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A
n Auckland rest home has 
finally been closed after two 
inspections found the manager 
was unable to safely manage 

an aged care facility. The home, Rathgar 
Court in Henderson, remained open 
for six months after an unannounced 
inspection by the Ministry of Health 
found major failings in care. 

Reports released to Consumer under 
the Official Information Act show 
Rathgar Court is one of four homes that 
have had unannounced inspections in 
the past year. The inspection reports 
show shortfalls were identified at all 
the facilities. However, the most serious 
failings were at Rathgar Court. 

No 
rest
Rest home 
inspections reveal 
major shortfalls. 

rathgar Court
Rathgar Court was bought by Kai Lu and 
Jiaping Zhao in May 2011. The ministry 
carried out an unannounced inspection 
in November 2011 after receiving 
information from the Waitemata District 
Health Board (DHB) that a resident had 
allegedly been physically and verbally 
abused. The resident was admitted to 
North Shore Hospital for treatment. 

While the inspection couldn’t find 
evidence of abuse, the DHB was asked 
to urgently reassess two residents 
whose healthcare needs had changed 
significantly. The inspection found the 
manager and part-owner Kai Lu had no 
experience in running a health facility 
and there was “little clinical oversight 
and staff management in place to ensure 
resident safety”. 

On the morning of the inspection, Lu 
didn’t arrive at the facility until 10am. 
Staff couldn’t contact the registered 
nurse or any other person responsible 
for performing this role. The report 
states staff were routinely placed in this 
situation: caregivers “are unable to speak 
directly with a registered nurse after 
hours, and rarely see the [nurse] at the 
facility”.

The inspection also found resident 
assessments were “poorly completed 
if at all”. Although falls were high 
risk for some residents, there were no 
minimisation strategies for staff to 
follow within care plans. One resident 

 consumerinvestigation

 
rest homes

Caring counts

A report by the Human Rights 
Commission on equal employment 
opportunities in the aged care sector 
has found caregivers employed by 
private providers are often paid $3 
to $5 an hour less than staff directly 
employed by a DHB. 

Commissioner Judy McGregor 
describes the situation as “a clear 
injustice”. Fixing the problem would 
cost $140 million a year, according 
to the commission’s Caring Counts 
report. 

The commission has made 10 
recommendations to address pay 
and quality problems in the sector. 
These include implementing pay 
parity between public and private 
providers within three years, 
and ensuring all staff involved in 
providing care are qualified. 

An inspection of 
Rathgar Court rest 
home found resident 
assessments were 
“poorly completed 
if at all”.
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had minimal assessments carried out, 
despite changes in his condition. After 
a suspected fall, his condition had 
deteriorated to a point where staff had to 
transport him in a wheelchair. 

There was also no clear documentation 
of procedures for signing advanced 
directives (statements setting out the 
treatment the resident does or doesn’t 
want if they become unwell). A resident 
with dementia had signed his own 
advanced directive and family members 
were signing on behalf of other residents. 

The home was required to implement 
17 corrective actions. However, a full 
certification audit in March 2012 stated 
progress was “unsatisfactory”. The audit 
found the home wasn’t meeting 15 
healthcare standards and had 71 areas 
of partial attainment against others. A 
further allegation of physical abuse had 
also been received and problems with 
management persisted. The auditors 
stated the manager “is unable to safely 
manage an aged care facility in a 
competent fashion” and found there were 
times when no one was on site who had 
the required training in aged care or who 
could communicate with the residents in 
a language they could understand.

In early May, the ministry told us 
the DHB was “monitoring the situation 
closely”. However, by the end of that 
month the DHB had determined improving 

standards of care of the home was 
“unachievable” and decided to transfer the 
11 remaining residents to other facilities. It 
says the home is now closed. 

other inspections
Elizabeth R rest home in Stratford, Radius 
Maeroa Lodge in Hamilton, and Avonlea 
Hospital and Home in Taumaranui were 
the three other homes inspected by the 
ministry in the last year. 

Elizabeth R: An unannounced 
inspection of Elizabeth R was carried 
out in October 2011 following five 
complaints, including allegations that 
lack of staff over a weekend resulted in 
residents being left in urine-soaked beds. 
Elizabeth R is owned by the Oceania 
Group, which runs 58 rest homes and 
retirement villages, and claims to follow 
strict standards for care.

The inspection found healthcare 
standards were not being fully met and 
several shortfalls identified in previous 
audits had not been remedied. While 
the ministry found no “immediate high 
risk issues”, the inspection report stated 
registered nurses at the facility were not 
clinically experienced in aged care and 
there was no senior registered nurse to 
whom they could refer. Nurses also lacked 
understanding of the processes to follow 
when residents needed medical oversight, 
it said. 

Staff interviewed during the inspection 
also felt that there were insufficient 
numbers to provide safe care. While 
minimum staff hours were being met, the 
report said there was “no consideration 
given to the layout and environment of the 
facility for staffing levels to safely meet 
the needs of residents”. 

Where complaints were made to 
staff, they were not always investigated. 
Two residents and two family members 
interviewed during the inspection 
said staff ostracised residents when 
complaints were made. The facility was 
carrying out compulsory training on 
bullying but not all staff had attended. 

Deficiencies were also found in care 
planning. Care plans were not always 
evaluated within required timeframes 
or adjusted to include changes in the 
acuteness of residents’ conditions. Three-
monthly GP reviews for residents also 
were not occurring routinely. 

During the inspection, residents who 
required meals cut up for them were seen 
to be struggling to eat what they were 
served.

The facility was required to implement 
21 corrective actions. The Taranaki DHB 
advised the ministry that all actions 
had been completed by February 2012. 
However, a full certification audit two 
months later found 23 areas of partial 
attainment against required standards. 

The ministry told us a number of these 
were recurring problems and the DHB had 
expressed “disappointment” at the audit 
results. The DHB says it has since met 
Oceania and the company is providing 
regular reports on progress. The DHB told 
us it was satisfied with actions taken and 
was continuing to monitor progress. 

Radius Maeroa Lodge: Seven 
complaints were received about Radius 
Maeroa Lodge between March 2010 and 
June 2011. They included complaints 
about resident care, quality of meals, 
room and water temperatures, hygiene, 
and staffing. All complaints were 
substantiated. 

After a further complaint in August 
2011, the ministry carried out an 
unannounced inspection. It found: 
■ There was a high use of staff from 

nursing agencies and skill mixes 
weren’t adequate to provide safe levels 
of service delivery. There was also poor 
communication about staff changes. 

■ Although staff were completing 
incident and accident forms, there 
was no evidence of analysis to identify 
service improvements or minimise 
risks. 

■ Complaints from February to August 
2011 had not been documented and 
there was no clear documentation 
of actions taken in response to those 
complaints that had been recorded. 

■ Staff did not offer alternative meals 
when food wasn’t acceptable. For 

Adverse findings
a Health and Disability 
commissioner investigation 
of care at Dargaville’s norfolk 
court Rest Home has resulted in 
declarations by the Human Rights 
Review tribunal (HRRt) that the 
home breached consumers’ rights. 

last year, we reported on 
problems at norfolk court that 
were investigated by both the 
commissioner and the Ministry of 
Health. the commissioner found 
the home did not ensure its staff 
were adequately trained and did 
not have adequate policies, and 
procedures to provide safe care. 
the home was subsequently 
referred to the HRRt, which has 
the power to award compensation. 
Damages in the case were agreed 
between the parties. 
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OTHER STUFF Health and Disability 
Commissioner: www.hdc.org.nz Human Rights 
Commission: www.hrc.co.nz  Rest home audits: 
www.health.govt.nz 

Worth looking at:
+REST HOMES Consumer 514, 496, 494
+MEDICAL ALARM CONTRACTS Consumer 517

On our website:
+REST HOMES
+REST HOME CHECKLIST
+REST HOMES INVESTIGATED
+MEDICAL ALARMS
Most online reports have some free content
$  = online/premium member access only 

MORE INFO 

Companies respond

Avonlea Hospital and Home told 
us it believed the complaint that 
led to the ministry’s unannounced 
inspection was “malicious”. It says 
most aspects of the complaint 
weren’t substantiated and told us 
lack of on-site registered nurse cover 
is not compromising resident care. 

Oceania Group says Elizabeth R has 
experienced staffi  ng issues but is 
addressing these. It says the home 
meets minimum staffi  ng numbers 
but is “working with the DHB to 
assess whether any changes are 
necessary” in view of the facility’s 
layout. The clinical leader position, 
vacant at the time of the inspection, 
has been fi lled, it says. The company 
acknowledges issues around care 
planning identifi ed by the inspection 
and says it has implemented a plan to 
rectify these. 

Radius Care told us nearly all 
complaints received about Maeroa 
Lodge between early 2010 and early 
2011 were from an individual. It says 
corrective action plans were in place 
to address these and there are no 
outstanding issues. 

residents who required assistance to 
eat, meals were left uncovered until a 
staff  member was free to assist. The 
meals weren’t hot when residents 
received them. 

Sixteen corrective actions were required, 
six of which were outstanding from 
an earlier audit. The ministry says all 
corrective actions were subsequently 
implemented. A full certifi cation audit of 
the facility is due by 11 October this year. 

Avonlea Hospital and Home: The 
ministry carried out an unannounced 
inspection of Avonlea in August 2011 
following a complaint about staffi  ng 
and care. Aspects of the complaint 
regarding registered nurse cover and 
care plan documentation were partially 
substantiated. 

The inspection found the facility 
wasn’t meeting the requirement for 
24-hour registered nurse cover. Both the 
ministry and the DHB knew this was an 
ongoing issue. The home was relying on 
an on-call nurse when a nurse was not on 
site, which inspectors believed “worked 
suffi  ciently to minimise clinical risk”. 

There had also been a recent incident 
involving missing morphine tablets. The 
report states the home had carried out an 
internal investigation and notifi ed the 
police. However, Avonlea subsequently 
told us the morphine tablets were 
accidently discarded and there had been 
“no need to contact police”. 

The ministry says no corrective actions 
were required following the inspection, as 
the shortfalls had already been identifi ed 
in a previous audit. It told us all required 
actions arising from that audit had been 
implemented. However, registered nurse 
cover continues to be an issue the DHB is 
“monitoring”. 

Need to know
Rest homes are required by law to meet 
minimum healthcare standards. If they 
fail to do so, the ministry has the power 
to cancel their certifi cation and close 
them. They can also be prosecuted. But 
these powers are rarely used and serious 
shortfalls – such as those at Rathgar Court 
– can continue for months. 

Consumers may know nothing about 
the extent of problems at a particular 
home because information about 
complaints isn’t routinely published. 
We’ve been pushing for details to be 
disclosed. So far we’ve had to request 
information about inspections resulting 
from complaints under the Offi  cial 
Information Act. Twice we’ve had to go to 

the Ombudsman to get reports released. 
The ministry says it’s making 

changes. It will now publish full 
unannounced inspection reports on 
its website. We’re pleased to hear the 
reports will fi nally be made public – it 
should have happened a lot sooner. 
However, more needs to be done. 

In her recent report on aged 
care (see “Caring counts”), Human 
Rights Commissioner Judy McGregor 
recommended the ministry and DHBs 
develop a fi ve-star rating system 
for rest homes to help consumers 
compare providers and improve public 
accountability. We’ve previously called for 
just this kind of transparency. 

We want mandatory reporting on 
key indicators of care – such as staffi  ng 
ratios, infection rates, mobility, pressure 
sores and weight loss. Rest homes receive 
signifi cant public funding. The minimum 
consumers should be able to expect is 
that facilities falling short of required 
standards can be readily identifi ed. 

We say
■ Rest homes are responsible for caring 

for some of our most vulnerable 
citizens and information on how well 
they do this should be in the public 
domain. 

■ More needs to be done to give 
consumers confi dence they’re getting 
reliable and timely information about 
quality of care. 

■ Where homes consistently fail to 
remedy shortfalls, regulators need 
to use their powers to withdraw 
certifi cation. The facilities should also 
face prosecution. 


