 

The Committee will demonstrate a solution-orientated, proactive role in advising on clinical issues and 
encourage best practice and innovation. 

FUNCTION 
The function of the Committee is to monitor the safety and quality of clinical practice within Maranatha 
House, through: 

• Development, implementation and monitoring of clinical performance indicators to measure clinical 
effectiveness within Maranatha House

• Ensuring systematic improvements in clinical practice identified as a result of clinical incident review 
are implemented

• Providing advice on the scope of practice requirements to support service delivery design

• Monitoring the implementation of recommendations regarding quality improvement of clinical practice 
and clinical standards

• Promoting development of an organisational culture and environment that delivers high quality care, 
ensuring the safety of clients and staff through effective systems and services

• Developing and maintain a clinical risk register to ensure oversight of clinical risks to the organisation, 
monitor risk controls and monitor the implementation of risk treatments 

• Reporting to the board on issues of clinical practice and clinical service delivery as required 

• Making recommendations on the pharmaceutical formulary to be procured, stored and administered by 
members 

Maranatha House Aged Care – Clinical Governance Committee Terms of Reference

3 // 8



• Providing advice/recommendations regarding the introduction, modification or removal of clinical 
practice options (including medications and equipment) based on current evidence and best practice 
against service delivery requirements

• Providing advice and/or recommendations on any other clinical issues at the request of the Board and 
CEO. 

SCHEDULE OF MEETINGS 
The Committee will meet bi-monthly, achieving no less than six (6) meetings per year. Special meetings may 
be convened as required by the Committee and may include consideration of issues by electronic or other 
means. 

AGENDA 
The Committee meeting agenda items, with approval of the Chair, are to be submitted on the appropriate 
agenda paper template to the Executive Assistant no less than 10 working days prior to the scheduled 
meeting.  The Executive Assistant and Chair will review submitted agenda papers to ensure they meet the 
Committee requirements and provide members with sufficient background information. 

The meeting agenda will be developed in accordance with the Committee’s routine meeting structure which 
includes, but is not limited to: 

• Attendance and apologies

• Conflicts of interest with items on the agenda 

• Minutes (Actions) of the previous meeting 

• Notations, Decisions and Actions of the Meeting 

• Clinical Performance and Safety data review 

• Clinical Risk Register and actions review

• Credentialing requests 

• New Discussion Items & Decision Items Briefing Papers for Consideration 

• General Business 

• Presentations 

TIMELINES 
The CEO will distribute the Committee agenda and associated paperwork via e-mail to the Committee 
distribution list no later than 5 working days prior to the scheduled meeting.

REPORTING 
The Committee reports to the CEO, who will present meeting documents and actions to the Board. 

Decisions and actions of each meeting will be recorded, circulated among members of the Committee in 
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draft format, endorsed by members at the following meeting, signed by the Chair of the Committee and 
stored in accordance with organisational records management policies and procedures. 

OUT OF SESSION APPROVALS 
Items for the Committee may, under extenuating circumstances, be approved through an out of session 
process. This provision is only for information items and items of a non-contentious nature (i.e. do not 
require full discussion at a Committee meeting). 

Out of session papers are to be forwarded to the Chair and are circulated via e-mail to Committee members. 
A 5 working day timeframe for response is provided, unless otherwise indicated. 

A ‘not approved’ response from any Committee member will require the paper to be re-submitted for 
inclusion in the next meeting agenda for discussion. Out of session papers are considered approved once 
the timeframe has lapsed and if no response has been received. However, if more time is needed, the CEO 
should be contacted to request an extension of time before the allocated due date. 

MEMBERS 
Chairperson 
The Clinical Manager or delegate 
A Deputy Chair may be appointed from the committee members 
Committee Members 
• Clinical Manager
• Care Manager
• HR Manager
• Medical Practitioner 
• Registered Nurse
• Registered Paramedic 
• Enrolled Nurse
• Care Worker
• Allied Health professional
• Community Pharmacist
• Community/Consumer/Non clinical representative 

In Attendance Administrative Officer 
The Committee may invite such persons it deems necessary to its meetings for contribution to specific 
agenda items, with the prior approval of the Chair.  Proxies are authorized.

Selection of Committee Members 
The Chair will be appointed from the committee members selected by the CEO. Committee members are 
appointed by the CEO. The Committee will consist of a minimum of four members.
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DURATION OF APPOINTMENT 
The term of appointment for independent members of the Committee shall be for a period of 2 years. 
Members are eligible for reappointment at the end of their term at the discretion of the Board. 

Committee members will cease to be a member if they: 

1. Resign from the Committee; or 

2. Fail to attend 3 consecutive meetings without providing apologies to the Chair; or 

3. Fail to maintain professional registration, authority to practice or professional engagement; or 

4. Breach confidentiality. 

QUORUM 
The quorum is at least half the members of the Committee plus one. 

A meeting of the Committee can proceed without a quorum, however no endorsements can be made unless 
a quorum is reached and these matters must be endorsed at a subsequent quorate meeting, or out of 
session. 

CONFLICT OF INTEREST 
Members will declare a conflict of interest whenever they feel that their participation or contribution could 
be viewed as influenced by another role they undertake either within or outside Maranatha House. Details of 
any conflicts of interest will be minuted. Where members or attendees at Committee meetings are deemed 
to have a real, or perceived, conflict of interest they must absent themselves from Committee deliberations 
on the issue. 

ALLOWANCES AND EXPENSES 
The Committee is voluntary and organisational policies and procedures for reimbursement of reasonable 
expenses apply. 

CONFIDENTIALITY 
Information obtained and used as part of the Committee is commercially confidential and subject to the 
information release, storage and security guidelines that are applicable to Maranatha House. 

REVIEW 
The terms of reference and membership of the Committee will be reviewed by the Board annually in July. 
Amendments and revisions are to be approved by the Board.
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DECLARATION
I have read and understood the above Clinical Governance Committee Terms of Reference, and agree to comply 
with its provisions at all times while working in Maranatha House.

By signing this document, I acknowledge my commitment to achieving the best outcomes for consumers and 
playing my part in ensuring that my working environment is safe and supportive.

Employee name: Signature:

Date:

Manager name: Signature:
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