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Residential Care Policies and Procedures 
 
Policy No.   101 

 

Subject:  Accidents / Incidents  
 
Effective Date:  February 2008 
 
Developed by  Care  Manager 

 
PURPOSE 
 
To ensure that detailed investigation and documentation is carried out following accidents/incidents so as to enable 
appropriate action to be taken to avoid a recurrence.  
 
POLICY 
 
All accidents/incidents are to be reported immediately to the staff member in charge.  An accident/incident form is 
to be completed in full. 
 
Where injury to an individual has occurred or may result, medical assessments may be necessary. 
 

a) The resident: Notify RN or Village Nurse.  
b) Visitors:  Doctor of choice (use the staff Accident/Incident/Near Miss Report) 
c) Staff:  Doctor of Choice, HR Manager MUST be notified immediately. 

 
PROCEDURE 
 
There are two types of Accident/Incident Report forms: 
 

1. For the Resident and Visitors. 
2. For Staff. 
 
These forms are to be completed in full as soon as possible after the event. Resident forms are to be 
submitted to the Care Manager. Staff and visitor injury forms are to be submitted to the Human 
Resources Manager.  Before leaving the premises on the day the incident/accident occurred.  
 
Both the person becoming aware of the accident/incident and the Registered Nurse who investigates the 
cause and assesses the resident's/staff's condition are expected to complete the details (both to sign). 
 
(For accidents/incidents involving staff only, the staff member is to complete the form as soon as 
practicable.) 

 
The next-of-kin POA is to be notified of incident as per incident report. 
 
If a person/staff/visitor/ is hospitalised following and accident/incident, the HR Manager, must be informed as soon 
as this information is known who will forward the appropriate documentation to the Division of Workplace Health 
and Safety. 
 
If the report concerns faulty equipment, this should be clearly identified - location, brand, number, name etc. 
 
The equipment is to be removed if possible or a sign attached warning of its fault.  (This action must be clearly 
documented on the incident report). 

 
The Flow Chart below shows how incident reports are to be handled



 

INCIDENT REPORT & MEDICATION REPORT PROCEDURE FLOW CHART 
 
 
 
 

 
 

 

INCIDENT 
O
C
C
U
R
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File a copy of the 
updated form in the 
residentôs history. 

Form updated with 
changes and a copy 
is returned to the 
Care Manager. 

 
Update the 2 Incident 
Report Summaries 

 

Care Manager 

Staff Member  / 

RN 1 / Supervisor 

A copy (double sided) of 
the Incident Report to be 
forwarded to the Care 
Manager for assessment. 
Original to be filed in the 
residentôs history. 

Incident Report Form 
is completed.  
Note: All sections 
MUST be completed. 

If the incident is not resolved or 
cannot be closed out ï please 
continue to update the Incident 
report form as a record of 
progress, until resolved. 

Area Supervisorôs 
are responsible for 
ensuring all further 
actions are 
attended to as 
required. 

Incident Report is 
assessed as requiring 
further action. Further 
actions are marked on 
form. Note: Do not erase 

these markings please. 

Incident report is 
returned to the 
Supervisor for further 
actions to be followed 
up  

 
Quality 

C
o
o
r
d
i
n
a
t
o
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Incident is recorded in 
the incident summary 
for all areas. 

A copy of the updated 
report is filed (once 
summary has been 
updated) in the Quality 
Coordinatorôs office or 
archived after 6 
months. 

Re-assessed and 
forwarded to the 
Quality Coordinator to 
update and file. 

If further actions are 
required. The report is  
again returned to the 
area Supervisor for 
follow up 



 

 
RELATED POLICIES AND DOCUMENTS 
 
581- Medication related incidents 
102 - Ambulances  
103 -Falls 
152 ï Documentation 
344 ï Mandatory Reporting of Suspected Abuse 
 

Accident / Incident Near Miss Report \\server\users\Public\Master Copies\accidincidrpt.doc 

 

Resident Incident Report \\server\users\Public\Master Copies\Resident Incident Report.doc 

 

Miscellaneous Incident Report \\server\users\Public\Master Copies\MiscIncRep.doc 

file:///C:/Documents%20and%20Settings/Betty.BVB/Local%20Settings/Temporary%20Internet%20Files/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/Public/Master%20Copies/accidincidrpt.doc
file:///C:/Documents%20and%20Settings/Betty.BVB/Local%20Settings/Temporary%20Internet%20Files/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/Public/Master%20Copies/Resident%20Incident%20Report.doc
file:///C:/Documents%20and%20Settings/Betty.BVB/Local%20Settings/Temporary%20Internet%20Files/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/Public/Master%20Copies/MiscIncRep.doc


 

 

 

 Residential Care Policies and Procedures 
 
Policy No.   102 

 

Subject:  Ambulances 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To ensure that Staff are able to arrange for an ambulance in the correct manner and the situations which are 
required.  
 
 
POLICY 
 
Ambulances should be: 

¶ Used for emergency situations and when the Resident cannot be transported by other means for medical 
and related appointments. 

¶ Requests for non-emergency ambulance transport should be made at least 1 day before the appointment, 
by the Registered Nurse on duty. 

¶ Relevant information required for appointment and particular Resident problems to be available to the 
ambulance officer. 

¶ Non-pensions Residents/representatives are advised to subscribe to the ambulance cover to protect them 
against the cost of transport. 

¶ Ambulance membership details are kept on file. 
 
 
PROCEDURE 
 
Bookings for pre-arranged appointments: 
 

¶ The Registered Nurse/Unit Supervisors on duty is to make the booking in advance (when the requirement 
for transport is known and confirm the booking one day prior to the appointment). 

¶ The Registered Nurse is to provide the Booking Office with the following information: 
 

ü The name of the authorising doctor. 
ü The time and date of appointment. 
ü Mode of transport required eg. Stretcher, upright. 
ü The name of the Resident. 
ü The pick-up address. 
ü The destination. 
ü The nature of the appointment. 
ü The name of the person making the booking. 
ü The phone number of the facility. 
ü Any medical problems that may cause concern during transport. 

 
Appointments 
 
All appointments for Residents must be arranged by the Registered Nurse/Unit Supervisors on duty. 
 
Bookings for pre-arranged appointments 
 

¶ The letter of referral is to accompany the Resident, as well as Medicare Number, Pension Number, X-rays 
and pathology results. 

 
 
 



 

 
 
 
Emergency Ambulances 
 
An Emergency Ambulances from 000 should be called for all Residents requiring urgent medical attention  
The staff member calling 000 should: 
  

1. Clearly state the residents name.  
 
2. The Residentôs cognitive status/conscious state/physical status eg. pulse, breathing etc. 
 
3. The Village Address, phone number and identify which building the resident lives in and which entrance to 

use. 
 
4. Send a staff member to greet the ambulance officers and escort them to the unwell resident. 
 
5. Arrange transfer documentation that includes: 
  

a. a list of current medications (including prn) 
b. Transfer form or WeCare transfer form 
c. Copies of recent pathology results 
d. Copies of recent Xray reports 
e. Copy of Terminal Care Wishes form. 
 

6. Notify the residentôs next of kin/POA and LMO. 
 
7. DO NOT send valuables, Walking aids, handbags, wallets, jewelry etc, Place these items in the safe.  

 
8.   Ensure resident has some provisions for overnight stay in hospital eg: clothing, night attire and toiletries. 
 
9.   Ensure resident takes relevant aids to hospital with them eg: glasses, hearing aids, dentures etc. 

 
 
RELATED POLICIES AND DOCUMENTS 
 
 151 ï Consent 
 171 ï Death & dying 
 152 ï Documentation 
 131 ï Change in health status 

157 ï WeCare System 

Transfer Form \\server\users\Public\Master Copies\Transfer form -  Feb 2008.doc 

  
 

file:///C:/Documents%20and%20Settings/Betty.BVB/Local%20Settings/Temporary%20Internet%20Files/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/Public/Master%20Copies/Transfer%20form%20-%20%20Feb%202008.doc


 

 
 

Residential Care Policies and Procedures 
 
Policy No.   103 

 

Subject:  Falls 
 
Effective Date:  February 2010 
 
Developed by  Care Manager  
 
 
PURPOSE 
 
To ensure that falls are minimized and clear processes are in place to manage them 
 
POLICY 
 
To reduce the number of falls and fall-related complications and optimize the elderly personôs confidence in their 
ability to move about as safely and as independently as possible: 
 
 
PROCEDURE 
 
 
Assessment and Prevention 
 
On admission all residents who enter any facility are to be assessed for their potential to fall on. 
 
AIM: 
 

Improve a Residentôs ability to withstand threats to their balance and to increase their stability during 
standing, transferring, walking and other functional movement. 

 
Assessing and providing mobility aids and appliances if necessary. 

 
To identify any environmental hazards that contribute to previous falls and that might lead to further falls. 

 
Teaching the person to be aware of hazards and how to avoid them. 

 
 
 
1. In the Event of A Fall 
 

A. Prior to moving the resident ï Staff are to:  
 
a) 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 
(St John's Ambulance Page 94, 1989). 

 
If a fracture is suspected, immobilise the limb, leaving the resident where he/she is, and make 
the resident comfortable until further assistance arrives. 

 
b) Assess the resident's behaviour eg anxiety, `flat', `shocked', `confused', state of 

consciousness etc. 
 
 
 
 
 
 

 



 

 c)   Carry out a full physical examination - 
 

i. Head - assess for skin tears; lacerations; haematomas; state of consciousness or change 
in usual level of confusion.  Palpate the skull for swelling or "bumps". 

 
ii. Eyes; Ears; Nose; Mouth; Neck - (for any unusual signs eg bleeding or discharge or pain 

and pupil reaction) 
 

iii. Limbs - check for skin tears; bruising; pain; range of motion - do this gently. 
 

iv. Vital Signs ï pulse, blood pressure, temperature, respiration, BSL if diabetic. 

 
                        d)   Inform the resident's RN/Unit Supervisor and request instructions for ongoing management. 
 
 

B. Move the resident to the bed if a fracture is not suspected 
 

a) Ask more details of the resident regarding the fall (if able). 
 

b)   If resident has a head injury complete head injury obs:-Half hourly vital signs for 4 hours.  If obs are  
      within normal limits cease obs after 4 hours. If obs are outside of normal limits transfer resident to      
      hospital via emergency ambulance. 
 
c)   Attend to skin tears (if necessary). 
 
d)   Monitor the resident's Blood Sugar Level if indicated. 

 

                   e)   Attend to resident's emotional needs. 
 
f)    Notify the resident's Doctor by phone or fax copy of incident report. 
g)   Notify the residentôs NOK / POA. 

 
C. Document findings in the resident's Progress Notes.  Be specific about Vital Signs and other      
     assessment details especially conscious state. 

 
D. Complete an incident  report in full. 

 
E. Evaluate the resident over the next 24 hours - document resident's condition and other specific   

     relevant information in the progress notes. 

e.g. weight bearing ability; 
                    complaints of pain; 

signs of bruising; 
pulse and blood pressure (lying and standing); 
conscious state, etc. 
 

             F. Complete OT and Physiotherapy referral to investigate precipitating factors. 
 

G. Utilize the FRAT Pack and follow the guidelines for additional follow up. Contact the Falls Prevention    
     Service Peninsula Health phone 97881260, fax 97881212 for additional assistance if required. 
 
 
    

                              For all unwi tnessed falls and found on floor         

 

 

           Half hourly head injury observations are to be attended to. 
           A copy of the head injury observations is to be attached to the incident form 
           If observations are not within normal limits contact Supervisor / Division 1 nurse / Village nurse 
           Or if necessary the residentôs Doctor  
           Or call 000 for an Ambulance.  

 

 

 

  



 

 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 144 - Vital signs / Reportable  

¶ 101 ï Accidents / Incidents 

¶ 102 ï Ambulances 

¶ 151 ï Consent 

¶ 152 ï Documentation 

¶ 156 ï Medical & personal care records 
 

 
 
 
 
 
 
 
 
 
 

 

Residential Care Policies and Procedures 
 
Policy No.   104 

 

Subject:  Falls Related Deaths 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
If a resident dies soon after a fall or as a result of injuries sustained in a fall, the treating hospital are likely to report 
the death to the State Coroner for investigation, it is possible that we will not know that this referral has occurred.  
The following policy outlines the documentation that the coroner will require and that shall be prepared for all 
residents whose death could be related to a recent fall. It is possible that a request for information from the Coroner 
could be made some years after the resident has died, so it is necessary to prepare all of the required 
documentation and file it the archive with the residentôs history.  

 
POLICY 

 
The documentation should be prepared by the Supervisors in conjunction with the Care Manager.   The Care 
Manager / DON must be notified immediately if any resident died after a fall or is suspected will pass away soon 
after a fall has occurred. 
 
The Care Manager / DON must notify the Operations Manager and provide a written report with 24 hours.  The 
details of the report will be conveyed to the Board at the next meeting. 
 
PROCEDURE 
 
The following written information to be gathered to prepare a submission for the coroner.  Original documents 
should be held securely by the Care Manager in their locked office until the case has been investigated and closed 
out by the coronerôs office.  Only copies of documents should be supplied. 
 

1. Details of the following including exact copies of any documents: 

¶ Initially assessment or review of the resident for falls risk 

¶ The actual fall incident(s) and the events leading to the fall 

¶ Who has knowledge of the incident, 

¶ A statement from each staff member on duty at the time of the fall detailing specifically what they did, 
what they saw, what position the resident and any associated equipment or furniture was in (drawings 
are ok) what they heard, who they may have telephoned and what they observed others doing 



 

 

2. The Incident report 
  
3. Falls Risk screening policy and assessment documents  
 

4. Falls prevention policy and related documents and/or procedure manuals 
 

5. Falls management policy and protocol documents and/or procedure manuals 
 

6. Additional material will be required setting out: 
 

¶ When the policy or procedure documents were last reviewed and by whom 

¶ If as a result of the incident under investigation by the Coroner, there have been changes to policies or 
procedures, please forward the details of the changes and how they occurred. (I.e. how was the new 
policy or procedure developed and what additional information was sought from other agencies as to 
the preferable countermeasures to be adopted to address the perceived problem). 

 
 
 
 
Specific questions to be answered in a report style format:  
 
1. Patient history 
 

a) What is the patientôs past medical history? (Please include co-morbidities, current medications and reasons for 
hospital admission). 
 
2. The event and events leading up to the fall 
 

a) What happened immediately before and after the fall? 
b) How many falls or near falls did the deceased have in the past twelve months? 
c) Had the deceased previously suffered any major injury from a fall? 
d) Had the deceased undergone a risk screening assessment about the risk of falling in this facility? If so what 
action resulted from the assessment? 
e) How often was the patient re-assessed or the falls management plan reviewed and checked? 
f) What were the circumstances surrounding the fall immediately prior to death? 
g) What external factors were present? For example: Wheelie walker, State of floor surface (slippery, uneven?),  
Lighting, Staff/carer supervision, Otheré  
 
h) Was there a detailed incident report form or similar completed? Is there any information regarding the fall that is 
recorded other than in the incident form or resident history? 
 
3. The facilityôs system for falls management 
 

a) What were the facilityôs policy, protocol and practice regarding risk screening for falls at the time of the incident? 
b) What are the facilityôs policy, protocol and practice regarding falls prevention strategies? 
c) What are the facilityôs policies, protocols and practices regarding falls management after a fall has occurred. 
d) What previous initiatives, if any, has the facility undertaken in the last 2 years regarding risk screening for falls 
and falls prevention and management of clients following a fall? 
 
4. Relevant equipment or work practice 
 

If equipment or a particular work practice was involved in the fall (i.e. wheel chair, low-line beds, walking frame): 
a) Has the operation of that equipment / work practice been reviewed to see whether any improvement can be 
made? If so, has the product manufacturer or some other expert been required to assist with the review? 
b) If a particular product was involved, were the manufacturer's instructions available and followed? (If not, why 
not?). 
c) If a particular work practice was involved, how often has that practice (or part thereof) been reviewed? Is this 
practice commonly used across the sector? 
 
 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 101 ï Accidents / Incidents 

¶ 171 ï Death ï Dying with dignity 

¶ 152 ï Documentation 



 

¶ 103 ï Falls 

¶ 156 ï Medical & Personal Care records 

¶ 131 ï Change in Health Status 
 



 

 

Residential Care Policies and Procedures 
 
Policy No.   105 

 

Subject:  Manual Handling Risks 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
The tasks in the table below have been identified as potential manual handling risks. Guidelines to reduce the risk 
are provided and should be followed whenever possible and safe to do so. Training and support options are 
identified; specific details for scheduled sessions can be obtained from notice boards or the education coordinator.  
 
 
POLICY 
 
The Village Baxter embraces a minimal lift workplace. Staff should never attempt to ñliftò residents or ask other staff 
to help them with a ñliftò without the use of correct equipment ï this outdated practice is dangerous to both residents 
and staff and not acceptable at the Village Baxter.  Staff should use lifting equipment and assistive devices in pairs 
to ensure that one staff member can observe the correct functioning of the device and the other can observe and 
reassure the Resident.   
It is the recommendation of the manufacturer of our lifting devices that they be used by 2 staff members at a time, it 
is an unacceptable risk to the health and safety of our residents and staff for a staff member to use them on their 
own. Disciplinary action will be taken against any staff member who is found to operate a lifting machine on their 
own or who unreasonably refuses to assist another staff member to operate the machine.  
It is important to use equipment correctly ensuring that sufficient space is available and arms, fingers etc are well 
clear of moving parts. Always consult the Residentôs individual care plan.  
 
 
PROCEDURE 

 
Identified manual 

handling risk 
How to reduce the risk Training or support available 

Turning a resident in 
bed  

Staff should use lifting equipment such as 
lifting machine, voyager, slide sheets or 
bed poles 

Manual handling sessions held 
regularly 
 

Pushing a chair in with 
a resident sitting down 
to a table 

Alternative types of chairs are available 
for residents with specific needs to assist 
them to support themselves, e.g., chairs 
with arms, castors, swivel, height 
adjustable etc. 

Manual handling session are held 
regularly and advertised on internal 
notice boards 
Refer to OT for advice regarding a 
specific resident. 

Assisting a resident to 
use the toilet 

Use lifting equipment for residents unable 
to support them selves. Use commode 
chairs or over toilet chairs.  
Use wheelie walker with locked brakes as 
and aid to standing resident up if it is at 
the right height for the chair. 

Manual handling session are held 
regularly and advertised on internal 
notice boards 
 
Refer to OT for advice regarding a 
specific resident. 

Assisting a resident to 
walk 

A variety of mobility aids are available for 
residents to use including wheelie 
walkers, walk belts, walking sticks, etc.  

Physio department in Hostel and 
Manor both can advise on what 
equipment is available and arrange 
assessment for specific residents. 

Making a bed Height adjustable beds are available in 
the Manor and some suites in the Lodge ï 
staff should raise the bed to a comfortable 
working height to minimize bending.  
Lockable castors can be applied to most 
Hostel beds to enable beds to be moved 
easily to increase space to work. 

Manual handling session are held 
regularly and advertised on internal 
notice boards 
 
Requests for castors can be made 
in the maintenance book in the 
Hostel office. 
 



 

Identified manual 
handling risk 

How to reduce the risk Training or support available 

 
Escorting ambulant 
residents 

 
Use wheelie walkers to ensure that 
residents have additional support. 
Give residents something to hold such as 
purse or keys to reduce likelihood of 
grabbing at staff 

 
Manual handling session are held 
regularly and advertised on internal 
notice boards 
 
Physio departments can assist 
where residents require specific 
assessment 

Pushing a wheelchair / 
water chair 

Ensure that wheelchair is in good working 
order before use. Avoid steep inclines if 
possible. 

Manual handling session are held 
regularly and advertised on internal 
notice boards. 
Refer to maintenance if a wheel 
chair requires attention. 

Moving a whiteboard Staff should work in pairs to move bulky 
equipment that has its own wheels 
Where possible, store equipment close to 
the area it is used. 

Manual handling session are held 
regularly and advertised on internal 
notice boards 
 

Transferring a resident 
up the bed 

Use slide sheets, lifting machine, voyager 
machine, bed poles, monkey bars etc.  
Staff should work in pairs. 

Manual handling session are held 
regularly and advertised on internal 
notice boards 

Assisting a resident 
from a chair / couch 

Use chairs with arms, height appropriate 
chairs, encourage residents to use 
wheelie walker to assist standing. Use 
walk belt rather than under the shoulder 
grip 

Manual handling session are held 
regularly and advertised on internal 
notice boards 

Restraining / calming an 
aggressive resident 

Withdraw and allow resident to calm down 
when possible. 
Ensure that the way staff approach 
residents is consistent with care plan.  

Manual handling session are held 
regularly and advertised on internal 
notice boards 
Managing resident aggression 
training recently provided ï notes 
are available 
Behavior management training 
sessions advertised on internal 
notice boards 

Showering a resident Use shower chairs. Use facecloths 
attached to extension handles to avoid 
bending in awkward areas, wear non-slip 
shoes. Position chair and resident in place 
that allows best access to areas of the 
body that needs staff assistance to wash.  

Manual handling session are held 
regularly and advertised on internal 
notice boards 
OT / Physio assessments can 
identify specific risk controls for 
individual residents where 
necessary. 

Assisting a resident to / 
from bed 

Lifting machines should be used for non-
ambulant residents or those unable to 
assist at all. 
A variety of assistive devices are available 
such as bed poles, monkey bars, etc that 
can enable the resident to assist 
themselves.  
Physio / OT staff can assist with resident 
specific risk controls 
 

Manual handling session are held 
regularly and advertised on internal 
notice boards 
 
OT or physio staff can provide 
additional information on equipment 
that is available 

Lifting a resident Lifting machines or voyager machines 
should always be used. 
Staff should work in pairs. Slide sheets 
can assist with the adjustment of resident 
position to enable ease of access to sling. 
Delay lifting aggressive residents where 
ever possible 
 

Manual handling session are held 
regularly and advertised on internal 
notice boards 
 

Assisting an ambulant 
resident out of a shower 
chair 

Encourage the resident to do as much as 
possible themselves 
Ensure that the bathroom floor is dry. 

OT / Physio departments can 
provide advice on appropriate chairs 
Manual handling sessions held 
regularly 
 



 

Identified manual 
handling risk 

How to reduce the risk Training or support available 

Assisting a Resident to 
sit up higher / straighter 
in a bed or chair 

Encourage the resident to do as much as 
possible themselves  
A variety of aids are available from the OT 
and Physio departments 
Use lifting / standing machine where 
possible  

Manual Handling sessions are held 
regularly 
Physio and OT staff can provide 
resident specific assessment and 
equipment. 

Assisting an ambulant 
resident out of a chair 

Encourage the resident to do as much as 
possible themselves 
Utilise chairs with arms 
Ensure good footwear is worn 

Manual handling sessions held 
regularly 
Physio and OT staff can provide 
additional Resident specific 
assistance 

Pushing in a dining 
room chair 

Consider moving table closer to resident 
A variety of dining chairs are available 

Manual handling sessions held 
regularly 
 

Attending to a wound 
dressing 

Use pillows and other aids to elevate 
limbs 
Take breaks between long complex 
dressings 

Wound care education 
 

Dressing an ambulant 
resident 

Encourage residents and families to 
purchase clothing that is easy to put on / 
remove eg: Stretch fabrics, zips etc 
Use dressing aids: eg shoe horns 

Manual handling sessions held 
regularly 
OT assessments  

Completing a 
medication round - 
Lodge 

Walk around the trolley instead of 
reaching over 
Swap completed baskets to lower level 

Manual handling sessions held 
regularly 

Assisting a resident to 
eat and drink at a table 

Sit close to resident to avoid over 
reaching 
Use appropriate cutlery to avoid awkward 
movement 

Manual handling sessions held 
regularly 
Seek Supervisors advice for specific 
residents 

Assisting a resident who 
has collapsed on the 
floor 

If resident is unhurt, encourage them to 
get up without physical assistance: over 
onto knees, place a chair close for 
resident to raise themselves up. 
Use hoist to move resident if they are able 
to be moved but cannot assist themselves 
If Resident is in pain, has altered level of 
consciousness call an ambulance 

Manual handling sessions held 
regularly 
OT staff can provide individual 
education and training outside 
regular manual handling sessions 

Assisting a resident who 
has collapsed in an 
awkward place (eg: 
behind a door) 

Use slide sheet to move resident into 
open area 
Use hoist to lift resident 
Same risk reduction strategies as above  

Manual handling sessions held 
regularly 
OT staff can provide individual 
education and training outside 
regular manual handling sessions 

Moving equipment 
around the workplace 

Store equipment close to area of use 
Use alternative mobility devices such as 
trolleys or hoists for awkward equipment 
Use 2 staff to guide large equipment 
Use slide sheet if possible 

Request professional removalist 
support for moving large items such 
as pianos 
Request castors be attached to 
equipment that requires frequent 
repositioning 
Seek maintenance advice from 
maintenance staff from the area 

Dressing a resident Encourage resident to sit where able to 
avoid unsteadiness 
If tending toward aggressiveness use 2 
staff or withdraw and try again later. 
Encourage residents and families to 
purchase clothing that is easy to put on / 
remove eg: Stretch fabrics, zips etc 
Use dressing aids: eg shoe horns 

OT assessment and advice to 
maximize independence 
Manual handling education is held 
regularly ï check notice boards for 
details 

Transferring a semi-
conscious resident 

Use lifting machine at all times 
Wherever possible use two staff ï one to 
operate equipment, other to observe and 
reassure resident 

Manual handling education is held 
regularly ï check notice boards for 
details 
Physio and OT staff can provide 
additional education outside 
scheduled training sessions  



 

Identified manual 
handling risk 

How to reduce the risk Training or support available 

Transferring a resident 
from lying to sitting 

Use adjustable bed where possible 
Use assistive devices such as hoists, 
slide sheets, bed poles, monkey bars etc 

Manual handling education is held 
regularly ï check notice boards for 
details 
 
Physio and OT staff can provide 
specific advice and assistance 

Undressing incontinent 
residents 

Position residents ideally between staff 
shoulder and knee height using adaptive 
equipment such as hoists or shower 
chairs. 
Encourage residents and families to 
purchase clothing that is easy to put on / 
remove eg: Stretch fabrics, elastic waist 
pants / skirts etc 
Have clean continence aids in easy reach 
to apply ASAP to avoid new clothing 
being soiled during dressing process 

Manual handling education is held 
regularly ï check notice boards for 
details 
Physio and OT staff can provide 
resident specific assistance  

Transferring a resident 
from wheel chair to 
chair 

Limit the number of transfers whenever 
possible 
Remove wheelchair arm and use slide 
board to transfer to chair 
Ensure that brakes are applied and floor 
is level. 

Manual handling education is held 
regularly ï check notice boards for 
details 
Physio and OT staff can provide 
additional education 

Assisting a resident who 
has collapsed in a chair 

Support airway by holding head up 
straight until decision is made as to the 
safest get resident out of the chair 
Slide resident onto floor or into wheel 
chair using a hoist way if possible 
Use screens in communal areas 

Manual handling education is held 
regularly ï check notice boards for 
details 
First aid and CPR education 
scheduled annually. Consult 
Supervisors for advice and 
education between training sessions 

Carrying emergency 
equipment 

Use wheelie trolley to mobilize emergency 
equipment bag 
Avoid lifting entire bag onto bed / chair, 
only remove required equipment 
Ensure case / bag contains only the 
essential stock 

Manual handling education is held 
regularly ï check notice boards for 
details 
 

Completing a 
medication round - 
Hostel 

Use trolleys to carry medication packs 
Medication storage cupboards suit 
average staff member - assist shorter staff 
to reach cupboards 
Avoid carrying non-essential equipment 
during medication round 

Refer issues with trolleys and 
wheels to maintenance as soon as 
they are noticed 
Manual handling education is held 
regularly ï check notice boards for 
details 
 

Assisting a resident to 
stand 

Use lifting machine for heavy or unsteady 
residents 
Encourage resident to assist themselves 
and to use assistive devices such rails in 
bathrooms 

Manual handling education is held 
regularly ï check notice boards for 
details 
Physio and OT staff can provide 
resident specific advice 

 
RELATED POLICIES AND DOCUMENTS 
 

¶ Refer OH&S Manual 

¶ 107 - Voyager Instructions 

¶ 108 - Lifting Machine Instructions 

¶ 109 - Minimal Lift policy 

¶ 106 ï Voyager jamming procedure 

¶ 435 -  Staff Competencies 

¶ 437 ï General Education 

¶ 432 ï In-service Education 

¶ 763 - Equipment 
 
 
 
 



 

 
 
 

Residential Care Policies and Procedures 
 
Policy No.   106 

 

Subject:  Voyager Jamming Procedure 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
In the event of the Voyager jamming with a resident still suspended the following procedures may be used to 
release the resident with out undue risk to the safety of resident or staff. 
 
POLICY 
 
Voyager equipment MUST always be used by two staff in case of equipment failure or sudden resident distress or 
illness.  
In the rare event that the Voyager jams during use, the following procedures should be used to carefully release the 
resident from the lifting device.  
 
PROCEDURE 
 
 
PREAMBLE: During initial lifting of the resident from the bed ï ensure the bed is at the lowest practical height and 
lift the resident to the minimum practical height to complete the required task. The lower the resident is at the start 
of the operation, the easier the following solutions to a jammed Voyage will be. 
 
SOLUTION 1: 
Position the resident over the bed.  
Raise the bed as high as possible until the bed supports the residentsô weight.  
Once weight is supported release the sling hooks from the Voyager.  
Should the bed not reach high enough to take residents weight, place additional mattress or pillows on the bed to 
increase the height.  
DO NOT attempt to lift the bed to place items beneath it.  
 
SOLUTION 2: 
Obtain a second sling and Voyager. 
Attach the second Voyager in the usual manner. The rail hooks will accommodate 2 Voyagers. 
Position the second sling around the resident in the normal manner. This is awkward but possible.  
Attach the second sling to the second Voyager. 
Using the second Voyager, raise the resident until weight is released from the jammed Voyager.  
Unhook the first sling from the jammed Voyager. 
Lower the resident in the normal manner. 
DO NOT attempt to lift resident to release weight. 
 
The device should not be used again until it has been inspected and cleared by the Maintenance Team. 
An incident report should be completed clearly detailing how the Voyager jammed and what equipment was in use 
at the time.  
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 101 ï Accidents / Incidents 

¶ 752 ï Maintenance of Equipment 

¶ 763 ï Equipment 

¶ 107 - Voyager Instructions 

¶ 109 - Minimal Lift Policy 

¶ 105 -  Manual Handling risks 

¶ 763 - Equipment 



 

 
 

 
 

 

Residential Care Policies and Procedures 
 
Policy No.   107 

 

Subject:  Voyager Instructions 
 
Effective Date:  July 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To give staff a clear understanding of how to use the voyager system. 
 
POLICY 

 
Staff will follow manufacturers guidelines and instructions when using the voyager, these instructions are available 
in the main nurses station of the Manor 
 
The voyager system is in place in the Manor. 

 
PROCEDURE 
 
Staff are to consider each residentôs medical and/or surgical history and current care needs before commencing the 
use of the voyager. 
 
Staff on a regular basis will clean the voyager trolleys.   
 
Voyager trolleys are kept in either the bathroom or the storeroom in various locations in the Manor 
 
Residents requiring the use of the Voyager are to have this accurately documented in their care plan 
 
Staff are to ensure machine is in optimal working condition as per manufacturers guidelines. 
 
If staff have reason to believe voyager is faulty or out of order they are to cease use of machine and report this to 
the supervisor of the area. 
 
RELATED POLICIES AND DOCUMENTS 
 
109 ï Minimal Lift Policy 
108 ï Lifting Machine Instructions 
125 ï Assessment of Resident Care Needs 
152 - Documentation 
 
 



 

 

 

Residential Care Policies and Procedures 
 
Policy No.   108 

 

Subject:  Lifting Machine Instructions 
 
Effective Date:  July 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To give staff a clear understanding of how to use the various lifting machines available 

 
POLICY 

 
Staff will follow manufacturers guidelines and instructions when using the lifting machines; these instructions are 
available in all residential care faculties of Baxter Village (Manor/Grange/Lodge/Hostel) 

 
PROCEDURE 
 
Staff are to consider each residentôs medical and/or surgical history and current care needs before commencing the 
use of a lifting machine 
 
Staff are to assess the resident care needs before deciding on the type of machine to be used (stand aids/ lifting 
machines/lifting cushion). 
 
Staff on a regular basis will clean the lifting machines.   
 
Lifting machines in the Manor are kept in either the bathroom or the storeroom in various locations.   
 
Lifting machines in the Hostel for use by Hostel and Lodge is kept in the centralized storeroom/bathroom next to 
unit 620. 
 
Lifting machine available in the Grange is stored in the centralized bathroom of the Grange. 
 
The lifting cushion device available for use in all areas is kept in the Lodge treatment room. 
 
Staff are to accurately document the use of a lifting machine in each residents care plan and/or progress notes 
 
Staff are to ensure machine is in optimal working condition as per manufacturers guidelines. 
 
If staff have reason to believe the lifting machines are faulty or out of order they are to cease use of machine and 
report this to the supervisor of the area. 
 
RELATED POLICIES AND DOCUMENTS 
 
109 ï Minimal Lift Policy 
107 ï Voyager Instructions 
125 ï Assessment of Resident Care Needs 
152 - Documentation 



 

 

 

Residential Care Policies and Procedures 
 
Policy No.   109 

 

Subject:  Minimal Lift Policy 
 
Effective Date:  August 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 

 
To provide guidelines for staff in relation to the manual handling of residents and to minimize this activity 
 
Definition 
 
The term minimal lift is defined whereby all manual handling is to be evaluated and modified wherever practicable 
to eliminate or reduce the need for manual lifting. 

 
POLICY 
 
All resident care areas have access to lifting aids and equipment to assist staff to move/transfer residents. 
 
Residents are encouraged to optimize mobility, independence and dignity. 
 
Training of staff in the correct use of aids, equipment and manual handling techniques is conducted on a regular 
basis. 
 
Staff are consulted in the trial and purchase of equipment. 
 
Staff are appropriately skilled to perform manual handling tasks. 
 
Equipment will be kept in good working order in accordance with manufacturers guidelines. 

 
PROCEDURE 
 
Residents are assessed in relation to their mobility/movement needs and a care plan is developed in a consultative 
manor. 
 
Should a resident require the use of a lifting aid this will be documented in their care plan 
 
Staff are required to maintain a record of education in relation to manual handling education and/or training. 
 
Manual handling tasks within BVB shall be systematically identified, assessed and control actions implemented to 
reduce the risk of injury as far as practicable. 
 
Staff are to maintain competency in relation to manual handling tasks. 
 
Staff are to report any difficulties/incidents experienced with manual handling tasks to their supervisors. 
 
Staff are to ensure that manufacturerôs guidelines are followed when using lifting aids. 
 
Staff are to work in such a manner that they minimize injury to themselves or others as far as practicable 
 
Staff are to endeavor to maintain a safe working environment. 
 
Staff are to ensure residents are fully informed in relation to the use of lifting aids and to gain consent prior to using 
aids. 
 
Further information related to manual handling can be accessed via the Health ad Safety policy manual. 
 



 

References 

 
North Metropolitan Area Health Service ï Governance Policies Manual Version 1 (2006). Occupational Safety and 
Health: Manual Handling. Retrieved 4 August 2008 from www.health.vic.gov.au/ohs/topics.htm 
 
Community Based Support South Inc. (2004). Lifting Policy (No Lift Policy). Retrieved 4 August 2008 from 
www.cbssouth.com.au/docum,ent/occupational_health_and_safety/6-3 
 
Australian Nursing Federation (Victorian Branch). (1998). The Guide Implementing Occupational Health and Safety 
in Residential Aged Care. Retrieved 4 August 2008 from 
www.health.gov.au/internet/main/publishingnsp/content/2FC36AI77134B8F4 
 
RELATED POLICIES AND DOCUMENTS 
 
101 ï Accidents/Incidents 
103 ï Falls 
105 ï Manual Haling Risks 
106 ï Voyager Jamming Procedure 
107 ï Voyager Instructions 
108 ï Lifting Machine Instructions 
125 ï Assessment of Resident Care Needs 
134 ï Health Status ï Change In 
132 ï Medical Care 
151 ï Consent 
152 ï Documentation 
156 ï Medical and Personal Care Records 
157 ï WeCare system 
165 ï Privacy and Dignity 
711.1 ï Introduction to the Villageôs OHS Manual 
722 ï Roles and Responsibilities 
741.1 ï Employee Consulat6aion, Communication and Issue Resolution 
751.1 ï Hazard and Incident Reporting and Investigation 
752.1 ï Maintenance of Equipment 
761.1 ï Manual Handling 
763.1 ï Equipment 
781.1 ï OHS Training 
782 ï Management Training 
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Residential Care Policies and Procedures 
 
Policy No.   110 

 

Subject:  Accommodation 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 

To remind all staff that our Residentsô wishes in relation to their accommodation in is to be respected. 
 
POLICY 
 
Hostel, Lodge / Grange and Manor accommodation is offered to persons who have the appropriate ACAT approval. 
Accommodation is offered to residents on a permanent basis (conditions are set down in the Conditions of 
Residence). 
 
Rooms are also available to eligible people requiring respite care. 
 
Residents are not to be moved within the facility unless their care needs change. Any move within the facility must 
be approved by the Care Manager.  
 
The resident and/or their representative must be consulted prior to the move to obtain agreement. 
 
If the resident chooses not to change rooms, his/her choice is to be respected (refer to Conditions of Residence for 
exceptions). 
 
Residents are expected to comply with the "Conditions of Residence" as outlined in, and as agreed with, when 
signing the Resident's Agreement or Respite Resident's Agreement. 
 
PROCEDURE 
 

¶ Accommodation is offered to residents on a permanent basis. 

¶ Residents are to keep their same room while in the facility whenever possible. 

¶ Consult the resident and/or their representative if care circumstances change, and the resident requires a 
room change. 

¶ If a disagreement regarding the move occurs, the resident is to remain in their current room. (Refer to 
Conditions of Residence for exceptions). 

¶ In some cases the needs of the resident may be greater than the facility can provide and alternative 
accommodation may be required. This would occur only following consultation with the resident, their 
representative/family, the Doctor and management.  Assistance will be given to arrange appropriate 
placement. The resident/representative are to be advised of avenues of appeal should they be 
dissatisfied with the decision. (Refer to Complaints Policy) 

¶ If residents choose to leave the facility we request that four weeks notice be given. 

¶ Social leave - day, overnight or longer is encouraged.   

¶ Specific details of accommodation requirements, charges and leave arrangements are contained within 
the Residential Care Manual ï (June 2005, Australian Government Department of Health and Ageing 
publication). 

 
 
 
 
 
 
 
 



 

RELATED POLICIES AND DOCUMENTS 
 

¶ 116 ï Respite 

¶ 151 ï Consent 

¶ 162 ï Homelike Environment 

¶ 115 ï Resident Leave Entitilements. 

¶ 154 ï External Complaints System 

¶ 131 ï Health Status ï Change in 

¶ Resident Accommodation Agreement 
 



 

 

Residential Care Policies and Procedures 
 
Policy No.   111 

 

Subject:  Admissions 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To ensure that all residents are offered a variety of lifestyle programs for their therapeutic, emotional, social and 
spiritual well-being. 
 
 
POLICY 
 
 
To ensure consistency of the information given to residents and/or their representatives, and to ensure staff access 
and document important information on the day of entry and to be eligible for entry, a person must : 
 

¶ Have significant care needs which can be appropriately meet through the provision of residential care. 
 

¶ An Aged Care Assessment Team (ACAT) approves a care recipient for entry to residential care and will also 
determine if the care level required is high care or low care. 

 
PROCEDURE 
 
1. Welcoming Resident 
 

1. Orientate to the environment 
2. Introduce to neighbours 
3. Assist with unpacking if this offer is welcomed 
4. Explain emergency call system 
5. Show fire exit and outline evacuation procedure 
6. Accompany resident to dining room for meals for two days 
7. Check resident has been given welcome kit 
8. Welcome letter given to POA / NOK. 

 
2. Documentation 
 

¶ Complete : 
ü    Admission Checklist 
ü Admission Form 
ü Breakfast List 
ü Care Plan Prompter 

¶ Enter residentôs name on : 
ü Fire List 
ü Movement Sheet 
ü Resident List 

¶ Give resident needs and preference documents to complete in first week of admission. 

¶ History : 
ü Check admission form details 
ü Check ACAT assessment 

¶ Notify residentôs medical officer and pharmacy. 
 
 
 
 
 
 
 



 

RELATED POLICIES AND DOCUMENTS 
 

¶ 110 ï Accommodation  

¶ 149 ï Clothing 

¶ 151 ï Consent 

¶ 152 ï Documentation 

¶ 161 ï Furnishings 

¶ 162 ï Homelike Environment 

¶ 154 ï External Complaints 

¶ 341 ï Suggestions Comments Complaints and Feedback 

¶ 153 ï Power of Attorney 

¶ 147 ï Call system 

¶ 341 ï Suggestions, Complaints, Comments, Feedback  

¶ 332 ï Resident movement into Hostel 

¶ 0906 ï Accommodation Bond liquidity 

¶ Grant Hostel Resident Admission Procedure \\server\users\Public\Master Copies\Grant Hostel 
Resident Admission Procedure.doc 

¶ New Resident Admission Checklist\\server\users\Public\Master Copies\New Resident 
Admitting checklist.doc 
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Residential Care Policies and Procedures 
 
Policy No.   112 

 

Subject:  Bookings 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
Residents seeking to enter the Village Aged Care Facilities should clearly understand their options, rights, 
responsibilities and challenges of living in a communal care facility.  
 
POLICY 
 
Senior Nursing Staff are to ensure that all intending residents/representatives, and new residents, are given the 
opportunity to discuss lifestyle, expectations, rights and responsibilities and the complaints mechanisms. 
 
 
PROCEDURE 
 
 
Manor 
 
1. Interview 
 

The Manor Manager will interview the intending resident and/or representative if possible, and show 
them around the Home prior to accepting the booking, to assess agreement regarding admission. 

 
The intending Resident/Representative are asked to maintain regular contact with the Manor to inform 
them of any change of circumstances pertaining to their application. 

 
2. Documentation 
 

The intending Resident's name is placed on a waiting list, as discussed at weekly assessment 
meetings with all area supervisors.  (The A.C.A.T. will send regular updates to provide information 
about changes). 

 
The A.C.A.T.  forms are placed in appropriate folders in the manor Managers office. 

 
3. When A Room is Available 
 

The Manor Manager or Registered Nurse on duty at the Care Managerôs direction will contact intending 
Resident/Relatives regarding availability of accommodation. 

 
Ensure that the ACCR form is current. 

 
Priority is given to applicants with the greatest need at the discretion of the Care Manager 

 
4. Enquiries 
 

Queries regarding accommodation should be referred to the Manor Manager. 
 

Persons making personal enquiries are to be shown through the Manor by the Care Manager or Manor 
Co-Ordinator during normal office hours.  

 
An information booklet is to be offered to those who make enquiries when available. 

 



 

 
Hostel / Grange 
 
1. Interview 

The Resident coordinator will interview the intending resident and/or representative if possible, and show 
them around the Hostel, prior to accepting the booking, to assess agreement regarding admission. 
  
T he intending Resident/Representative are asked to maintain regular contact with the Hostel to inform them 
of any change of circumstances pertaining to their application. 
 
An information brochure for intending residents is to be offered to persons making enquiries and on entry to 
the Hostel. 

 
2. Documentation 
 

The intending resident's name is placed on a waiting list as discussed at weekly assessment meetings with 
all area supervisors.  (The A.C.A.T. will send regular updates to provide information about changes). 

 
3. When A Room is Available 
 

The Resident coordinator will contact intending Resident/Relatives regarding availability of accommodation. 
 
Ensure that the ACCR is current.  (It is current for a period of 12 months.) 
 
Priority is given to applicants with the greatest need. 

 
 
4. Enquiries 

 
Queries regarding accommodation should be referred to the Resident coordinator.      
 
Persons making personal enquiries are to be shown through by the Resident coordinator during normal 
office hours. At other times, this will be carried out by the Personal Care Staff on duty.  An information 
booklet is to be offered to those who make enquiries. 

 
 
 
 
RELATED POLICIES AND DOCUMENTS 
 
Assessment Meeting Minutes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Residential Care Policies and Procedures 
 
Policy No.   113 

 

Subject:  Discharge 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To ensure that residents who are permanently leaving our residential facilities are given assistance so that the most 
suitable accommodation is provided with continuity of care: 
 
 
POLICY 
 
A resident may be discharged from the facility if his/her care needs or preferences change.  
Residents are able to request discharge or transfers to another facility. 
Discharges must be undertaken in accordance with the security of tenure requirements of the Aged Care Act. 
 
 
PROCEDURE 
 

¶ All discharge procedures and actions must be compliant with the Aged Care Act and the specific details 
contained within the Residential Care Manual.  

¶ Consultation with the resident's Medical Officer and Aged Care Assessment Team (A.C.A.T.) will be 
appropriate to provide alternative ongoing support as needed.  Medications and a discharge summary are 
to accompany the resident when he/she leaves. 

 

¶   In some cases the needs of a resident may be greater than our existing facility can provide and the 
resident may be asked to find alternative accommodation that is more suitable to his/her needs.  This 
would only occur following consultation with the resident and representative, the resident's Doctor and 
Care Manager 
 
The above action may be indicated if:- 

 

¶ a resident exhibits behaviour which endangers his/her safety. 

¶ a resident has or carries any infection or disease that may endanger the health and 
well-being of others living in or entering the Facility. 

¶ financial obligations are not honoured. 

¶ a resident exhibits behaviour which infringes on the rights of others. 
 
Assistance will be given and sufficient time (four weeks limit) will be allowed to enable suitable 
accommodation to be found, should the above situation arise. 

¶ Avenues of appeal are available if the resident or representatives are dissatisfied with the decision. (Refer 
to Complaints Policy) 

 

¶ Residents are, where possible, to be discharged into the care of another person e.g. family member, 
friend or ambulance officer. 

 

¶ Residents who wish to discharge themselves contrary to medical advice are to be counselled (refer also 
to Policy ï Risk taking) and the issue documented in the progress notes. The residents Doctor, Care 
Manager and Next of Kin are to be informed. 

 

¶ Give a written discharge summary to the resident and/or carer outlining the above, as well as care needs 
in relation to the activities of living. 

 
 
 
 



 

RELATED POLICIES AND DOCUMENTS 
 

¶ 125 ï Assessment of resident care needs 

¶ 151 ï Consent 

¶ 152 ï Documentation 

¶ 115 ï Resident leave entitlements 

¶ 153 - Power of Attorney 

¶ 154 ï External Complaints Services 

¶ 341 ï Suggestions Comments Complaints and Feedback 

¶ 331 ï Relinquishment of a hostel unit 

¶ Discharge checklist \\server\users\Public\Master Copies\Resident Discharge checklist.doc 

¶ Resident fees and charges 

¶ Resident Accommodation Agreement  
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Administration Policies and Procedures 
 
Policy No.   114 

 

Subject:  Resident Funds and Petty Cash  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
Residents are encouraged to maintain control over their financial affairs and may use the officeôs petty cash 
services to do so.  
 
POLICY 
 
Resident Petty Cash accounts are to be managed in accordance with the directions on the Petty Cash Consent 
form. Payment of accounts and charges that the Village has not expressly been given written consent to pay could 
be considered theft by the Resident or Family and will result in disciplinary action  
 
PROCEDURE 
 
To encourage and assist residents to maintain control over their financial affairs: 
 

¶ Baptist Village Baxter does not require residents to have their finances, pension, etc administered by the 
facility.  Management is not allowed to take over control of residents money/ pension refunds, or financial 
activities generally. 

 

¶ Residents are encouraged to maintain control of their own finances. 
 

¶ If a resident does not wish to manager his/her own finances, we strongly suggest creating an enduring 
power of attorney in favour of a close friend, relative, your solicitor or accountant.  This will allow continued 
administration of finances even if the resident is unable to through incapacity. 

 

¶ Alternatively, the resident may prefer to use the Public Trustee, brochures are available at the office. 
 

¶ If a Resident wishes to keep cash or valuables in their unit, a lockable cupboard can be installed at a cost 
to the Resident. 

 

¶ Management would discourage residents from maintaining too large an amount of cash in their possession.   
 

¶ If residents prefer not to keep cash with them, the office is has a petty cash facility available for use by 
residents upon completion of petty cash documents.  

 

¶ The petty cash system is managed by Office staff utilizing the balancing documents 
 

¶ Money kept for petty cash purposes is held in a locked safe 
 
 
 
RELATED POLICIES AND DOCUMENTS 

Petty Cash Account \\server\users\Public\Master Copies\Petty Cash docs\Petty Cash Account.doc 

Cash Accounting Procedures \\server\users\Public\Master Copies\Petty Cash docs\Cash Accounting 
Procedures.doc 

Petty Cash Daily Worksheet \\server\users\Public\Master Copies\Petty Cash docs\Petty Cash Daily 
Worksheet.doc 

Weekly Cash Holdings \\server\users\Public\Master Copies\Petty Cash docs\Weekly  Cash 
Holdings.doc 

Monthly Petty Cash Account Balances \\server\users\Public\Master Copies\Petty Cash docs\Monthly 
Petty Cash Account Balances.doc 
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Mail Delivery and Petty Cash Instructions \\server\users\Public\Master Copies\Petty Cash docs\Mail 
Delivery and Petty Cash Instructions.doc 

Petty Cash Letter \\server\users\Public\Master Copies\Petty Cash docs\Petty Cash Letter.doc 
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Administration Policies and Procedures 
 
Policy No.   115 

 

Subject:  Residentôs Leave Entitlements  
 
Effective Date:   February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
Residents in the Villageôs Aged Care Facilities have entitlement to take óleaveô from the facility and the Facility will 
not be disadvantaged in terms of subsidy and fee payments.  
 
 
POLICY 
 
To encourage and assist residents to maintain community and social contacts in keeping with previous lifestyles:  
 

¶ Leave from the facility  is encouraged. 
 

¶ Residents may take day, overnight or longer leave as desired. 
 

¶ A Resident can take up to 52 days of leave in a financial year to be used for any purpose.  Subsidy and 
the usual resident fees will continue to be payable during this time. 

 

¶ A Resident can take unlimited days of leave for the purpose of receiving  hospital treatment.  During this 
period subsidy will continue to be paid. 

 
PROCEDURE 

 

¶ For safety reasons, the fire list must be adjusted when residents leave and return. Residents are asked to 
inform Staff when they are leaving and returning. 
 

¶ Residents should inform the Supervisor / Manager when intending to take leave so Medications and other 
arrangements can be made.  

 
 

¶ Residents who take leave in excess of the approved amount will be managed in accordance with the 
Residential Care Manual directions and may be charged additional fees, 
 
 
 

RELATED POLICIES AND DOCUMENTS 
 

¶ 110 ï Accommodation Policy 

¶ 113 ï Discharge 

¶ 152 ï Documentation 

¶ 160 ï Freedom of Choice 

¶ 168 ï Risk taking 

¶ 160- Freedom of Choice 

¶ 153- Power of Attorney  
 
 
 

 
 

 



 

 

Residential Care Policies and Procedures 
 
Policy No.   116 

 

Subject:  Respite 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
Respite services are available in the Main Hostel and Grange,  
 
 
POLICY 
 
Respite is to be offered to persons who are assessed as suitable for respite in our facilities. The Village Grange 
and Hostel will not meet the needs of every person looking for respite so careful assessment must be undertaken 
as part of the enquiry process.  
 
 
PROCEDURE 
 
Respite enquiries should be handled using the relevant Respite Enquiry Form. Suitability for Respite services in the 
Grange or Hostel should be assessed according to the checklists on the form.  
 
Respite Agreements must be offered to all residents who are offered respite care in the Hostel and Grange. These 
agreements should clearly state the respite dates and discharge date. 
 
Residents who are offered respite should be welcomed according to the Respite Resident Orientation Program.  
Normal new resident admission checklist forms should also be completed.  
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 110 ï Accommodation 

¶ 111 ï Admissions 

¶ 112 ï Bookings 

¶ 152 ï Documentation 

¶ 156 ï Medical & Personal Care records 

¶ 153 ï Power of Attorney  

¶ Grange Respite Enquiry Form \\server\users\Public\Master Copies\Grange Respite Enquiry Form.doc 

¶ Hostel Respite Enquiry Form \\server\users\Public\Master Copies\RESPITE ENQUIRY FORM.doc 

¶ Respite Agreement 

¶ New resident admission checklist \\server\users\Public\Master Copies\New Resident Admitting checklist.doc 

¶ Respite Resident Orientation Program \\server\users\Public\Master Copies\Resident Orientation Program.doc 

¶ Respite Entry Assessment \\server\users\Public\Master Copies\Respite Entry Assessment.doc 
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Residential Care Policies and Procedures 
 
Policy No.   117 

 

Subject:  Aggressive/Psychotic Episodes 
 
Effective Date:  July 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To provide information in relation to aggression and/or psychotic episodes in the Village to enable staff to recognize 
and act accordingly in such an event. 
 
Definition  

 
Aggression can be physical and/or verbal; aggression is usually an expression of anger, fear or frustration. 
 
Psychosis is a condition caused by any one of a number of illnesses that affect the brain and cause the person to 
lose contact with reality.  During a psychotic episode, the person may experience delusions, hallucination and 
thought disturbances.  Psychosis can be considered acute (brief) which is a short-term episode lasting no longer 
than one month and it may be a longer-term health concern.  A psychotic episode can be triggered by a stressful 
situation, medical related (illnesses) and/or medication related.  In the elderly infection is a common cause of a 
psychotic episode. 
 
POLICY 

 
Any resident with a known history of aggressive and/or psychotic behaviors is to have a  care plan developed in 
consultation with the appropriate medical professionals in order to prevent behaviors occurring as best as possible 
 
Staff should at all times follow the care plan for each resident; this outlines any potential triggers of a psychotic 
episode for residents with a known history.   
 
Staff are to maintain a safe environment for residents, staff and others as practicable. 
 
The involvement of BVB chaplains and/or external counselors may be indicated 

 
PROCEDURE 
 
Staff are to observe and document aggressive and/or psychotic behavior as described above in the definition. 
 
Appropriately qualified staff are to complete an assessment of a resident displaying any signs or symptoms of 
aggressive/psychotic behavior. 
  
Any behavior exhibited by a resident, which is aggressive and/or psychotic in nature, is to be communicated with 
the residents LMO and POA/NOK. 
 
Any resident exhibiting aggressive and/or psychotic behaviors are to be made as safe as possible and staff are to 
implement interventions aiming at reducing the exhibited behavior.  This may include: 
 

¶ Providing a calm environment  

¶ Maintenance of residents regular routine  

¶ Approach the resident slowly and in full view  

¶ Explanation in clear to understand language 

¶ gain the assistance of another staff member if indicated 

¶ Providing distraction to the resident e.g. cup of tea, favorite television show, favorite book 



 

¶ Acknowledging the residents feelings 
 
In the event a resident becomes aggressive and/or psychotic and interventions have been put in place 
unsuccessfully staff are to contact the residentôs family/NOK/POA, LMO and relevant medical specialists. 
 
If a case of elder abuse has occurred staff are to consult the appropriate policy 
 
If a staff member has inadvertently been affected by an incident they are to consult the HR Manager.  
 
Staff at any time can contact the Care Manager/Deputy Care Manager/Operations Manager/HR Manager for further 
guidance in relation to a particular situation.  In the event that the Care Manager is unavailable staff are to contact 
in descending order the following managers Deputy Care Manager, Operations Manager, HR Manager. 
 
In the event of property damage in relation to a situation staff are to contact the General Services 
Manager/Maintenance Department. 
 
If staff are unable to contact a manager for guidance in relation to a situation they may contact emergency services 
(police, fire and/or ambulance). 
 
References 

 
Better Health Channel. (2008). Antipsychotic Medications Explained. Retrieved May 20, 2008 from: 
www.betterhealth.vic.gov.au/bhcv2/bhcarticles.nsf/pages/antipsychotic_medications_explained.htm 
 
Better Health Channel. (2008). Dementia ï Changed Behaviours. Retrieved May 20, 2008 from: 
www.betterhealth.vic.gov.au/bhcv2/bhcarticles.nsf/pages/dementia_changed_behaviours.htm 
 
Hall, K., Hassett, A. (1998) Assessing and Managing Old Age Psychiatric Disorders in Community Practice. 
Medical Journal of Australia. Retrieved May 20, 2008 from: 
www.mja.com.au/public/mentalhealth/articles/hall/hall.html 
 
RELATED POLICIES AND DOCUMENTS 
 
101 ï Accidents/Incidents 
118 ï Behaviors of Concern 
119 ï Dementia- A Caring Approach 
120 ï Dementia ï an Explanation 
121 ï Dementia- Communication 
122 ï Dementia ï Stages 
123 ï Verbal Disruption 
124 ï Absconding/Wandering Residents 
125 ï Assessment of resident care needs 
131 ï Health Status ï Change in 
132- Medical Care 
133 ï Medication 
142 ï UTI 
144 ï Vital Signs/Reportable Levels 
151 ï Consent 
152 ï Documentation 
153 ï Power of Attorney 
155 ï Legal Documents 
156 ï Medical and Personnel Care Records 
157 ï We Care System 
165 ï Privacy and Dignity 
167 ï Resident Alcohol Consumption 
172 ï Restrain ï Chemical (Protective Assistance) 
137 ï Restraint ï Physical (Protective Assistance)  
450 ï In Service Education 
425 ï Mandatory Reporting of Elder Abuse 
440 ï Work Safety 
772.1 ï Fire and Other emergencies 
The Village Baxter external contacts register ïlocated in all areas 
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Residential Care Policies and Procedures 
 
Policy No.   118 

 

Subject:  Behaviours of Concern 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure that behaviours of concern are managed effectively through a comprehensive, consultative care 
planning process. 
 
POLICY 
 
A behaviour of concern is any behaviour which causes stress, worry, risk of or actual harm to a resident, staff 
member or visitor. Examples of behaviours of concern are: 
 

Verbal disruption or noisy behaviour Physical aggression 
Repetitive actions or questions Sexually inappropriate behaviour 
Resistance to personal care Refusal to accept services (eg housekeeping) 
Problems with eating and drinking Socially inappropriate behaviour 
Wandering or intrusiveness Sleep disturbance 

 
These behaviors should be thoroughly investigated, assessed, and plans formulated for their long term 
management.  
 
PROCEDURE 
 
CARE PLANNING PROCESS 
 
INVESTIGATE:  
In conjunction with the resident, family, friends, all staff who have regular contact with the resident, Doctor and 
other health professional, identify the actual behaviour and suspected triggers. Formulate strategies to manage the 
behaviour and to prevent recurrence. 
 
ACTION: 
Commence a 7-day behaviour chart to evaluate the success of the proposed strategies 
 
REVIEW: 
Did the proposed strategies minimize the behaviour? Is the Resident and or family satisfied with the strategies? 
Communicate the final care plan strategies to all relevant people. 
 
Generic triggers that should be considered when investigating the causes of behaviours of concern: 
 

Personal: Interaction with other people Environment: 

Cultural background and values Poor verbal communication ï 
speaking too fast, mumbling etc 

Unfamiliar 

Social history Language too complex and confusing Noise 

Impact of changes to family and 
family roles 

Language demeaning and 
condescending 

Clutter and obstacles 

Personality traits Not enough information or prompting 
given 

Visual distractions 

Hunger / thirst Poor eye contact Lighting ï too dull or bright 

Feelings ï frustration, sadness, 
anger, grief. 

Hostile or defensive tone in voice Décor or fittings confusing 

Pain, discomfort Confusing non-verbal cues Lack of visual prompts (eg canôt find 
bathroom) 

Hearing problems Personal space invaded Unsafe or unsecure environment 
 



 

Personal: Interaction with other people Environment: 

Visual problems Task or activity is too complex Temperature ï too hot / cold 

Infections / new illness Changes to routine Lack of personal items and feeling of 
belonging 

Physical movement and 
mobility issues 

Social isolation / over socialization Culturally inappropriate items (eg 
some magazines and pictures) 

Incontinence Too much / little activity Lack of privacy and personal space 

Poor dental health Cultural or religious values conflicted  

Blood pressure ï high or low Feelings not acknowledged  

Medication   

Low oxygen saturation levels   

Dementia   

Long term existing Illness   

Electrolyte imbalance /  
Altered blood pathology 

  

 
 
Generic strategies that should be considered when trailing interventions for behaviours of concern: 
 
 

Behaviour of 

concern 
General strategies 

Verbal 
disruption 

Check for pain / discomfort 
Provide reassurance ï say who you are, why you are there and what you are doing 
Minimize noise or over stimulation 
Distract with involvement in another activity ï eg drying dishes, playing cards, reminiscing, take 
for a walk 

Physical 
aggression 

Check for safety and risk of harm : remove self and  others from danger. 
Ensure another staff member is aware of aggression and staff have clear path to leave remove 
easily and quickly if necessary. 
Allow the resident time to settle down 
Provide reassurance ï say who you are, why you are there and what you are doing 
Try not to reason with the person as it may cause further confusion and frustration 
Speak calmly, short simple sentences, ask easy, direct questions 
Use chemical or physical restraint interventions as last resort. 
Call ambulance if it is not possible to perform care interventions and aggression is not able to 
be reduced or managed. 

Repetitive 
actions or 
questions 

Give reassurance ï stay, verbally reassure, empathise 
Change topic and divert attention  
If clapping / tapping ï provide alternative activity using hands ï eg folding napkins, wiping 
table, patting pet. 
Keep calm voice, avoid asking questions that rely on memory for answers 

Resistance to 
personal care 

Keep familiar routine 
Provide restricted options ï eg blue or red dress 
Break down task to simple steps 
Encourage independence and provide prompts 
Ask for help from resident and allow them the opportunity to give and receive care ï ñcan you 
help me to é.ò 

Sexually 
inappropriate  

Consider all reasons ï sexual needs, discomfort, pain, need to go to toilet 
Reinforce who you are and why you are there 
Gently discourage ï distract or redirect 
Consider other ways to meet physical contact needs ï eg massage, holding hands 
Allow resident privacy to meet real sexual needs 
Discuss persistent aggressive sexual behaviour with the Residentôs Doctor ï as a last resort 
there are medications available to curb sexual desire 

Refusal to 
accept 
services 

Explain using believable but non-threatening words ï eg: going for a walk instead of going to 
the bathroom 
 

Swallowing / 
eating 
difficulties 

Check gums, dentures etc 
Ensure that physical causes have been eliminated by Dr or speech pathologist 
Keep foods simple and appropriate 
Place utensils in hand, serve one course at a time, finger food to avoid confusion 

Socially 
inappropriate 

Gently remove if in a public place 
Ignore the behaviour and attempt to distract with another activity 
Stay calm and speak in calm voice 
Avoid large group situations that may be triggers 



 

 
Wandering / 
intrusiveness 

 
Ask the resident where they are going and use it to develop distracting techniques 
Look for patterns ï time, visitors 
Remove triggers ï eg coats, handbags etc 
Reassure resident why there are there and why they should stay ï eg: waiting for wife to visit  

Sleep 
disturbance 

Keep active during the day and evening. 
Recognise that some residents preferred sleep habits are for only a few hours sleep  
Leave bathroom light on at night to allow access to toilet/ensure call bell within reach  
Provide gentle reminders ï show daylight / night outside, large number alarm clock 
Reduce stimulants ï caffine, alcohol. Provide warm malt type drinks at bed time 

 
 
HELPFUL RESOURCES: 
ReBOC : reducing behaviours of Concern: National Dementia Behaviour Advisory Service guide (March 2003) 
available from the OT department.  
National Dementia Behaviour Advisory Service phone link (24 hours) 1300 366 448 
Aged Psychiatric Assessment Team ï 97866999 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 124 ï Wandering Resident 

¶ 101 ï Accidents & Incidents 

¶ 170 ï Lifestyle & Recreational Program 

¶ 125 ï Assessment of Residentôs care needs 

¶ 120 ï Dementia ï An explanation 

¶ 121 ï Dementia ï Communication 

¶ 152 ï Documentation  

¶ 174 ï Physical Restraint  

¶ 168 ï Risk Taking 

¶ 173 ï Chemical Restraint 

¶ 123 ï Verbal disruption 

¶ 169 ï Sleep 

¶ 131 ï Health Status ï change in 

¶ 769 ï Resident Aggression 

¶ 110 ï Accomodation 

¶ 344 ï Mandatory Reporting of Suspected Abuse 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 

Residential Care Policies and Procedures 
  
Policy No.   119 

 

Subject:  Dementia ï A Caring Approach  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To enhance the quality of life and care for residents with dementia: 
 
 
POLICY 
 
The goal for our residents with dementia is to provide an environment that upholds their dignity and worth as 
individuals in an environment that is peaceful, calm, safe and accepting - thus enabling them to reach their full 
potential. 
Nursing interventions attempt to encourage residents to function at the highest physical, social, intellectual and 
emotional levels. 
 
PROCEDURE 
 

¶ The focus of care is directed towards what the resident can do so that their optimal physical functioning, 
enjoyment of life and self esteem is maintained. 

¶ Residents'  family and friends are encouraged to visit, and to participate in activities both within and outside our 
facility. 

¶ The residents ability to enjoy an outing away from the hostel needs to be assessed on a daily basis.  If this is 
likely to cause sensory overload, relatives should be advised that the outing is not in the resident's best 
interest.  Relatives should then be invited to spend time visiting. 

¶ Education sessions are directed towards assisting staff and families to understand the process of Dementia 
and the importance of reducing factors that contribute to sensory overload, communication difficulties, and 
ways to focus on positive life experience for the resident. 

¶ Care not only focuses on meeting the physical needs of the resident, but also social, emotional and spiritual, 
and/or assisting the resident to maintain optimal quality  of life through respect, gentleness and understanding. 

 
Thus the following aims of care are foremost: 

 

¶ Promotion of a "wellness" role. 
 

¶ Promotion and maintenance of a safe environment. 
 

¶ Modification of usual communication techniques eg validation or reality orientation, to assist the 

                confused resident, and to decrease agitation and increase self esteem. 
 

¶ The practice of minimal interaction with residents who are highly agitated or experiencing an 
                 altered behaviour response. 

 

¶ The practice of gentle, quiet interaction with residents at all times. 
 

¶ Respect of the personal space of each resident and by entering that space with a warm, open 
and respectful manner. 

 
 
 
 
 
 



 

 
 

RELATED POLICIES AND DOCUMENTS 
 

¶ 125 ï Assessment of Resident Care Needs  

¶ 120 ï Dementia  ï An explanation   
¶ 122 ï Dementia  - Stages 

¶ 121 ï Dementia ï communication 

¶ 152 ï Documentation 

¶ 162 ï Homelike environment 
 

  



 

 

Residential Care Policies and Procedures 
  
Policy No.   120 

 

Subject:  Dementia ï an explanation 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To enable staff to have a clear and informed understanding of the various causes of dementia and their  associated 
symptoms and treatment. 

 

DEFINITION 

¶ Dementia is a broad term used to describe the symptoms of a large group of illnesses that cause a 
progressive decline in a personôs mental functioning. There are many different types of dementia and each 
has its own causes. Dementia symptoms include loss of memory, intellect, rationality, social skills and 
normal emotional reactions. 

¶ Dementia is not a normal part of ageing. Most people with dementia are older, but it is important to 
remember that most older people do not get dementia. It is not a normal part of ageing. Dementia can 
happen to anybody, but it is more common after the age of 65 years. People in their 40s and 50s can also 
have dementia. 

¶ There are many different forms of dementia and each has its own causes. Dementia may also be a 
symptom that develops in the later stages of some illnesses. Some of the most common forms or causes of 
dementia are explained below.  

 

Alzheimerôs disease  
 

Alzheimerôs disease is the most common form of dementia and accounts for between 50 and 70 per cent of 
all cases. It is a progressive degenerative illness that attacks the brain. As brain cells shrink or disappear, 
abnormal material builds up as ótanglesô in the centre of the cells and óplaquesô form outside the cells. 
These disrupt messages within the brain, damaging connections between brain cells. The cells eventually 
die and this means that information cannot be recalled or assimilated. As Alzheimerôs disease affects each 
area of the brain, certain functions or abilities are lost. 
 
In its early phases, the symptoms can be subtle. Symptoms may include memory loss and vagueness, 
taking longer to do routine tasks or losing the point of a conversation. As the disease progresses, the 
changes will become more dramatic until, in the last stages, the person cannot care for themselves. 
 

Vascular dementia 
 

Vascular dementia is the broad term for dementia associated with problems of circulation of blood to the 
brain. It is the second most common form of dementia. There are a number of different types of vascular 
dementia. Two of the most common are:  
 

¶ Multi-infarct dementia ï this is probably the most common form of vascular dementia. It is caused by 
a number of small strokes, called mini-strokes or transient ischaemic attacks (TIA). A stroke involves 
the death of a section of brain tissue due to a blockage or interruption of the blood supply. A stroke can 
cause damage to specific areas of the brain (for example, the part of the brain responsible for speech 
or language) as well as producing generalised symptoms of dementia.  

 

¶ Binswangerôs disease (also known as subcortical vascular dementia) ï this is associated with stroke-
related changes to the brain. It is caused by high blood pressure, thickening of the arteries and 
inadequate blood flow. 

 



 

Vascular dementia may appear similar to Alzheimerôs disease. A mixture of Alzheimerôs disease and 
vascular dementia is a common cause of dementia, and it can sometimes be difficult to separate the two. 
 

Parkinsonôs disease 
 

Parkinsonôs disease is a progressive disorder of the central nervous system, characterised by tremors, 
stiffness in limbs and joints, speech impediments and difficulty in initiating physical movements. Late in the 
course of the disease, some people may develop dementia. Drugs may improve the physical symptoms, 
but can have side effects including hallucinations, delusions and a temporary worsening of confusion and 
abnormal movements. 

 

Dementia with Lewy bodies 
 

Dementia with Lewy bodies is caused by the degeneration and death of nerve cells in the brain. The name 
comes from the presence of abnormal spherical structures called Lewy bodies inside the cells ï it is 
thought these may contribute to the death of brain cells. People who have dementia with Lewy bodies tend 
to see things (visual hallucinations) or experience stiffness or shakiness (parkinsonism), and their condition 
tends to fluctuate quite rapidly, often from hour to hour or day to day. These symptoms make it different 
from Alzheimerôs disease. Dementia with Lewy bodies sometimes occurs along with Alzheimerôs disease 
and/or vascular dementia. It may be hard to distinguish dementia with Lewy bodies from Parkinsonôs 
disease and some people who have Parkinsonôs disease develop a dementia similar to that seen in 
dementia with Lewy bodies. 
 

Huntingtonôs disease 
 

Huntingtonôs disease is an inherited degenerative brain disease that affects the mind and body. It affects 
seven in every 100,000 people in Australia. It usually appears between the ages of 30 and 50, and is 
characterised by intellectual decline and irregular involuntary movement of the limbs or facial muscles. 
Other symptoms include personality change, memory disturbance, slurred speech, impaired judgement 
and psychiatric problems. There is no treatment available to stop the progression of the disease, but 
medication can control movement disorders and psychiatric symptoms. Dementia occurs in the majority of 
Huntingtonôs cases. 
 

Alcohol related dementia ï Korsakoffôs syndrome 
 

Too much alcohol, particularly if associated with a diet deficient in thiamine (vitamin B1), can lead to 
irreversible brain damage. However, there is some evidence that, if drinking stops, there may be some 
improvement. 
 
The most vulnerable parts of the brain are those used for memory and for planning, organising and 
judgement, social skills and balance. Taking thiamine appears to help prevent and improve the condition. 
 

AIDS related dementia 
 

AIDS related dementia, or AIDS dementia complex (ADC), is a complication that affects some people with 
human immunodeficiency virus (HIV) and acquired immune deficiency syndrome (AIDS). It is uncommon in 
people in the early stages of HIV/AIDS, but may increase as the disease advances. Not everyone who has 
HIV/AIDS will develop ADC. It is thought to affect around seven per cent of people with HIV/AIDS who are 
not taking anti-HIV drugs.  
 

Fronto temporal lobar degeneration 
 

Fronto temporal lobar degeneration (FTLD) is the name given to a group of dementias that involve 
degeneration in one or both of the frontal or temporal lobes of the brain. It includes fronto temporal 
dementia, progressive non-fluent aphasia, semantic dementia and Pickôs disease. Symptoms will vary 
according to the degree of involvement of the frontal and temporal lobes, and on which side of the brain is 
affected.  
 
FTLD typically occurs earlier than Alzheimerôs disease and may have personality or language changes as 
early symptoms. FTLD will progress and eventually involve other areas of the brain. Some sub-types of 
FTLD are thought to have a genetic link such as Pickôs disease or fronto temporal dementia with 
Parkinsonism-17 (FTDP-17). About 50 per cent of people with FTLD have a family history of the illness.  

 

Creutzfeldt-Jakob disease 
 

Creutzfeldt-Jakob disease is an extremely rare and fatal brain disorder caused by a protein particle called 
prion. It occurs in one in every million people per year. Early symptoms include failing memory, changes of 
behaviour and lack of coordination. As the disease progresses ï usually very rapidly ï mental deterioration 
becomes pronounced, involuntary movements appear and the person may become blind, develop 
weakness in the arms or legs and, finally, lapse into a coma. 



 

 

Some conditions have dementia-like symptoms 
 
There are a number of conditions that have symptoms similar to those of dementia. By treating these conditions, 
the symptoms will often disappear. 
 
These include:  
 

¶ Some vitamin deficiencies and hormone disorders  

¶ Depression  

¶ Medication clashes or overmedication  

¶ Infections  

¶ Brain tumour. 
 

It is essential that a medical diagnosis is obtained at an early stage, when symptoms first appear, to ensure that a 
person who has a treatable condition is diagnosed and treated correctly. 
 
(Reference: The Better Health Channel (www.betterhealth.vic.gov.au) 2007 
 
POLICY 

 

The close interaction between Nursing and Care staff with Residents and Clients enables staff to notice changes in 
resident activity and behaviour. The specific details of these changes are relevant to a medical assessment and 
diagnosis of dementia. Staff should be aware of the different types of dementia related illnesses and the common 
behaviours and symptoms associated with them because different illnesses may be treated differently.  

Resident behaviours should never be concealed from the next of kin or resident representative. Aggressive, sexual, 
anti-social or annoying behaviours may be embarrassing for staff to raise with conservative family members, 
however the involvement of family in care planning is essential in the care of a resident with Dementia. A private 
meeting with the Supervisor and Doctor away from the Resident may be necessary to raise and address sensitive 
topics.  

 

PROCEDURE 

 

¶ All residents who have display anti-social behaviours or behaviours of concern should have a behaviour 
assessment completed and comments about the nature of the behaviours and activities should be made in 
the progress notes 

¶ Staff notes should be clear and descriptive of the behaviour and not emotive or judgemental. For 
exampleé Mrs Jones walks from room to room looking for her daughter each day at 5pm, do not just write 
Mrs Jones was disturbing other residents in the hallway.  

¶ Accurate progress notes are critical in the correct assessment, diagnosis and treatment of Dementia 
related illnesses. Staff should take care to ensure that all behaviours are accurately recorded and drawn to 
the attention of the Residentôs Doctor.  

 

 
RELATED POLICIES AND DOCUMENTS 

 
¶ 119 ï Dementia ï a caring approach 

¶ 122 ï Dementia  ï Stages  

¶ 121 ï Dementia  ï communication 

¶ 152 ï Documentation  

¶ 132 ï Medical Care 

¶ 131 ï Health Status ï Change in 

¶ 118 ï Behaviours of Concern 
 
 
 

http://www.betterhealth.vic.gov.au/


 

 
 

Residential Care Policies and Procedures 
 
Policy No.   121d 

 

Subject:  Dementia - Communication 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To provide clear understanding through effective communication for the resident with dementia. 
 
POLICY 
 
It is not acceptable staff practice to orientate residents with Dementia óback to realityô or óchallenge the realityô of 
residents with Dementia. The risk that this will create distress to the resident is high.  
 
Staff  who use this tactic in the course of providing care of residents with Dementia are increasing the likelihood of 
an aggressive outburst by the resident.  
 
Staff  who continue to use reality orientation with residents who have Dementia may be subject to disciplinary 
action because their actions are placing the safety of Residents and Staff at risk.  
 
Communicating effectively with a person who has dementia becomes an increasing challenge as the person 
progressively loses their memory and their ability to organise and express their thoughts. For many, the loss of 
recent memory means that the past begins to merge with the present resulting in additional difficulties for family 
and carers. A number of alternative communication approaches have been developed which attempt to provide the 
trust and support so necessary to a personôs wellbeing.  

 
Dementia gradually takes memories but feelings remain. It is very hard for a person with Dementia to find the right 
words to match with their feelings.   
 
Dementia care is about understanding a residentôs feelings, not always their spoken words. Always remember, as 

staff, we are invited guests in our Residentôs home.  

 
 
PROCEDURE 
 
 

¶ Do not try to orientate a person with dementia ñback to realityò, your attempts will frighten or distress the 
resident and the residentôs fear may lead to an aggressive outburst.  

 

¶ Look behind the words and try to understand the feelings that the resident is experiencing, if the resident is 
worrying about picking the children up from school, do not say that they are grown up and at work etc, 
instead talk to the resident about your children, or local schools etc, validate their feelings not their 
confused words. In this way the personôs dignity and self-esteem is maintained. This approach to 
dementia care is often called ñValidation Therapyò.  
 

¶ Validation Therapy advocates that, rather than trying to bring the person with dementia back to our reality, 
it is more positive to enter their reality. In this way empathy is developed with the person, building trust and 
a sense of security. This in turn reduces anxiety. Many families and carers report increased benefits for 
themselves, as well as for the person with dementia, from a reduced number of conflicts and a less 
stressful environment.  

 

¶ Validation Therapy is based on the idea that once the person has experienced severe short term memory 
loss and can no longer employ intellectual thinking or make sense of the present, he or she is likely to go 
back to the past. This may be in order to resolve unfinished conflicts, relive past experiences or to retreat 
from the present over which they have little control. Some people will go in and out of the present.  

 



 

 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 170 ï Lifestyle and recreation 

¶ 119 ï Dementia  a caring approach 

¶ 120 ï Dementia  ï an explanation 

¶ 122 ï Dementia  - Stages 

¶ 152 ï Documentation 

¶ 148 ï Children & Eden 



 

¶  
 

Residential Care Policies and Procedures 
 
Policy No.   122 

 

Subject:  Dementia - Stages  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
Staff working with Residents who have Dementia should be aware of the stages of Dementia and alert to a 
residentôs changing care needs as their accommodation needs may change as well. 
 
POLICY 
 
People with dementia differ in the patterns of problems they experience and in the speed with which their abilities 
deteriorate. Their abilities may change from day to day, or even within the same day. What is certain is that the 
personôs abilities will deteriorate - sometimes rapidly over a few months; in other cases, more slowly, over a 
number of years. 
 
Phases of the disease 
 
Features of dementia are commonly classified into three stages or phases. It is important to remember that not all 
of these features will be present in every person, nor will every person go through every stage. However, it remains 
a useful description of the progression of dementia. 
 
Early dementia 
  
Often this phase is only apparent in hindsight. At the time it may be missed, or put down to old age or overwork. 
The onset of dementia is very gradual, and it is often impossible to identify the exact time it began.  
Residents with early Dementia may manage quite well in their independent unit or in their home in the community, 
it may be appropriate to begin talking about Residential or Community Care options at this early stage to provide 
additional supports.  
 
During the early phase of dementia, the person may: 
Å Appear more apathetic, with less sparkle. 
Å Lose interest in hobbies or activities. 
Å Be unwilling to try new things. 
Å Be unable to adapt to change. 
Å Show poor judgement and make poor decisions. 
Å Be slower to grasp complex ideas and take longer with routine jobs. 
Å Blame others for óstealingô lost items. 
Å Become more self-centred and less concerned with others and their feelings. 
Å Become more forgetful of details of recent events. 
Å Be more likely to repeat themselves or lose the thread of their conversation. 
Å Be more irritable or upset if they fail at something. 
Å Have difficulty handling money. 

 
Moderate dementia 
 
During the ómoderateô phase, the personôs problems are more apparent and disabling. Residents with moderate 
Dementia may manage well in a Hostel environment, however if wandering behaviours exist, a secure Hostel 
facility may be recommended.  
 
People with moderate Dementia may: 
Å Be very forgetful of recent events. Memory for the distant past seems better, but some details may be 

forgotten or confused. 
Å Be confused regarding time and place. 
Å Become lost if away from familiar surroundings. 



 

Å Forget names of family or friends, or confuse one family member with another. 
Å Forget saucepans and kettles on the stove. May leave gas unlit. 
Å Behave inappropriately - for example, going outdoors in their nightwear. 
Å See or hear things that are not there. 
Å Become very repetitive. 
Å Be neglectful of hygiene or eating. 
Å Become angry, upset or distressed through frustration. 
Å Wandering aimlessly and may become lost. 

 
Severe dementia 
 
During this later stage of dementia, the person is severely disabled and needs total care in a facility such as the 
Grange or if care needs are very high, the Manor (House 3). At this stage, the person may: 
Å Be unable to remember - for even a few minutes e.g.  that they have just completed a meal. 
Å Lose their ability to understand or use speech. 
Å Be incontinent. 
Å Show no recognition of friends and family. 
Å Need help with eating, washing, bathing, using the toilet or dressing. 
Å Fail to recognise everyday objects. 
Å Be disturbed at night. 
Å Be restless, perhaps looking for a long dead relative. 
Å Be aggressive, especially when feeling threatened or closed in. 
Å Have difficulty walking, eventually perhaps becoming confined to a wheelchair. 
Å Have uncontrolled movements. 
Å Immobility will become permanent and, in the final weeks or months, the person will be bedridden. 

 
Remember 
 
Some abilities remain, although many are lost, as the disease progresses. The person still keeps 
their sense of touch and their ability to respond to emotion. 
(Reference: The Better Health Channel (www.betterhealth.vic.gov.au) - 2007 
 
Violent behaviour 
 
Dementia care should not be confused with Psycho-geriatric care. Residents who have psychiatric needs and are 
prone to violent outbursts are not suitable for the Villageôs Residential Aged Care Facilities. The Village retains the 
right not to offer permanent placement in our Aged Care Facilities to people who may present a risk to the health 
and safety of staff and residents. Existing residents who develop such issues will be encouraged to locate more 
appropriate care and managed according to the Aged Care Act 1997 ñsecurity of tenure principlesò.  
 
Staff 
 
Staff choosing to work in the Grange and Manor must be tolerant of the challenging behaviours associated with 
Dementia. A high degree of patience, understanding and compassion is required.  Staff who do not feel emotionally 
capable of meeting the needs of residents with Dementia should reconsider their choice to work in the Grange and 
Manor as this work is both physically and psychologically demanding. 
 
Helpful Resources 
 
National Dementia Behaviour Advisory Service Phone Link (24 hours) 1300 366 448  
Aged Psychiatric Assessment Team (APATS) Phone ï 9786 6999 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 124 ï Wandering Residents 

¶ 129 ï Continence Management 

¶ 119 ï Dementia  a caring approach 

¶ 120 ï Dementia ï an explanation 

¶ 121 ï Dementia ï communication 

¶ 152 ï Documentation 

¶ 123 ï Verbal Disruption 

¶ 118 ï Behaviours of concern 

¶ 117 ï Aggressive / Psychotic Eqisodes 
 
 

http://www.betterhealth.vic.gov.au/


 

 
  

Residential Care Policies and Procedures 
 
Policy No.   123 

 

Subject:  Verbal Disruption 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure that every effort is made to provide an environment for residents and staff that is free from undue noise. 
 
 
POLICY 
 
Verbal disruption (noise) is any vocal behaviour which is disturbing to others, for which a meaning or significance is 
unclear.  (Understanding Difficult Behaviours) 
 
Noisy residents are to be cared for in such a way so as to reduce their distress and to minimise their impact on 
other residents and staff.  Staff must make every effort to ascertain the cause of the residents verbal disruption. 
 
PROCEDURE 
 

¶ If a resident is verbally disruptive, staff must attempt to ascertain the cause. 
 
Possible causes may relate to: 
 

¶ Physical reasons (eg, hunger; wanting to go to the toilet; pain, etc). 
 

¶ Medical reasons (eg, infections). 
 

¶ Environment (eg, restraints, too much noise; heat; cold, etc). 
 

¶ Care routines. 
 

¶ Fears. 
 

¶ Need for attention. 
 

¶ The goal of care for noisy residents is to reduce their distress and to minimise the impact of the noise on 
other residents and staff. 

 

¶ Respond appropriately to any physical, medical, environmental and other causes should they be                
contributing. 

 

¶ Plan nursing interventions to prevent verbally disruptive episodes if they can be predicted. (eg,   give 
larger meals; review toileting schedule.) 

 

¶ Use communication skills to soothe and quieten the resident. 
 

¶ Encourage participation with activities (distraction) if this is appropriate. 
 

¶ Spend individual time with the resident. 
 

¶ Give prescribed medications (as a last resort). 
 
 
 
 



 

 
RELATED POLICIES AND DOCUMENTS 
 

¶ 101 ï Accidents & Incidents 

¶ 170 ï Lifestyle & Recreational Programs 

¶ 125 ï Assessment of Care needs 

¶ 119 ï Dementia ï Caring Approach 

¶ 120 ï Dementia ï an explanation 

¶ 122 ï Dementia Stages 

¶ 121 ï Dementia - Communication 

¶ 152 ï Documentation 

¶ 118 ï Behaviours of Concern



 

 

Residential Care Policies and Procedures 
 
Policy No.   124 

 

Subject:  Absconding / Wandering Residents  
 
Effective Date:  April 2009 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To provide clear guidelines for staff to follow in the event that a resident cannot be located. 
 
POLICY 
 
For safety reasons all residents asked to inform Staff if they are going away from the Hostel, Grange, Lodge or 
Manor. 
 
Residents who have not informed staff that they are going away from the facility and cannot be located in an 
expected place or at a mealtime should be considered to have wandered away from the facility and the following 
procedures activated. This policy applies to all residents in the Aged Care Facilities, including those who have no 
history of wandering or cognitive impairment.  
 
PROCEDURE 
 
Confused Residents 
 

¶ A physical description of residents known to wander is to be documented. 

¶ A photograph is to be taken on entry and kept on file.  The photograph is to be updated yearly.  (This is 
done for all residents) 

¶ Safe areas for residents who wander should be provided to allow residents to wander independently. 

 
Residents who cannot be located 

  
1. Search entire area including unit, bathroom, patio, common areas, lifts, stairwells, Chapel, gardens. 
 
2. Notify: 
 

a) Hostel Office via phone 
b) Manor via phone 
c) Grange via phone 
d) Lodge via phone 
e) Administration via phone (during normal business hours) 
f) Village Nurses via two-way radio 
g) Care Manager via mobile 
h) Police  
I) Residentôs relative (if answering machine leave a message to contact the facility ï try not to be      
 alarming) 
J) Residentôs NOK / POA   

           
k)Secretary of the Department of Health and Ageing.  óThe Secretary must be told about the absence 
as soon as reasonably practicable, and in any case, within 24 hours after the provider reports the 
absences to the police.ò (Aged Care Act 1997, Accountability Amendment Principles 2008 {2}).  The 
notification should be conducted via phone and the phone number for this service is available via the 
Department of Health and Ageingôs website as listed below.   

 
     3.   Documentation: 
 

       a) Complete an incident report 
       b) Document in progress notes 
       c) Document in communication diary 



 

       d) Complete missing persons report (paper or WeCare) 

 
 
 
 
 
            4.  Staff: 
 

a) One Staff Member to wait for police with residentôs file and photograph 
b) Ask Village Sisters to search Robinsons Road area. 
c) Other Staff may be directed to search the community and Village grounds at the discretion of the 

nurse in charge after consideration has been given to the safety of other residents. 
 

              5.   When a resident is found: 
 

        a) Notify all areas as per 2 
        b) Document in all areas as per 3 

 
 

RELATED POLICIES AND DOCUMENTS 
 

¶ 101 ï Accidents / Incidents 

¶ 119ï Dementia ï A Caring Approach 

¶ 120 ï Dementia ï An explanation 

¶ 121  - Dementia ï Communication 

¶ 122 - Dementia - Stages 

¶ 152 ï Documentation 

¶ 118 ï Behaviors of Concern 

¶ 117 Aggressive / Psychotic Episodes 

¶ Aged Care Act 1997 Accountably Amendment Principles 2008 {2} 
www.health.gov.au/departmentofhealthandageing 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.health.gov.au/departmentofhealthandageing


 

 
 
 
 
 
 
 
 
 
 
 
 
 

Residential Care Policies and Procedures 
 
Policy No.   125 

 

Subject:  Assessment of Resident Care Needs 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To enable all Residents to have their care needs thoroughly assessed upon entry and at regular intervals according 
to policy.  
 
POLICY 
 
Residents and/or their representatives are to be consulted when gathering data and planning care. Individual 
needs, preferences and routine of the resident must be documented and their preferences regarding care followed 
 
PROCEDURE 
 
High Care Residents MUST have their care plans reviewed and evaluated by a Registered Nurse Division 1. Other 
care and nursing staff must contruibute to this process, but it must be managed, coordinated and signed off by the 
RN Div 1.  
 
The Assessment Tool is to be commenced on entry of each resident as per new resident assessment checklist. 
 
Safety needs and past history of physical aggression of residents must be documented. All staff are to be made 
aware of these needs, as well as actions to take to decrease risk. 
 
The care plan must include the residents routine and care preferences. 
 
The residentôs care plan is reviewed regularly for high care residents and/or when resident condition changes.  
Some Hostel residents may be reviewed less frequently if their condition is stable 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ Entry Assessment \\server\users\Public\Master Copies\Entry Assessment.doc 

¶ 170 ï Lifestyle & Recreational Programs 

¶ 152 ï Documentation 

¶ 160 ï Freedom of choice 

¶ 132 ï Medical Care 

¶ 134 ï Nutrition Care 

¶ 166 ï Provision of OT Living equipment 

¶ 131 ï Health Status ï change in 
 
 
 
 

file:///C:/Documents%20and%20Settings/Betty.BVB/Local%20Settings/Temporary%20Internet%20Files/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/Public/Master%20Copies/Entry%20Assessment.doc


 

 
 
 
 
 
 
 
 
 
 
 

 

 

Residential Care Policies and Procedures 
 
Policy No.   126 

 

Subject:  Automatic Blood Pressure Machines 
 
Effective Date:  July 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 

 
To give staff a clear understanding of how to use automatic blood pressure (BP) machines 

 
 

POLICY 
 

Staff will follow manufacturers guidelines and instructions when using BP machine 
 
Staff may use an automatic BP machine when obtaining a BP reading from residents in accordance with resident 
care needs. 

 
PROCEDURE 
 
Staff are to consider each residentôs medical and/or surgical history and current care needs before commencing BP 
measurement procedure. 
 
Once a BP measurement has been obtained staff are to document this in the relevant care documents pertaining to 
the individual resident.   
 
Staff are to ensure machine is in optimal working condition as per manufacturers guidelines 
 
If staff have reason to believe BP machine is faulty or out of order they are to cease use of machine and report this 
to the supervisor of the area. 
 
 

RELATED POLICIES AND DOCUMENTS../../../serverusersReception%22 l - index 

 
144- Vital Signs/ Reportable Levels 
131 ï Health Status- Change in 
132 ï Medical Care\ 
156 ï Medical and Personal Care Records 
151 ï Consent 
152 ï Documentation 
125 ï Assessment of Resident Care Needs 

file:///C:/Documents%20and%20Settings/Betty.BVB/serverusersReception%22%20l
file:///C:/Documents%20and%20Settings/Betty.BVB/serverusersReception%22%20l


 

 
 
 

 

 

Residential Care Policies and Procedures 
 
Policy No.   127 

 

Subject:  Catheter Care 
 
Effective Date:  July  2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To ensure staff have clear guidelines regarding care of residents with catheters 
 
Definition 
 
IDC:  Indwelling Urethral Catheter.  An IDC is part of a disposable system consisting of catheter, tubing and 

drainage bag.  A thin tube (as specified by residents medical doctor) is passed via the urethra into the 
bladder to drain urine 

 
SPC: Suprapubic Catheter.  SPCôs are surgically inserted through the abdominal wall into the bladder thereby 

diverting urine from the urethra and drainage urine into the drainage bag attached to the catheter 
 

POLICY 
 
Long-term use of a catheter is to be at the discretion of residents LMO or Medical Specialist. 
 
Urinary Tract Infections (UTI) are common side effect of long-term catheter use so staff are to be aware of the 
signs and symptoms of a UTI. 
 
Kinking of catheter tubing can cause back flow and increase risk of infection, drainage bags are to be kept lower 
than the resident without resting on floor (use of leg begs that fix to residentôs leg are encouraged) 
 
The urinary drainage system should be kept closed at all times to reduce the risk of UTI.  
 
The urinary catheter bag should be emptied regularly and a separate collection jug should be used for each 
resident to minimise the risk of cross infection.  The drainage bag is to be changed regularly in accordance with 
each residentôs individual care plan.  
 
Contamination should be prevented when emptying the catheter bag including wearing disposable gloves.  
 
Urine output should be recorded for residents as required. 
 
The residentôs catheter is to be changed regularly as per residentôs individualized care plan. 
 
Catheter leakage can occur due to IDC blockage, UTI or bladder spasms, which may occur in residents with long 
term IDCs. Spasming of the bladder creates a force that overwhelms the drainage capacity of the catheter, 
resulting in leakage.  
 
Where leakage is regularly occurring and thought to be due to bladder spasm, the residentôs GP should be 
informed and the need for an IDC reviewed. 
 
Where the likely cause of catheter leakage is considered to be a catheter blockage, e.g. no urine has flowed into 
the collection bag over 4 hours; a catheter change may be indicated upon consultation with residentôs LMO or 
medical specialist.  
 
Catheter leakage should not be corrected by using a larger diameter catheter. 
 



 

In the event of a catheter blockage irrigation of the catheter is not to be performed.  The catheter is to be changed 
as per the procedure set out below.   
 
The development of biofilm material (encrustation) is caused by build up of microorganisms and cellular material 
and may lead to obstruction of the IDC. Encrustation is more likely to occur when the urine is more alkaline. If this 
is occurring regularly it should be discussed with a residentôs LMO or medical specialist. 
 
Staff are to ensure accurate documentation in relation to a residentôs catheter care 

 
PROCEDURE 
 
Procedure for Female Catheterisation 

Equipment 

The following equipment is required [4]: 

¶ Disposable catheter pack; 

¶ 1 sachet normal saline; 

¶ 2 sterile catheters; 

¶ 1 sterile urinary drainage bag; 

¶ 10ml syringe; 

¶ 10ml sterile water; 

¶ Incontinence sheet 

¶ Disposable gloves; 

¶ Catheter support; 

¶ Sterile scissors; 

¶ Adhesive tape 

Ensure that the expiration date and condition of all equipment is checked. 

 

Procedure Inserting an Indwelling Catheter for a Female Resident  

1. Explain the procedure, answer questions and prepare the resident.  

2. Resident or nurse should shower the resident or wash the residentôs pubic area with soap and water. 

3. Ensure the residentôs bed or examination table is at the correct height to prevent strain on your back 
whilst performing the procedure. Place the resident in a recumbent position, knees flexed and wide 
apart with incontinence sheet under resident. 

4. Ensure adequate amount of light available for procedure. 

5. Open disposable catheter pack. 

6. Wash hands. 

7. Open and add extra equipment to the catheter pack using aseptic technique. Place catheter in the 
receiver. 



 

8. Saturate cotton wool balls with normal saline.  

9. Put on glove. 

10. Using forceps and cotton wool balls cleanse the residentôs labia majora using a downward stroke. Hold 
labia part with gloved hand and cleanse the residentôs labia minora and urethral opening. 

11. Place a small amount of lubricant into the receiver. 

12. Discard one glove and syringe. 

13. Position the sterile towel to establish a sterile field between the residentôs legs. 

14. Using forceps, place receiver and drainage bag on the sterile field. 

15. With fingers, remove the cap from the drainage bag and place the sterile end into the receiver. 

16. With fingers, pick up catheter, remove distal sheath and connect catheter to the drainage bag. 

17. Fill the syringe with the required amount of sterile water. Inflate the catheter balloon and check for 
leaks. Deflate the balloon and leave syringe attached. 

18. With fingers near the serration, remove the proximal end of the catheter sheath, or use scissors if 
necessary. 

19. Using gloved hand, lubricate the catheter tip. Separate the residentôs labia and gently insert the 
catheter directly into the residentôs urethra without contaminating the catheter. Check for flow of urine to 
confirm correct positioning. 

20. Inflate the catheter balloon and gently withdraw the catheter until resistance is felt. 

21. Remove the remaining plastic sheath from the catheter. 

22. Dry the resident. Secure the catheter on the residentôs thigh in a position that will minimise dragging or 
kinking of the catheter. Hang the catheter bag below the level of the residentôs bladder. 

23. Ensure the resident is comfortable and clear the area. 

24. Wash hands. 

25. Document the date of the catheter insertion in the residentôs notes and care plan. 

 



 

Procedure for Male Catheterisation 

In most instances a medical practitioner performs male catheterisation, however the procedure may be delegated 
to a registered nurse Division 1 with adequate training/experience in performing procedure. 

Equipment 

The following equipment is required: 

¶ Disposable catheter pack; 

¶ 1 sachet normal saline; 

¶ 2 sterile catheters; 

¶ 1 sterile urinary drainage bag; 

¶ 10ml syringe; 

¶ 10ml sterile water; 

¶ Incontinence sheet; 

¶ 10ml syringe lignocaine anaesthetic jelly and chlorhexidine; 

¶ Adhesive tape; and 

¶ Disposable gloves. 

Ensure that the expiration date and condition of all equipment is checked. 

 

Procedure Inserting an Indwelling Catheter for a Male Resident  

1. Explain the procedure, answer questions and prepare the resident.  

2. Ensure the residentôs bed or examination table is at the correct height to prevent strain on your back 
whilst performing the procedure. Place the resident in a supine position with incontinence sheet under 
resident. 

3. Open disposable catheter pack. 

4. Wash hands. 

5. Open and add extra equipment to the catheter pack using aseptic technique. Place catheter and 1 pair 
of forceps into the receiver. Attach syringe to centre of nozzle and open lignocaine anaesthetic jelly. 

6. Saturate cotton wool balls with normal saline. 

7. With a paper towel, pick up the residentôs penis and retract the residentôs foreskin if necessary. 

8. Clean the residentôs meatus and glans using the forceps and saturated cotton wool balls. 

9. Position a second paper towel under the residentôs penis and lower the penis onto the towel. Discard 
the first paper towel. 

10. Position the sterile towel leaving only the cleaned part of the residentôs penis exposed. 



 

11. Using the drape, hold the residentôs penis in a vertical position. Place a small amount of lubricant into 
the receiver and slowly insert the anaesthetic lignocaine jelly into the residentôs urethra. Hold the jelly 
insitu for 3 minutes. Discard syringe. 

12. Using forceps, place receiver and drainage bag on the sterile field. 

13. With fingers, pick up catheter, removal distal sheath and connect the catheter to the drainage bag. 

14. Fill the syringe with the required amount of sterile water. Inflate the catheter balloon and check for 
leaks. Deflate the balloon and leave syringe attached. 

15. With fingers near the serration, remove the proximal end of the catheter sheath, or use scissors if 
necessary. 

16. Lubricate the catheter tip. Using the drape, hold the residentôs penis vertically and use the forceps to 
gently insert the catheter into the residentôs urethra. Check for urine flow to ensure correct positioning. 

17. Inflate the catheter balloon and gently withdraw the catheter until resistance is felt. 

18. Dry the residentôs penis to remove all anaesthetic lignocaine jelly. Replace foreskin if necessary. 
Secure the catheter on the residentôs lower abdomen or thigh in a position that will minimise dragging 
or kinking of the catheter. Hang the catheter bag below the level of the residentôs bladder. 

19. Ensure the resident is comfortable and clear the area. 

20. Wash hands. 

21. Document the date of the catheter insertion in the residentôs notes and care plan. 

 
 
Procedure for Suprapubic Catheterisation 

Equipment 

The following equipment is required: 

¶ Disposable catheter pack; 

¶ 1 sachet normal saline; 

¶ 2 sterile catheters; 

¶ 1 sterile urinary drainage bag; 

¶ 10ml syringe; 

¶ 10ml sterile water; 

¶ Incontinence sheet; 

¶ 10ml syringe lignocaine anaesthetic jelly and chlorhexidine (if required) 

¶ Adhesive tape; and 

¶ Disposable gloves. 

Ensure that the expiration date and condition of all equipment is checked. 

 



 

Procedure Inserting an Suprapubic Catheter 

1. Explain the procedure, answer questions and prepare the resident.  

2. Ensure the residentôs bed or examination table is at the correct height to prevent strain on your back 
whilst performing the procedure. Place the resident in a supine position with incontinence sheet under 
resident. 

3. Open disposable catheter pack. 

4. Wash hands. 

5. Open and add extra equipment to the catheter pack using aseptic technique. Place catheter and 1 pair 
of forceps into the receiver. Attach syringe to centre of nozzle and open lignocaine anaesthetic jelly. 

6. Saturate cotton wool balls with normal saline. 

7. Using forceps, place receiver and drainage bag on the sterile field. 

8. With fingers, pick up catheter, removal distal sheath and connect the catheter to the drainage bag. 

9. Fill the syringe with the required amount of sterile water. Inflate the catheter balloon and check for 
leaks. Deflate the balloon and leave syringe attached. 

10. Clean the residentôs catheter insertion site with forceps and saturated cotton wool balls. 

11. Remove previous catheter by deflating the balloon and with a swift movement remove catheter from 
site  

12. Insert catheter site with Lignocaise jelly (if using ï refer to residents care plan if required), discard 
syringe 

13. With fingers near the serration, remove the proximal end of the catheter sheath, or use scissors if 
necessary. 

14. Lubricate the catheter tip. Use the forceps to gently insert the catheter into the residentôs catheter site. 
Check for urine flow to ensure correct positioning. 

15. Inflate the catheter balloon and gently withdraw the catheter until resistance is felt. 

16. Dry the residentôs catheter site to remove all anaesthetic lignocaine jelly. Secure the catheter on the 
residentôs lower abdomen or thigh in a position that will minimise dragging or kinking of the catheter. 
Hang the catheter bag below the level of the residentôs bladder. 

17. Ensure the resident is comfortable and clear the area. 

18. Wash hands. 



 

19. Document the date of the catheter insertion in the residentôs notes and care plan. 

 
 
Removing a Catheter 

 
Equipment 
 
The following equipment is required: 

 

¶ 1 disposable receiver 
 

¶ Paper towel 
 

¶ Syringe  
 

¶ Non sterile gloves 
 
Ensure that the expiration date and condition of all equipment is checked. 
 
Procedure for removing a catheter  
 

Procedure for removing a Catheter  

1. Explain the procedure, answer questions and prepare the resident.  

2. Place the receiver between the residentôs thighs. 

3. Wash hands and put on the non-sterile gloves. 

4. Attach the syringe to the balloon valve and withdraw the entire contents of the balloon. 

5. Remove the catheter and place it in the receiver.  

6. Ensure the resident is comfortable and clear the area. 

7. Measure any remaining urine in the urine collection bag; disconnect the catheter from the drainage bag 
and dispose of catheter equipment in an appropriate infectious waste bin. 

8. Wash hands. 

9. Document in the residentôs notes, care plan and fluid balance chart (if applicable). 

 
References 
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Residential Care Policies and Procedures 
 
Policy No.   128 

 

Subject:  Chronic Obstructive Pulmonary  
  Disease (COPD) 
 
Effective Date:   August 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To assist staff in understanding Chronic Obstructive Pulmonary Disease and how to care for residents with this 
condition. 
 
Definition  

 
Chronic Obstructive Pulmonary diseases (COPD) is the collective term for a number of lung diseases that prevent 
the lungs from breathing properly.  Two of the most common types of COPD are emphysema and chronic 
bronchitis.  These conditions often occur together.  The main symptom is breathlessness, since the airways of the 
lungs are damaged, clogged with phlegm and unable to work efficiently.  Cigarette smokers are most at risk.  
COPD used to be more common in med but the disease is quite evenly spread across the sexes now that women 
smoke in equal numbers to men.  There is no cure for COPD, and the damaged airways do not regenerate.  
Treatment aims to prevent further damage, reduce the risk of complications and ease some of the symptoms.   

 
POLICY 

 
Causes and risk factors of COPD include: 
  

¶ Cigarette smoking ï the most significant risk factor. Around one in five smokers will develop 
COPD. 

¶ Long term exposure to lung irritants ï such as chemical vapors or dust from grain or wood.  
Severe air pollution can exacerbate COPD in smokers. 

¶ Genes ï a genetic disorder known as Alpha-1-antitrypsin deficiency can trigger emphysema, even 
if no other risk factors are present. 

 
Complications associated with COPD include: 
 

¶ Chest infections ï a common cold can easily lead to a severe infection. 

¶ Pneumonia ï a lung infection that targets the alveoli and the bronchioles. 

¶ Collapsed Lung ï the lung may develop an air pocket.  If the air pocket bursts during a coughing 
fit, the lung will deflate.  

¶ Heart problems ï the heart has to work extremely hard to pump blood through the lungs. 

¶ Oedema (fluid retention) - problems with blood circulation can cause fluid to pool, particularly in 
the feet and ankles. 

¶ Hypoxemia ï caused by lack of oxygen to the brain.  Symptoms include cognitive difficulties such 
as confusion, memory lapses and depression.  

¶ Risks of sedentary lifestyle ï the inability to exercise means the person is prone to a range of 
potentially serious health problems, such as obesity and cardiovascular disease. 

 
PROCEDURE 
 
For the administration of Oxygen please see the policy related to Oxygen administration, refer also to Reportable 
Clinical Markers policy and adhere to individual residentôs care pans for specific directives from LMO/medical 
specialist. 
 
Any residents with COPD are to have this clearly documented in their history and care plan and any directives from 
their GP and/or medical specialist are to be followed. 
 



 

Clinical parameters for residents with COPD may be individualized by each residents GP, if this has not occurred 
the Reportable Clinical Markers as set out in BVB policy are to be followed. 
 
Any care given to a resident in relation to their COPD condition is to be documented in the appropriate area. 
 
The use of an Oxygen Saturation machine- known as a Pulse Oximeter may be beneficial in assessment of 
residents with COPD. 
 
Pulse oximeters are to be used in conjunction with the manufacturers guidelines and kept in good working order, if 
a staff member believes a pulse oximeter is faulty in any way they are to cease the use of the equipment and report 
this to their supervisor.   
 
References 

 
Better Health Channel. (2008). Lung Conditions- Obstructive Pulmonary Disease.  Retrieved May 20, 2008 from 
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Residential Care Policies and Procedures 
 
Policy No.   129 

 

Subject:  Continence Management 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To identify the processes in place for assessing, planning, reviewing and evaluating the continence care needs of 
Residents.   
 
POLICY 
 
In order to ensure that any incontinence experienced by residents is properly assessed, and an appropriate 
management plan implemented and to maintain and/or improve the quality of life of residents and to improve their 
self-esteem: 
 

¶ Residents are given every assistance to help them maintain and/or regain continence.  

¶ Individual continence management programs are to be consistent with contemporary practices, 
implemented and reviewed regularly. 

¶ Changes to a resident's normal voiding pattern warrants a review of the resident's general condition and 
continence management program. 

 
High Care Residents must have their continence needs assessed and evaluated by an RN div 1.  
 
PROCEDURE 
 
1.  Urinary 
 

Assessment 
 

¶ On admission all residents have their urinary continence management needs assessed. 
 

¶ Initial assessment involves a verbal inquiry of the residents continence status.  If the resident is 
incontinent, a full assessment to determine the cause(s) or contributing factors is to be completed. 

 

¶ A Continence Assessment is to be commenced to assist in determining the type, frequency and pattern 
of incontinence.  

 

¶ A urinalysis is to be carried out during assessment period to identify any abnormalities and possible 
infection. Where indicated, refer to a Medical Officer for laboratory analysis and treatment. 

 

¶ Referral to a continence nurse may be considered appropriate. 
 
Planning 

 

¶ An individual continence management program is planned and documented in the residents Care Plan 
from the information obtained during the Assessment.  

 
(This includes selection of appropriate continence aids, as well as non-verbal cues). 

 

¶ A summary of the management program (and justification) is to be written in the resident's progress 
notes. 

 
Implementation 

 

¶ The management program as detailed in the Care Plan is to be implemented.  Nurses/Carers are to 



 

be given detailed instructions and support to assist with this process.  
Evaluation 

 

¶ The management program is to be evaluated to assess if the nursing interventions are achieving the 
goal. This is to be incorporated into the resident Care Plan.  

 
If the goal has NOT been achieved then the Assessment and Planning process may be repeated and the 
Management program reviewed and changed. 

 
 
PROCEDURE: 
 
2.      Bowel Continence/Bowel Management 
 

Assessment 
 

¶ On admission, all Residents have their Bowel Management needs assessed. A history of past `normalô 
function, relevant surgery problems is gained from Resident/past BVB files or next of kin. 

 

¶ A Bowel Assessment is to be commenced and reviewed after 7 days of documentation of the residents 
bowel habits. (Including the need for aperients). 

 

¶ This includes Nutritional information regarding food, fibre and fluid intake and preferences. 
 

Planning 
 

¶ An individual bowel management program is planned and documented in the residents care plan from 
the information obtained during the assessment. 

  
Implementation 

 

¶ The bowel management program is to be documented on a bowel management form. 
 

¶ An on-going bowel chart is maintained by all shifts documenting individual residents elimination habits. 
 

Evaluation 
 

¶ The management program is to be evaluated regularly to assess if the interventions are achieving the 
goal.  

 
If the goal has NOT been achieved then the Assessment and Planning processed may be repeated and the 
Management program reviewed and changed. 

 
3. Infection Control issues 

 

¶ Continence aids should be placed into sealed bags and disposed of in the bins provided throughout the 
facility. A commercial waste disposal contact is in place for the emptying of these bins.   

 
RELATED POLICIES AND DOCUMENTS 

  

¶ Bowel chart \\server\users\Public\Master Copies\Bowel Management Program.doc 

¶ 111 ï Admissions 

¶ 125 ï Assessment of resident care needs 

¶ 152 ï Documentation 

¶ 131 ï Health Status ï Change in 

¶ 232 ï Waste Management 

¶ 142  - UTI 
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Residential Care Policies and Procedures 
 
Policy No.   130 

 

Subject:  Diabetes 
 
Effective Date:  August 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To assist staff in understanding Diabetes and how to care for residents with this condition. 
 
Definition  

 
There are two main types of diabetes. 
 
Type 1 (Insulin Dependent Diabetes Mellitus) 
 

¶ Is caused by an autoimmune destruction of insulin making cells in the pancreas, which means insulin is no 
longer made. 

¶ Is one of the most common childhood diseases in developed nations. 

¶ Can occur at any age. 
 
Type 2 (Non-Insulin Dependent Diabetes Mellitus) 
 

¶ Caused by either inadequate levels of insulin or insulin that does not work effectively in the body. 

¶ Most common after the age of 40, although the age of onset can be earlier. 

¶ Often, but not always, associated with obesity, particularly around the abdomen or upper body. 

¶ Found in families, but no specific genes have been found. 

¶ Responsible for 85 to 90 per cent of all diabetes in developed countries. 
 
POLICY 

 
Many residents with diabetes will have this condition prior to admission however some residents may develop this 
condition at a later stage.  The key signs and symptoms are: 

 

¶ Increased thirst 

¶ Slow healing of cuts 

¶ Frequent urination 

¶ Itching, skin infections 

¶ Feeling tired and lethargic 

¶ Blurred vision 

¶ Unexplained weight loss (for people with type 1) 
 
Long-term complications can arise from diabetes and therefore staff are to be aware of these, they include: 
 
Heart and Blood Vessel Disease 
 
People with diabetes are 2-4 times more likely to have heart disease than persons without diabetes. 
 
Blindness 
 
Adults with diabetes should have regular eye examinations to enhance the health of their eyes and to prolong their 
vision.  Over time, high blood glucose levels can damage the blood vessels that feed the retina of the eye. 
 
Kidney Failure 
 
Over time high blood glucose levels can damage the kidneys. 



 

 
Foot Ulcers 
 
People with diabetes are at risk of foot injuries due to numbness caused by nerve damage (diabetic neuropathy) 
and low blood flow to the legs and feet.   

 
PROCEDURE 
 
Diabetes is to be managed in each resident in accordance with the residents GP and/or medical specialist 
directives as set out in each resident's care plan. 
 
The main aim of diabetes treatment is to keep blood glucose levels as close to acceptable as possible, prevent 
short term effects of high and low glucose levels and prevent long term complications that can affect the eyes, 
kidneys and/or nerves.   
 
Residents with diabetes (either insulin or non insulin dependent) are to be regularly reviewed by their LMO and/or 
Medical Specialist to enhance well-being. 
 
There are four main areas of diabetes management:  
 

¶ Healthy eating 

¶ Physical Activity 

¶ Blood Glucose Monitoring 

¶ Medication 
These four areas will be discussed further. 
 
Healthy Eating 
 
Residents with either NIDDM or IDDM are to eat a healthy well balanced diet of their choice. 
 
Residents with diabetes will have access to a dietician if they request or upon medical advice to see a dietician. 
 
Physical Activity 
 
Residents with diabetes are to be encouraged to participate in physical activity of their choice in conjunction with 
relevant medical and/or allied health professionals. 
 
Blood Glucose Monitoring 
 
Residentôs blood glucose will be monitored as frequently as directed by each resident's individual GP and/or 
Medical Specialist or as assessed by relevant staff performing resident assessments. 
 
Residents will have reportable levels as directed by their GP and/or medical specialist, if this is not completed staff 
are to refer to the Reportable Clinical Marker document. 
 
Residentôs blood glucose levels will ideally fall in the acceptable level for them as set out by their GP and/or 
medical specialist or as set out on the Reportable Clinical Markers document. 
 
High blood glucose known as óHyperglycemiaò can be associated with residents with diabetes.  When the glucose 
levels in the blood stream are high, the body loses its main source of energy, even though the blood contains large 
amounts of glucose.  The build up of glucose in the blood can cause distressing symptoms and harm to the bodyôs 
cells.  Symptoms of hyperglycemia include: 
 

¶ Extreme tiredness 

¶ Excessive thirst 

¶ Blurred vision 

¶ Increased risk of infections 
 
If it is suspected a resident is hyperglycemic staff are to test the residents blood glucose level (commonly known as 
BSL), test the residents urine for the presence of Ketones in urine, contact the resident's GP and/or medical 
specialist, contact an ambulance if required. 
 
Low blood glucose known as óHypoglycemiaô can be associated with residents with diabetes.  The symptoms of 
hypoglycemia can vary from episode to episode however the symptoms may include: 

¶ Nausea 

¶ Extreme hunger 



 

¶ Cold, clammy, wet skin and/or excessive sweating  

¶ Rapid heart rate 

¶ Numbness or tingling of the finger tips or lips 

¶ Trembling  

¶ Irritability, anxiety, restlessness or anger 

¶ Confusion 

¶ Blurred vision 

¶ Dizziness, weakness lack of energy 

¶ Difficulty walking and talking 

¶ Seizures 

¶ Loss of consciousness 

¶ Low body temperature 
 
If it is suspected a resident is hypoglycemic staff are to test the resident's blood glucose level (commonly known as 
BSL), refer to BVB Hypoglycemic kits for management guidelines, contact the resident's GP and/or medical 
specialist, contact a ambulance if required. 
 
When using a blood glucose monitoring machine staff are to ensure that the manufacturers guidelines are followed 
and the machine is to be in working order, if a staff member believes a blood glucose monitoring machine is faulty 
they are to cease using the machine and report this to their supervisor. 
 
Medication 
 
Residents who have diabetes may be prescribed some medication to help with the treatment of their diabetes.  
Medication associated with diabetes includes oral (tablets) medication and also some residents may be on insulin 
injections.   
 
The delivery of insulin to resident sis usually by way of regular injections given subcutaneously, this may be either 
with a syringe and needle or with a device known as a óInsulin Penô staff are to ensure they are appropriately 
qualified to use these devices before commencing the administration of the insulin.  Residents may also be fitted 
with a continuous insulin delivery pump, these devices pump a continuous amount of insulin into the body over a 24 
hour period should a resident have one of these devices fitted staff are to ensure they are familiar with the device 
and the manufacturers guidelines and/or medical directives are followed at all times.   
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Residential Care Policies and Procedures 
 
Policy No.   131 

 

Subject:  Health Status ï change in 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To provide for continuity of care for residents and to ensure maximum health for residents and Staff: 
 
POLICY 
 
Nursing and Care staff must be able to identify a change in a residentôs usual health status and respond 
appropriately.  
 
Changes in Health Status must be investigated, responded to and documented.  
 
PROCEDURE 
 

¶ All changes in residents well-being should be accurately described and documented in the  
 Progress Notes and adjustments made to the  Care Plan when appropriate. 

 

¶ Notification of above should be made to resident's Medical Officer and other health 
 professionals (as appropriate). 

 

¶ Next-of-kin / POA (as instructed) must be informed promptly of any significant change in the 
 Residents condition and at other times on the request of the resident. 

 

¶ If the resident's safety is at risk, appropriate action should be implemented following 
 assessment by a Registered Nurse.  (The Medical Officer, Care Manager  and Next of Kin may 
 need to be contacted). 

 
RELATED POLICIES AND DOCUMENTS 
 

¶ 125 ï  Assessment of resident care needs 

¶ 152 ï Documentation 

¶ 132 ï Medical Care 

¶ 156 ï Medical & personal care records 

¶ 144 ï Vital Signs/Reportable Levels



 

 

Administration Policies and Procedures 
 
Policy No.   132 

 

Subject:  Medical Care  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To ensure that the directives of the residentôs chosen health care professional are carried out by BVB Staff. 
 
POLICY 
 
Residents are encouraged to select their own Medical Practitioner. Some Medical Practitioners do not provide 
visiting services and arrangements should be made for residents to access their preferred Practitioner in these 
circumstances at their cost.  
 
PROCEDURE 
 

¶ Residents are to receive appropriate medical care by a Doctor of their choice when needed. 
 

¶ Residents are also able to visit their Doctor of choice outside the Facility. Relatives/Representatives may be 
required to accompany the resident.  Home Care Services may be purchased if there is no relative able to 
assist with transportation. 

 

¶ A record of assessment, diagnosis and treatment is readily available to enable other medical practitioners to 
treat the resident appropriately in emergency situations. 

 

¶ A medical assessment of the resident is to be undertaken as soon as practicable following admission 
 

¶ Medical care is to be reviewed as required for ongoing assessment / adjustment of the treatment program and / 
or referral to appropriate specialists in accordance with any change in the residentôs care needs. 

 

¶ The treatment and medication prescribed by the medical practitioner is to be correctly administered. 
 

¶ After hours medical service is to be called if necessary if the resident's own doctor is unavailable. 
 

¶ Ambulance transfer to hospital for assessment may also be appropriate at times.  If this occurs the next of kin / 
POA should be notified. 

 

¶ Residents are enabled and encouraged to make informed choices about their care. 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 101 ï Accidents / Incidents 

¶ 111 ï Admissions 

¶ 125 ï Assessment  of Care Needs 

¶ 152 ï Documentation 

¶ 133 ï Medication 

¶ 156 ï Medical & Personal Care Records 

¶ 131 ï Health Status ï Change in



 

 

Administration Policies and Procedures 
 
Policy No.   133 

 

Subject:  Medication  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
 

PURPOSE 
 

To protect the safety of residents by appropriate prescription, administration, storage and disposal of drugs and to 
ensure that staff are given clear directions on the procedure to be followed in accordance with State regulations 
and good care practice:  

 
POLICY 
 
Refer to medication policy and procedure manual for comprehensive policies and procedures.   
 
 
PROCEDURE 
 
Refer to medication policy and procedure manual for comprehensive policies and procedures.  
 
Helpful Resources 
 
EMIMS on-line  
 
RELATED POLICIES AND DOCUMENTS 

 
Refer to medication policy and procedure manual numbers 500 ï 590 and Appendix  A-F for comprehensive 
policies and procedures.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 

Administration Policies and Procedures 
 
Policy No.   134 

 

Subject:  Nutritional Care  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To ensure that residents have a variety of nutritious foods and fluids in keeping with their dietary needs and special 
preferences 
 
POLICY 
 
Residents will be offered a variety of food and fluids to ensure a balanced dietary intake, incorporating residents 
likes and dislikes and special dietary requirements. 
 
PROCEDURE 
 
 

¶ A variety of foods from the five food groups will be offered to all residents. 
 

¶ Menus are planned to provide a variety of foods, and the cycle is four weekly.                         
 

¶ Special diets are to be authorised by a medical and nursing staff.  Residents and their families are to be 
counselled if special diets are necessary for therapeutic reasons.  

 

¶ A dietitian is consulted on matters relating to nutrition and diet therapy when necessary. 
 

¶ Residents are  given a choice of foods at each meal. 
 

¶ Residents' food preferences are to be identified on admission. 
 

¶ Residents' dietary intake is to be monitored by the Personal Care Staff to ensure that individual food 
intakes are nutritionally adequate. 

 

¶ Meals are served at the following times. 
 

¶ Breakfast - 7.30 am / 8 am 

¶ Midday - 12 noon  

¶ Dinner - 5 p.m  
 
The above times can be changed to suit individual residents needs. 
 

¶ Supper is  served after 7.30 p.m.  
 

¶ Snacks will be available for residents if required. 
 

¶ Weights are monitored through the use of a BMI spreadsheet 
 

¶ If reportable levels are reached for a resident, staff are to consult with the Residentôs Doctor and a 
dietician and establish a plan to improve the residentôs nutritional status as much as possible within the 
constraints of any current disease states or other relevant conditions that may be present.  

 



 

 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ Breakfast form \\server\users\Public\Master Copies\breakfast.doc 

¶ Meals preference form  

¶ Change of diet request 

¶ 144 - Vital Signs / Reportable levels 

¶ 111 ï Admission 

¶ 125 ï Assessment of Resident Care Needs 

¶ 122 ï Dementia ï Stages 

¶ 152 - Documentation 

¶ 160 ï Freedom of Choice 

¶ 132 ï Medical Care 

¶ 156 ï Medical and Personal Care Records 

¶ 131 ï Health Status ï Change in 
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Residential Care Policies and Procedures 
 
Policy No.   135 

 

Subject:  Oxygen Therapy 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
Oxygen is to be used with caution in accordance with this policy 
 
POLICY 
 
Oxygen therapy should be administered  by and/or under the direction of a RN Div 1 / RN Div 2 and understand the 
bodyôs response to oxygen. 
Oxygen Cylinders are available in all areas for emergency use. 
 
PROCEDURE 
 
Oxygen is required by the body to facilitate the breakdown of glucose into a useable energy form.  It is an 
odourless, tasteless, colourless gas, necessary for life.   It passes into the body through the respiratory system and 
is transported to the bodyôs cells by haemoglobin, attached to red blood cells.   Supplemental oxygen added 
oxygen added to inspired air increases the amount of oxygen in the blood, increasing the amount of oxygen 
delivered to the tissues. 
 
1. DEFINITION: 
 
Oxygen therapy is a procedure in which oxygen is administered at a concentration that is greater than that found in 
the environmental atmosphere.  The aim of oxygen therapy is to provide adequate oxygen transport in the blood, 
decreasing the work of breathing and reducing stress on the myocardium of the heart. 
 
2.  ASSESSMENT: 
 
Hypoxaemia Is a decrease in arterial oxygen tension in the blood.  Manifestation of hypoxaemia may 

present with changes in mental status, dyspnea, increased blood pressure, changes in 
heart rate, dysrhythmias, diaphoresis and cool extremities.   Hypoxaemia usually leads 
onto hypoxia. 

 
Hypoxia           is a decrease in oxygen supply to the tissues.  If severe enough hypoxia can be life 

threatening.  Rapidly developing hypoxia causes changes in the central nervous system 
due to the higher neurological centres being more sensitive to oxygen deprivation.  This 
may be presented resembling alcohol intoxication with incoordination and impaired 
judgement.  Long term hypoxia as caused chronic obstructive pulmonary disease and 
chronic congestive heart failure, may present with fatigue, drowsiness, apathy, 
inattentiveness and delayed reaction time. 

 
Hypoxaemic      Results from decreased oxygen levels in the blood, which leads to hypoxia decreased 

oxygen diffusion into the tissues.  Causes can be pulmonary  embolism. 
                       
 
Circulatory Results from inadequate blood circulation.  It can be caused by  
hypoxia. decreased cardiac output, local vascular obstruction, shock, and cardiac arrest.  This is 

treated by identifying and treating the underlying cause. 
    
Oxygen is indicated for use in patients who have suspected hypoxaemia or respiratory distress from any cause.  
Acute chest pain if myocardial infarction is suspected.  Shock from any cause or major trauma. 
 
 
 



 

 
3.  METHODS OF ADMINISTRATION: 
Oxygen is usually dispensed from a piped system or an oxygen cylinder.  A reduction gauge is used to reduce the 
pressure to a working level and a flow meter regulates the flow of oxygen in litres per minute. 
 

Device Suggested Flow 
Rate (l/min) 

O2  Percentage Advantages Disadvantages 

 
Nasal Cannula 
( prongs) 
( low to medium 
concentration ) 

 

1-2 

3-5 

 

23-30 

30-40 

Lightweight, 
comfortable, 
inexpensive, easy 
to use while eating 
and doing activity. 

 
Dries nasal mucosa, 
not precisely 
accurate 

Mask, Simple 
( low to medium 
concentration ) 
 

 

6-8 

 

40-60 

 
Simple to use, 
inexpensive 

Can be poor fitting, 
not precisely 
accurate, must be 
removed to eat 

 
Mask, Venturi 
 
( moderate 
concentration ) 
 

 

4-6 

6-8 

 

 

24,26,28 

30,35,40 

Provides low levels 
of supplementary 
O2 , accurate 
delivery, additional 
humidity available 

 
 
Must be removed to 
eat 

Oxygen 
Concentrators 
( usually used in 
the home 
setting/on going 
use ) 

 
1-4 

 
Approx 36 

Relatively portable, 
easy to operate, 
cost effective. 

More maintenance 
than other systems, 
cannot deliver flows 
in excess of 4 litres. 

 
PREPARING A CYLINDER FOR USE: 
 
A full cylinder should have a plastic stopper inserted in the valve outlet, or if a smaller cylinder, plastic tape wound 
around the outlet. 
 
When preparing a cylinder for use: 
 
Ç Check the external condition and colour of the cylinder and make sure that it is an oxygen cylinder. 
Ç Check the valve and outlet port, and wipe them clean. 
Ç Remove the plastic stopper or tape and check for moisture in the outlet port. 
Ç Point the cylinder away from you and ócrackô the valve for one second. 
Ç Ensure the valve is turned off tightly. 
 
CONNECTION OF OXYGEN EQUIPMENT: 
 
When the selected cylinder has been prepared, connect the equipment as follows. 
 
Ç Attach the appropriate yolk device, ensuring that the valve fittings correspond to those on the valve stem. 
Ç Tighten the locking screw gently with a cylinder spanner (larger cylinders), or ófinger tightô (smaller cylinders). 
Ç Attach appropriate oxygen therapy devices. 
 
STORAGE OF CYLINDERS: 
 
Oxygen cylinders should be stored carefully and in accordance with relevant Government regulations.  Prior to 
storing cylinders, you should contact BVB OH&S representative for direction and advice.   
 
Some important points to remember are: 
Ç Cylinders should be kept cool, dry and undercover. 
Ç All cylinders should be kept in a secure but accessible area near the oxygen equipment. 
Ç Cylinders should be contained or secured to prevent movement and precautions should be taken to prevent 

them falling over. 
Ç The storage area should be out of direct sunlight and away from heat. 
Ç Do not store near grease or oil. 
Ç Full and empty cylinders should be clearly marked and kept stored separately. 
Ç The storage area should have the regulation signage. 
Ç There should be no naked flames or smoking allowed within 25 metres of stored oxygen cylinders. 
Ç Empty cylinders should be returned for filling without delay. 



 

 
PROCEDURES FOR ADMINISTERING OXYGEN: 
 
BY FACE MASK: 
 
Ç Reassure the person 
Ç Explain the need for oxygen therapy 
Ç Explain that the oxygen mask will assist with breathing 
Ç Select mask  
Ç Connect oxygen tubing to mask 
Ç Connect oxygen tubing to flow meter 
Ç Turn on the oxygen 
Ç Turn on flow meter to appropriate rate ( lts/min ) 
Ç Place mask comfortably over persons face, covering the mouth and nose 
Ç Adjust straps 
Ç Adjust metal strip over nose 
Ç Continue to reassure the person 
Ç Continue to observe the person 
Ç Document procedure 
 
BY NASAL PRONGS: 
 
Ç Reassure the person 
Ç Explain the need for oxygen therapy 
Ç Explain the oxygen  mask will assist with breathing 
Ç Select appropriate size nasal prongs      Diagram A: 
Ç Connect oxygen tubing to flow meter 
Ç Turn on the oxygen 
Ç Turn on flow meter to appropriate rate ( lts/min ) 
Ç Place tips into persons nostrils 
Ç Place tubing over and then under persons ears ( as in Diagram A ) 
Ç Adjust for comfort 
Ç Secure tubing to residentôs clothing 
Ç Continue to reassure the person 
Ç Continue to observe the person 
Ç Document procedure 
 
4. ADVERSE  EFFECTS: 
 
Excessive oxygen may produce toxic effects of the lungs and central nervous system or it may depress ventilation 
eg COPD patients.  Signs of inadequate oxygenation should be observed for when oxygen is administered, and the 
resident should be assessed frequently for: confusion, restlessness progressing to lethargy, diaphoresis, pallor, 
tachycardia, tachypnea, and hypertension.  As a medication, oxygen can have serious side effects such as oxygen 
induced hypoventilation and atelectasis (collapsed lung).  Another potential side effect and perhaps the most 
serious is oxygen toxicity.  This may occur when oxygen is administered at too high a concentration for an 
extended period.  Signs and symptoms of oxygen toxicity include substernal distress,  paresthesias, dyspnea, 
restlessness, fatigue, malaise, progressive respiratory difficulty and an alveolar pattern on chest x-ray. 
 
Any signs of adverse effects should be documented and reported to LMO immediately for further treatment.  
Ambulance transfer to hospital may be required. 
 
5. CARE IN THE USE OF OXYGEN: 
 

Oxygen for medical use: 
 

Medical oxygen is stored under pressure (up to 13,400 kPa ) in steel or aluminium cylinders.  These cylinders can 
be identified by the following features. 
 

Ç Australian standard pin index valve for oxygen equipment. 
Ç Black bottle with white collar. 
Ç The cylinders should be labelled óMedical Oxygenô. 
 

Common cylinder sizes are: 
 

Ç óBô ï 200 litres when full 
Ç óCô ï 400 ï490 litres when full 
Ç óDô ï 1500 litres when full 
Ç óGô ï 7600 litres when full 



 

 
6.   SAFETY WITH OXYGEN: 
 
Ç DONôT drop or roll cylinders 
Ç DONôT  completely empty a cylinder ï leave pressure in the cylinder to prevent moisture entering 
Ç DONôT expose cylinders to extreme heat or flame 
Ç DONôT smoke near oxygen equipment 
Ç DONôT  use petroleum based oil or grease products near oxygen equipment 
 
7.   The minimum contents of a portable resuscitation unit should be: 
 
Ç oxygen cylinder not less than half full 
Ç regulator and flow meter ( regulator may incorporate the flow meter ) 
Ç oxygen therapy mask  
Ç oxygen therapy tubing 
Ç oxygen cylinder key-wheel 
Ç spare bodock seal 
 
Additional supplies may include 

 
Ç suction unit ( manual or oxygen powered ) 
Ç guedel airways sizes 1, 2, 3 and 4 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 101 ï Accidents / Incidents 

¶ 111 ï Admissions 

¶ 102 ï Ambulances 

¶ 125 ï Assessment Resident Care Needs 

¶ 151 ï Consent 

¶ 152 ï Documentation 

¶ 132 ï Medical Care 

¶ 156 ï Medical & Personal Care Records 



 

 

Administration Policies and Procedures 
 
Policy No.   136 

 

Subject:  Pain Management  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure  all residents are as free from pain as possible: 
 
POLICY 
 
DEFINITION: 
 
Pain is a very individual experience and therefore difficult to measure.  Hence, only those with pain can 
communicate their perception of its presence and intensity.  This communication may be verbal, or non-verbal eg. a 
change in usual behaviour. 
 
All residents entering the Facility will have a Pain Assessment. 
 
If pain is present, a detailed assessment is to be undertaken including: 
 

a) location; 
b) pattern  and character; 
c) residents response to the pain; 
d) factors that may bring on the pain; 
e) factors that may relieve the pain, etc. 

 
 

PROCEDURE 
 
 

¶ The resident is to be referred to a Doctor for diagnosis of cause of pain and management strategies. 
 

¶ Pain management is to be developed in consultation with the resident/ representative. 
 

¶ The management program is to be reviewed and evaluated as appropriate. 
 

¶ Efficiency of the pain management should be documented and regularly reviewed. 
 

¶ Alternative measures of pain relief other than medication are also to be considered in relation to pain 
management.  These may include: 

 
a) Physical methods of pain control eg 

§ change of position 

§ applications of heat/cold 

§ massage and vibration 

§ electrical stimulation techniques (eg: Laser therapy .. see policy 155) 
 

b) Psychological methods of pain control eg. 

§ communicating 

§ sensory distraction and diversion 

§ music therapy 

§ relaxation techniques 
 
 
 
 



 

¶ If residents receiving regular pain medication leave the Facility short term for any reason (social or hospital 
appointment) they are to be provided with appropriate pain cover. 

¶ Residents should have an approved pain assessment completed upon admission and reviewwed as 
necessary.  
 
 
 

RELATED POLICIES AND DOCUMENTS 
 
Approved Assessments are:  

¶ Wecare pain assessment available through the WeCare system 
¶ BVB comprehensive care plan and assessment tool \\server\users\Public\Master Copies\Comprehensive Assessment 

& Care Plan tool 2008.doc 

 
Related Policies 

¶ 170 ï Lifestyle and recreational programs 

¶ 111 ï Admissions 

¶ 125 ï Assessment of Resident Care Needs 

¶ 152 ï Documentation 

¶ 132 ï Medical Care 

¶ 131 ï Health Status ï Change in 

¶ 141 ï Use of Laser treatments for wounds and pain 
 

file:///C:/Documents%20and%20Settings/Betty.BVB/Local%20Settings/Temporary%20Internet%20Files/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/Public/Master%20Copies/Comprehensive%20Assessment%20&%20Care%20Plan%20tool%202008.doc
file:///C:/Documents%20and%20Settings/Betty.BVB/Local%20Settings/Temporary%20Internet%20Files/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/Public/Master%20Copies/Comprehensive%20Assessment%20&%20Care%20Plan%20tool%202008.doc


 

 
 

 

Residential Care Policies and Procedures 
 
Policy No.   137 

 

Subject:  Resident Weights 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 

Now incorporated into policy 144     Subject: Vital Signs/Reportable Levels and Resident Weights 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

 

 

Residential Care Policies and Procedures 
 
Policy No.   138 

 

Subject:  Syringe Driver 
 
Effective Date:  July 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To give staff a clear understanding of how to use a syringe driver 

 
POLICY 

 
Staff will follow manufacturers guidelines and instructions when using a syringe driver 
 
Staff will only use a syringe driver after consultation with residentôs usual medical doctor and/or medical specialist 

 
PROCEDURE 
 
Staff are to consider each residentôs medical and/or surgical history and current care needs before commencing the 
use of a syringe driver 
 
Staff will clean the syringe driver between resident use and on a prn basis 
 
Syringe drivers are to be management by RN Div 1 in consultation with residents General Practitioner and/or 
medical specialist 
 
Staff are to accurately document the use of syringe driver in residents care plan and/or progress notes 
 
Staff are to ensure the syringe driver is in optimal working condition as per manufacturers guidelines, prior to and 
during use. 
 
If staff have reason to believe the syringe driver is faulty or out of order they are to cease use of equipment and 
report this to the supervisor of the area. 
 

RELATED POLICIES AND DOCUMENTS../../../serverusersReception%22 l - index 

 
133 - Medication 
131 ï Health Status ï Change in 
125 ï Assessment of Resident Care Needs 
132 ï Medical Care 
152- Documentation 
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Residential Care Policies and Procedures 
 
Policy No.   139 

 

Subject:  Temperature taking 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 

 
 
 
 
 

POLICY 
 
 
 
 
 
 
 

PROCEDURE 
 
 
 
 
 
 
 
 

RELATED POLICIES AND DOCUMENTS../../../serverusersReception%22 l - index 
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Residential Care Policies and Procedures 
 
Policy No.   140 

 

Subject:  Urinalysis 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 

To provide guidelines for staff to perform urinalysis. 

 

The purpose of performing urinalysis is to gain an understanding of a residentôs current clinical status. 

 

POLICY 
 
Urinalysis should be performed as part of a Resident admission, continence care review or at other appropriate 
times as clinically indicated.  
 

Sticky Labels should be available in all treatment rooms for recording results.  
 
A urinalysis is a term used to describe a process used to examine urine chemical and/or physical means.  
Urinalysis consists of whole host of chemical and microscopic tests, and it is a useful screening tool for diseases 
such as urinary tract infections, renal disease, and other diseases of the body which result in the formation of 
compounds that can be detected in the urine at abnormal levels.  The urinalysis has proven itself as a procedure 
that can be performed relatively quickly and easily while providing the medical staff with lots of useful information. 
(www.virtualmedicalcentre.com created on 22/3/2006 accessed via World Wide Web 3/12/2007) 
 
PROCEDURE 

 
1. Collect fresh urine in a yellow lid specimen container. 

2. Check regent strips ï within used by date. 

3. Dip one reagent stick completely into urine as per manufactures instructions. 

4. When pulling stick out of urine, run one edge along the rim of the jar to remove excess urine 

5. Hold stick flat to prevent colours mixing. 

6. 30 seconds after dipping reagent stick into urine, compare coloured areas to chart on the bottle.  

7. Begin with glucose moving upwards toward top. Note that leucocytes time is 2 full minutes. 

8. Record results as you go ï see below for details 

9. Be sure to wash your hands. Wearing gloves is recommended.  

 

Analyte  What is it? Normal results Abnormal results could 
indicate 

Glucose  
 

Sugar Negative to Trace Diabetes 

Bilirubin Comes from the normal 
breakdown of blood cells 

Negative Liver disease 

Ketones Comes from body using 
stored body fat for energy 

Negative Diabetes, weight loss 

Specific Gravity  Proportion of dissolved 
solids to fluids 

1.005 to 1.030 Low: diabetes 
High: dehydration, liver 
disease 

Blood Blood cells or parts of 
dead blood cells 

Negative Urinary tract infection or 
kidney disease 

http://www.virtualmedicalcentre.com/


 

pH  Acidity or alkalinity 5.0 to 6.0 Low (acid) ï high protein 
diet, diabetes 
High (alkaline) ï Infection, 
some medications can cause 
this 

Protein  Normal albumins and 
globulins in body 

Negative to Trace Kidney disease, urinary tract 
infection 

Urobilinogen  Comes from bilirubin 0.2 to 1.0 mg/dL Liver disease 

Nitrite  Comes from bacteria Negative Urinary Tract infection 

Leukocytes  White blood cells Negative Urinary tract infection 

 

 
    STICKY 

LABEL 
 

NAME: 
SUITE: 
 
Colour  
Appearance  
Glucose  
Bilirubin  
Ketone  
S G  
Blood  
pH  
Protein 
Urobilinogen 
Nitrites 
Leucocytes 

 
 
 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 142- Urinary Tract Infections 

¶ 111 ï Admissions 

¶ 125 ï Assessment of Resident Care Needs 

¶ 152 ï Documentation 

¶ 156 ï Medical and Personal Care Records 

¶ 131 ï Health Status ï Change in 

¶ 224 ï Hand washing 

¶ 228 ï Protective clothing 

¶ 232 ï Waste Management 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Report the results on a label using the following as a guide. Be sure to time 
and date the entry when the label is stuck into the residentôs file:  

1. Urine colour as: colourless, straw, yellow, amber, red, brown, blue, or 
green.  

2. Urine appearance as: clear, slightly cloudy, moderately cloudy, or 
turbid.  

3. Glucose as: negative, 100, 250, 500, 1000, or Ó2000 g/dL.  
4. Bilirubin as: negative, small, moderate, or large.  
5. Ketone as: negative, trace, small, moderate, or large.  
6. Specific gravity as: 1.000, 1.005, 1.010, 1.015, 1.020, 1.025, or 1.030.  
7. Blood as: negative, trace, small, moderate, or large.  
8. pH as: 5.0, 6.0, 6.5, 7.0, 7.5, 8.0, or 8.5.  
9. Protein: negative, trace, 30, 100, 300, 2000 
10. Urobilinogen as: normal, 2, 4 or 8  
11. Nitrites as: negative or positive.  
12. Leucocytes as: negative, trace, +, ++, or +++ 

 



 

 
 
 
 
 
 

Residential Care Policies and Procedures 
 
Policy No.   141 

 

Subject:  Laser Treatment for wounds  
  and pain 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
The TerraQuant MQ2000 is a non-invasive laser device used in wound healing and pain management. This policy 
will outline the procedures to be followed when it is believed that a resident may benefit from the use of the device . 
 
 
POLICY 
 
A variety of pain management techniques should be considered in the overall care of residents. The Hostel and 
Manor have invested in a Laser for wound care and pain management.   This is a medical device and should be 
used strictly according to this policy.  
 
 
PROCEDURE 
 

1. Resident use: 
 

a. A complete Nursing Assessment undertaken and documented in relation to the problem for which 
the laser will be used to treat. 

b. Discussions are to be held and documented with the Residentôs GP to confirm that they approve 
the treatment. 

c. Discussions are to be held and documented with the Resident and / or family members to obtain 
consent for the proposed treatment.  

d. A treatment plan is to be documented on an acute care plan. 
e. Evaluation of the progress and outcome of the treatment is to occur as per the usual cycles.  
 

2. Health and Safety requirements. 
  

a. The machine is to be operated according to the precise directions outlined in the Terraquant 
operator manual. The guidelines for laser pulse frequency and program duration should be 
followed exactly and not altered without written orders from the Residents GP or Treating 
specialist.  

b. Protective eyewear should be worn whilst operating the machine near the face. A sign ñTreatment 
session underwayò or similar, should be displayed on the door of the room where the laser 
machine is being operated.  

c. The machine should never be used on or in the vicinity of, a person with a pacemaker.  
d. The machine is only to be operated by a staff member who is appropriately trained to do so. The 

staff member should have read and understood the TerraQuant operator manual and obtained 
approval from their supervisor to use the machine.  

e. The machine is to be stored safely in the locked medication rooms in the Manor when not in use.  
f. Damage or malfunction of the machine is to be reported immediately  to the Care Manager and the 

machine not to be used if damage or malfunction is suspected.  
g. The machine will be tagged and tested in accordance with electrical safety requirements and will 

not be used if the safety tag has been removed.  
h. Staff members wishing to use the machine for their own purposes must seek and obtain 

permission to do so first.  
 



 

 
 

RELATED POLICIES AND DOCUMENTS 
 

¶ 125 ï Assessment of Resident Care Needs 

¶ 151 ï Consent 

¶ 152 ï Documentation 

¶ 156 ï Medical & Personal Care Records 

¶ 136 ï Pain Management 

¶ 145 ï Wound Management 

¶ 228 ï Protective Clothing 

¶ 752 ï Maintenance of equipment 

¶ 435  - Staff Competencies 



 

 
 
 

Residential Care Policies and Procedures 
 
Policy No.   142 

 

Subject:  Urinary Tract Infections 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 

 
Urinary tract infections (UTI) represent one of the most commonly seen bacterial infections 
within the community. These occur frequently in the elderly and require thorough assessment 
and prompt treatment.  
 
POLICY 

 
Residents with a UTI should be assessed every shift by nursing staff for signs and symptoms 
suggesting progression of infection and/or worsening of overall condition: 
 
 
PROCEDURE 

 
Urinary tract infection is the presence of pathogenic micro-organisms in the urine, urethra, bladder, kidney, or 
prostate.  
 
Pyelonephritis is an infection of the upper urinary tract including the kidneys that usually develops as a complication 
of lower UTI when bacteria travels up the urine tract, pyelonephritis can develop rapidly into septicaemia if not 
managed correctly and promptly. 
 
Assessment  
Initial assessment 
The most common presenting signs and symptoms of UTI are: 

¶ Dysuria (difficulty voiding)  

¶ Frequency 

¶ Suprapubic discomfort and tenderness (above the pubic bone) 

¶ Urgency  

¶ Hematuria (blood in urine) 

¶ Nocturia (goes to toilet many times at night) 

¶ Cloudy and/or foul smelling urine. 
 
Residents with pyelonephritis (kidney infection) present with the following signs and symptoms: 

¶ May or may not have symptoms of lower UTI 

¶ Pain (side of abdomen over kidney site) 

¶ Fever 

¶ Nausea and vomiting 

¶ Diarrhoea 

¶ General malaise.(feeling tired & generally low) 
 
Older adults frequently present with atypically signs and symptoms such as falls, immobility, increased confusion , 
shock, anorexia or poor general health.  
 



 

Investigations 
Diagnosis of lower UTI or pyelonephritis (kidney infection) is dependent on presence of bacteriuria and pyuria. The 
following investigations should be conducted to confirm diagnosis and severity of illness and to direct antimicrobial 
therapy choices. 
 
Urinalysis 
 
For residents suspected of having a UTI, a clean catch mid-stream urine (MSU) specimen should be collected for 
urine dipstick analysis. This test checks for the presence of white blood cells (pyuria) and nitrates in the urine. 
 

¶ Pyuria test: looks for white blood cells 

¶ Nitrate Test: Detection of nitrates indicates the presence of nitrate-producing bacteria in the urine.  
 

Urine Microscopy and Culture  
Urine culture traditionally used to confirm a diagnosis of UTI diagnosis. An MSU should be collected prior to 
commencement of antimicrobial therapy. Success in bacteria isolation depends on specimen collection technique. 
Fifty percent of MSUs fail to detect specific pathogens in symptomatic Residents due to incorrect specimen 
collection technique.  
 
Urine culture is indicated in the following circumstances:  

¶ Doubt about the diagnosis  

¶ History of recent urinary infection (within the last 3 weeks) suggesting relapse of the previous infection and a 
degree of antibiotic resistance 

¶ History of recent urinary tract instrumentation (eg catheterisation) 

¶ Presence of diabetes 

¶ Populations with high risk of infection with resistant organisms (e.g RACF residents) 

¶ Elderly Residents presenting with atypically signs and symptoms. 
 
Urine for microscopy and culture should be refrigerated at 4oC whilst awaiting processing, which should be 
performed as soon as possible after MSU collection. Urine that has been stored at 4oC for up to 48 hours is 
suitable for culture, but not for microscopy. 
 
Ongoing Assessment  
Residents should be assessed every shift by nursing staff for signs and symptoms suggesting progression of 
infection and/or worsening of overall condition: 

¶ Rigours (indicate ongoing bacterial sepsis) 

¶ Pain 

¶ Ongoing dysuria, frequency or hematuria 

¶ Fever 

¶ Dehydration (eg dry tongue, tissue turgor, urine colour). 

¶ Residents should be referred for review at an acute hospital facility if there is persistent high fever and/or 
rigors, vomiting, or significant pain for longer than 48 hours.  

¶ The resident should be reviewed by his or her GP within 48hrs to determine progress and check urine culture 
results. MSU should be repeated 10-14 days after treatment to ensure clearance.  

 
Management 
 
Oral antibiotics 
As prescribed by the GP, strictly according to schedule.  
 
Fluids 
Dehydration should be corrected and Residents with severe vomiting may require either intravenous or 
subcutaneous re-hydration. Increasing fluid intake is common advice for women suffering from lower UTI, however 
the effectiveness of increasing fluids to 'wash out' the bladder has not been clearly established and may cause 
distress to Residents with dysuria.  
 
 
 
 
 
 
 
 



 

RELATED POLICIES AND DOCUMENTS 
 

140 ï Urinalysis 
262 ï Infection reporting criteria 
263 ï Monitoring of Infections 
226 ï Laboratory Specimens 
156 ï Medical and Personal Care Records 
131- Health Status- Change in 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

 

Residential Care Policies and Procedures 
 
Policy No.   143 

 

Subject:  Vistrak Wound Management System 
 
Effective Date:  July 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 

 
To give staff a clear understanding of how to use the Visitrak Wound Management System 

 
POLICY 

 
Staff will follow manufacturers guidelines and instructions when using a syringe driver 

 
The Visitrak System is a system by which the progress of healing can be tracked in order to establish the correct 
wound management program for each individual 

 
PROCEDURE 
 
Staff are to consider each residentôs medical and/or surgical history and current care needs before commencing the 
use of the Visitrak 
 
Staff are to clean the Visitrak between residents and on an as needs basis.   
 
The Visitrak Wound Management System is kept in the Village Sisters office.   
 
Staff are to sign the Visitrak in and out when taking the Visitrak for use, a logbook is kept with the Visitrak for this 
purpose 
 
Visitrak Wound Management System is only to be used by RN Div 1 or Div 2. 
 
Staff are to accurately document the use of the Visitrak system in each residents care plan, progress notes and/or 
wound chart 
 
Staff are to ensure machine is in optimal working condition as per manufacturers guidelines. 
 
If staff have reason to believe the Visitrak is faulty or out of order they are to cease use of machine and report this 
to the supervisor of the area. 
 

RELATED POLICIES AND DOCUMENTS../../../serverusersReception%22 l - index 

 
109 ï Minimal Lift Policy 
107 ï Voyager Instructions 
125 ï Assessment of Resident Care Needs 
152 - Documentation 
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Residential Care Policies and Procedures 
 
Policy No.   144 

 

Subject:  Vital Signs/Reportable/Levels 
 
Effective Date:  May 2010 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
Vital Signs offer clues to diseases and help evaluate change in condition 
 
Definition 
 
Vital signs are the measurement of the body temperature, height, weight, pulse rate respiration rate, blood pressure 
and oxygen saturation.  Vital signs are indicators of oneôs overall health 

 
POLICY 
 
To monitor the vital signs of the resident to assist in the detection of adverse events and achieve optimal level f 
care to the resident.   
 
To identify issues related to the individuals and to act accordingly to the LMO/residentôs recommendations 
 
Staff are to engage the assistance of their supervisor and/or Div 1 nurse if vital signs are outside of acceptable 
limits for the resident in question. 
 
If staff are using equipment to gain the vital signs readings and they believe the equipment is malfunctioning they 
are to cease using the equipment and report this malfunction to their supervisor immediately. 
 
Residents are weighed on a regular basis depending upon need (for example weekly, fortnightly or monthly). 
 
The recording of vital signs is to be completed by the staff member involved with gaining the data and should be 
recorded in the correct documentation format (either on resident charts in their files or on the computer system). 
 
Residents weight details are calculated for body mass index (BMI) recording, this involves the calculation of a BMI 
for each resident.  BMI is an estimate of total amount of body fat and so therefore gives an indication about general 
well being.  This figure is calculated by dividing weight in kilograms by height in metres squared (m2), this results in 
a single figure.   
 
BMI results are set out below: 
 

¶ BMI reading under 18 ï underweight and possibly malnourished 

¶ BMI reading under 20 ï underweight and should possibly gain a little weight 

¶ BMI reading 20-25 ï healthy weight range 

¶ BMI reading 26-30 ï overweight and should possibly loose some weight 

¶ BMI reading over 30 ï obese and should consider loosing weight 
 
 
For all other reportable levels staff are to see the óReportable Clinical Markersô document located on the public 
master copies section of BVB computer network 

 



 

PROCEDURE 
 
BODY TEMPERATURE 
Body temperature is taken with a thermometer.  Electronic thermometers are used within BVB (see manufacturers 
guidelines for instructions on use) 
 
HEIGHT 
Height is measured by using a tape measurement that measure height in metres and centimeters 
 
BODY WEIGHT 
Weight is measured on scales and recorded in kilograms.  Scales used within BVB are either those that residents 
stand on or the use of a weigh chair may be indicated for residents unable to stand on scales.  See manufacturers 
guidelines for the operation of this equipment. 
 
PULSE RATE AND RHYTHM 
Pulse rate is determined by counting the number of times the heartbeats in a minute.  The pulse is checked either 
radially (at the wrist) or by the carotid pulse (at the neck).  Pulse rate may also be obtained by using equipment 
(pulse oximeter or automatic blood pressure machine).  If taking a pulse reading manually, staff are not to use their 
thumb to record the measurement, they are to use the index and middle finger.  The rhythm should be regular with 
no missing beats. 
 
RESPIRATION RATE 
This is the process of counting the number of breathers taken in a minute 
 
BLOOD PRESSURE 
Blood pressure is a measurement focusing on the force of the circulating blood o the walls of the arteries.  The 
blood pressure is measured using a piece of equipment called an sphygomometer and this may either be electronic 
or manually operated. 
 
OXYGEN SATURATION 
Oxygen saturation is a test carried out to check if there is sufficient oxygen being carried by red bloods cells 
through the arteries to the internal organs and tissues.  This reading is expected to be 95-100% and is obtained by 
the use of a pulse oximeter; this is a small non-invasive device that clips over the finger to gain the reading.  For 
use of this equipment staff are to see the manufacturers details related to the exact model being used in their area.   
 
References 
 
Better Health Channel. (2008). Body Mass Index (BMI). Retrieved May 20, 2008 from 
www.betterhealth.vic.giv.au/bhcv2/bhcsite.nsf/pages/bmi 
 
Harvard Health Publications. (2008). Oxygen Saturation Test. Retrieved May 20, 2008 from 
www.health.harvard.edu/diagnostic-tests/oxygen-saturation-test.htm 
 
RELATED POLICIES AND DOCUMENTS 
 
125 ï Assessment of Resident care Needs 
126 ï Automatic Blood Pressure Machines\ 
128 ï Chronic Obstructive Pulmonary Disease 
131 - Health Status ï Change In 
132 ï Medical Care 
152- Documentation 
134 ï Nutritional Care 
135- Oxygen Therapy 
139- Temperature Taking 
146- Accepted Abbreviations 
151 ï Consent 
156- Medical and Personal care Records 
157 ï We Care system 
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REPORTABLE CLINICAL MARKERS 
These are important changes in a Residentôs condition that require review and further action. The results 

and what action was taken MUST be documented clearly. 

 

BLOOD GLUCOSE: (Always review and report to RN Div 1) 
  HIGH: over 12 for 2 consecutive days 
   over 12 PLUS Ketones in urine AT ANYTIME 
  LOW: Under 3 AT ANYTIME 

BLOOD PRESSURE: (Always review and report to RN Div 1) 

¶ HIGH Systolic:  160 for 2 consecutive days 
  Diastolic: 100 

¶ LOW Systolic under 100 
Systolic under 100 AND pulse over 100 - REQUIRES IMMEDIATE MEDICAL 

ATTENTION 

PULSE: (Always review and report to RN Div 1)  

¶ Report if less than 40 beats per minute or over 120 beats per minute 

TEMPERATURE: (Always review and report to RN Div 1) 

¶ Over 38 degrees Celsius 

URINALYSIS: (Always review and report to RN Div 1)   

¶ Blood, pus, leukocytes or nitrites in the sample.  

BREATHING: (Always review and report to RN Div 1) 

¶ DIFFICULTY IN BREATHING at anytime 

¶ RESPIRATIONS under 5 or over 20  

¶ SaPO2 (oxygen saturation measured by pulse oximeter) less than 90. 

CHANGE IN CONSCIOUS STATE: (Always review and report to RN Div 1) 
 E.g. Drowsy, unresponsive, sudden confusion 

WOUND THAT HAS AN OFFENSIVE ODOUR: (Always review and report to RN Div 1) 

DIARRHOEA: (Always review and report to RN Div 1) 

VOMITING: (Always review and report to RN Div 1) 

¶ Vomit that looks like coffee or containing blood REQUIRES IMMEDIATE MEDICAL 
ATTENTION. 

What should you do:  
 
1. Check the equipment ï is it working properly? 
2. Re-check the Resident ï did you get the same or similar result? 
3. Notify your supervisor / RN Div 1 of the result 

a. If no supervisor is on duty, consult with RN Div 1: 
i. Staff who are competent in clinical assessment should complete a full vital signs 

assessment including Pulse, Blood pressure, Temperature, Pain levels, and BSL 
(if relevant) and then contact the GP. 

4. Document the results and assessments exactly including exactly what you did about it é remember 
to sign off with your signature and designation. 

 
IF IN DOUBT ï ASK ANOTHER STAFF MEMBER 

 
 
 
 
 



 

  

Residential Care Policies and Procedures 
 
Policy No.   145 

 

Subject:  Wound Management 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure that there is a record of diagnosis, treatment plan and ongoing review where skin conditions have been 
identified: 
 
POLICY 
 
Wound management must be appropriate to the type of wound and follow contemporary practice. 
 
Aseptic technique is to be performed by a Registered Nurse Division 1 or 2 and instructions on the resident's care 
plan, must be followed.   

 
From time to time the Registered Nurse may teach a Personal Carer simple dressing of wounds using the 
Principles of Aseptic Technique. When such a Personal Carer becomes competent, he/she may perform such 
dressings when directed to by a Registered Nurse. 
 
Competency skills must be assessed by the Supervisor / Manager. 
 
PROCEDURE 
 
 
Assessment and evaluation by an appropriately qualified person of progress of healing of wound or otherwise is to 
be recorded on the wound care chart daily, or as appropriate - depending upon the type of wound dressing and the 
nature of the wound. 
 
Changes are to be made to Personal Care Plan as appropriate. 
 
If changes are made to the type of wound dressing an explanation for this change is to be documented in the 
residents' progress notes.  Continuity of care is expected, unless there is deterioration of wound healing. 
 
All wound details are to be documented on wound care charts. 
 
Dispose of soiled dressings and bandages appropriately. 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 125 ï Assessment of Resident Care Needs  

¶ 152 ï Documentation 

¶ 156 ï Medical & Personal Care Records 

¶ 131 ï Health Status ï Change in 

¶ 220 ï Aseptic Technique 

¶ 224 ï Hand Washing 

¶ 228 ï Protective Clothing 

¶ 232 ï Waste Management 

¶ 435 ï Staff Competencies 

¶ Wound chart \\server\users\Public\Master Copies\Wound Chart.doc 
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Residential Care Policies and Procedures 
 
Policy No.   146 

 

Subject:  Accepted Abbreviations  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To ensure consistency among staff and visiting health professionals, regarding the use of abbreviations. 
 
POLICY 
 
The general use of abbreviations is not recommended as there are many abbreviations that use the same letters 
and can mean very different things. The list below can be used if documenting and time does not permit use of the 
full word or words.  
 
  
PROCEDURE 
 
Only the abbreviations listed below are to be used in this facility. 
 
ABBREVIATIONS: 
 
AAA  abdominal Aortic aneurysm 
ABS  acute brain syndrome 
ACCR  Aged Care Client Record 
ACFI  Aged Care Funding Instrument 
ADL  activities of daily living 
A & E  accident and emergency 
AF  atrial fibrillation 
AKA  above knee amputation 
AMI  acute myocardial infarction 
ante  before 
AOR  at own risk 
AP  anterior-posterior 
APATS  Aged Psychiatric Assessment Team 
APO  acute pulmonary oedema 
APTT  activated partial thromboplastin time 
ARDS  acute respiratory distress syndrome 
ARF  acute renal failure 
AROM  active range of movement 
ASAP  as soon as possible 
AVR  aortic valve replacement 
 
BA  bowel action 
b.d.  twice per day 
BCC  basal cell carcinoma 
BKA  below knee amputation 
BNO bowels not open, bladder neck 

obstruction 
BO  bowels opened 
BP  blood pressure 
BSA  body surface area 
BSL  blood sugar level 
 
c  with 

co  centigrade 
Ca  cancer 
CABG  coronary artery bypass graft 
CATS & IOL removal of cataracts and intro ocular 

lens implant 
c.c.   
with food 
CCF  congestive cardiac failure 
CF  cystic fibrosis 
CFS  chronic fatigue syndrome 
CHF  congestive heart failure 
CK  creatine kinase 
CNS  central nervous system 
C/O  complains of 
CO2  carbon dioxide 
COAD  chronic obstructive airways disease 
CPR  cardiopulmonary resuscitation 
CSF  cerebrospinal fluid 
CSU  catheter specimen of urine 
CT  computerised tomography 
CVA  cerebrovascular accident 
CVS  cardiovascular system 
CWMS  colour, warmth, movement, sensation 
CXR  chest x-ray 
 
DB & C  deep breath and cough 
DD  dangerous drugs 
DIC  disseminated intravascular coagulation 
DKA  diabetic Ketoacidosis 
DNA  deoxyribonucleic acid, did not attend 
DOB   date of birth 
D & V  diarrhoea and vomiting 
DVT  deep vein thrombosis 



 

D/W  discussed with 
ECG  electrocardiogram 
EEG  electro encephalogram 
ED  Emergency Department 
ENT  ear, nose and throat 
E/O  excision of 
ERCP endoscopic retrograde 

cholangiopancreatography 
ESR  erythrocyte sedimentation rate 
 
FBC  fluid balance chart 
FBE  full blood examination 
FH  Frankston Hospital 
FHx  family history 
F/I  for investigation 
 
g  gram 
GA  general anesthetic 
GBS  group B streptococcus 
GIT  gastrointestinal tract 
GTT  glucose tolerance test 
 
Hb  haemoglobin 
H & CS  Health & Community Services 
HDU  high dependency unit 
HH  hiatus hernia 
HMO  Hospital Medical Officer 
HNPU  has not passed urine 
HPU  has passed urine 
HRT  hormone replacement therapy 
HT  hypertension 
H2O  water 
Hx  history 
 
IBS  irritable bowel syndrome 
ICU  Intensive Care Unit 
ID  Identification 
IDC  indwelling urinary catheter 
IDDM  insulin dependent diabetes mellitus 
IHD  ischaemic heart disease 
IM  intra muscular 
IMI  intra muscular injection 
INR  international normalized ratio 
IOL  intraocular lens, induction of labor 
IVT  intravenous therapy 
Ix  investigation 
 
L  left 
LFT  liver function test 
LHF  left heart failure 
LMO  Local Medical Officer 
LOC  loss of consciousness 
 
MI  myocardial infarction 
MMC  Monash Medical Centre 
Mcg  microgram 
MEC  Mt Eliza Centre 
Mg  milligram 
MI  myocardial infarction 
Ml  millilitre 
MMSE  mini mental state examination 
MRI  magnetic resonance imaging 
MRSA  multi resistant staphylococcus aureus 
MS  multiple sclerosis 

MSE  mental state examination 
MSU  midstream urine 
Mx  management 
 
NA  Nurse Assistant 
NAD  no abnormality detected 
NBM  nil by mouth 
NEB  nebuliser (inhalation spray) 
NFO  no further orders 
NFR  not for resuscitation 
NG (T)  naso gastric (tube) 
NIDDM  non-insulin dependent diabetes mellitus 
NKA  no know allergies 
nocte  each night 
NOF  neck of femur 
NOK  next of kin 
NSAIDs  non-steroidal anti-inflammatory drugs 
NWB  non weight bearing 
O2  oxygen 
OA  osteoarthritis 
OBS  observation 
O/E  on examination 
O/N  overnight 
OT  occupational therapy 
 
p.a.  per axilla 
PAC  pressure area care 
PAS  Psycho geriatric Assessment Scale 
PATH  pathology 
PCA  personal care assistant 
PE  pulmonary embolism 
PEARL  pupil equal and reacting to light 
PHx  past history 
PKU  phenylketonuria 
POP  plaster of paris 
PPH  Peninsula Private Hospital 
PPM  permanent pacemaker 
PR  per rectum 
prn  as needed, as required, as necessary 
PU  passed urine, peptic ulcer 
PUF  pickup frame 
PUIT  passed urine in toilet 
PUO  pyrexia of unknown origin 
PV  per vagina 
PVD  peripheral vascular disease 
 
R  right 
RA  rheumatoid arthritis 
RBC  red blood cell (count) 
RCS  Resident Classification Scale 
RDNS  Royal District Nursing Service 
RDS  respiratory distress syndrome 
REL  religion 
RES  resident 
RESPS  respirations 
Rh  rhesus factor 
RIB  rest in bed 
RMO  Resident Medical Officer 
R/O  removal of 
ROM  range of movement 
ROS  removal of sutures 
ROSS  Resident Outreach Support Services 
RPN  Registered Psychiatric Nurse 
RR  respiratory rate 



 

RCS  Resident Classification Scale 
R/V  reviewed 
Rx  treatment 
 
SaO2  oxygen saturation 
S/B  seen by 
SJOB  St John of God 
SMO  small bowel obstruction 
SOB  short of breath 
SPS  Single point stick 

STAT  immediately 
SUPP  suppository 
SUSP  suspension 
 
TAB/TABS tablets 
T.P.R.  temperature, pulse, respiration 
UNG  ointment 
URTI  upper respiratory tract infection 
UTI  urinary tract infection 
4WW  Four Wheel Walker

 
GENERAL ABBREVIATIONS 
 

¶/c  with  ¬ elevated, increase 

1/52  weekly  ® decrease, fall 

1/12  monthly  \ therefore 
1/7  daily   RCS  Resident Classification Scale 
ie.  that is   amt  amount 
TLC  tender loving care  2°  secondary 
<  less than  LLC  low level care 
>  more than  HLC  high level care 
 
Relating to Time of Administration 
 
c.c.  with meals 
a.c.  before meals 
p.c.  after meals 
mane  morning 
 

Relating to Weight : Measure: Strength 
 
ml  milliliter 
L  liter 
mcg  microgram 
mg  milligram 
g  gram 
kg  kilogram 

 
Titles 
 
ACAT  aged care assessment team 
GP/LMO General Practitioner 
HACC  Home and Community Care Program 
NH  Manor 
Physio  Physiotherapist 
RN  registered nurse 
 
Relating to Time of Administration 
 
nocte  night    stat  immediately  
b.d., bid  twice a day    prn  when necessary 
tds,tid  three times a day  q6h  every six hours 
qid, qds  four times a day     
qqh, q4h every four hours     
 
Route of Administration 
 
PR  per rectum   IMI intramuscular injection 
PV  per vagina  IV intravenous 

S.C. subcutaneous 
 
Relating to Dose Form 
 
cap, caps capsules 
elix  elixir 
inj  injection 
mist, mixt mixture 

supp  suppository 
susp  suspension 
tab. Tabs, tablets 
neb  nebuliser (spray for inhalation) 

 
 
RELATED POLICIES AND DOCUMENTS 
 



 

¶ 152 ï Documentation 

¶ 156 ï Medical & Personal Care Records 
 
 
 
 
 

Residential Care Policies and Procedures 
 
Policy No.   147 

 

Subject:  Call System 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure staff have knowledge regarding the nurse call system so all residents have access and information 
related to the nurse call system. 
 
POLICY 
 
To ensure all residents have a reliable and accessible means of attracting Staff attention they have a call bell in 
their bedroom, bathroom and throughout the Village.  An alternative means of attracting the attention of staff is to 
use the telephone to contact the relevant department. 
 
PROCEDURE 
 
Staff are to answer call bells promptly. Failure to answer a call bell in a reasonable period without reasonable 
explanation may result in disciplinary action.  
 
 
1.   Call buttons 

 
A nurse call system is operating throughout the Hostel, Grange, Lodge, Manor and ILU. 

 
One is provided at each bedside and in the toilets, showers and throughout communal areas. 

 
The personal carers, in the Manor, Hostel, Grange and Lodge are to carry a 'beeper' on their person at all 
times when on duty. When a resident presses their buzzer, the number of the room appears on the 'beeper'.   

 
Regular checks are carried out by maintenance to ensure efficiency . 

 
Failure or breakdowns of the nurse call system is an emergency maintenance request and urgent attention 
should be sought 24 hours a day Failure to report a problem with the nurse call system will result in disciplinary 
action. . 

 
2.   Portable call buttons 
 

¶ Should be given to immobile residents who cannot reach their buzzer if they are available in the area. 
 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ Welcome Kit \\server\users\Public\Master Copies\WKit GH.doc 
¶ \\server\users\Public\Master Copies\WKit M.doc 

¶ Family Welcome Letter \\server\users\Public\Master Copies\family welcome letter feb 2008.doc 

¶ 773 ï Maintenance of Emergency Equipment 

¶ 111 - Admissions 
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Residential Care Policies and Procedures 
 
Policy No.   148 

 

Subject:  Children and Eden 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
The purpose of this policy is to implement Eden principle No 2: Life in a truly human community revolves 
around close and continuing contact with children, plants and animals. These ancient relationships 
provide young and old alike with a pathway to a life worth living.  
 
POLICY 
 
The children of Staff and Residentôs families are welcome in our Village.  We believe that their presence can bring 
joy and a variety of experiences to the lives of our Residents.  
 
PROCEDURE 
 
Our expectations for the Childrenôs behaviour: 

¶ Children are visitors in our Residentôs home and will behave accordingly 

¶ Children will not enter Residentôs rooms unless invited to do so. 

¶ Children will be signed into the visitorôs book and signed out when they leave where possible. 

¶ Children of Staff will wear badges that identify their Parentôs name. 

¶ Children will not frighten or mistreat the animals that live in the Village. 

¶ Children will treat residents and staff with respect. 
 
Our expectations for the parents of Children who come to the Village: 

¶ Parents will take full responsibility for their children when they are here. 

¶ Parents are expected to arrange for suitable activities and entertainment for the children while they are in 
the Village 

¶ Parents who have been asked not to bring their children into the Village will not do so. 

¶ Parents will ensure children are aware of the location and appropriate use of facilities, (eg toilets, games, 
TV etc)  

 
Our expectations for our staffôs behaviour toward the children: 

¶ Staff will understand that children may sometimes misbehave. 

¶ Staff will not confront children with concerns about their behaviour, they will raise the matters with their 
parent. 

¶ Staff will report serious issues of concern about the behaviour of children to the Unit Supervisor. 

¶ Staff will welcome children and treat them with the same courtesy and consideration as afforded to adult 
visitors. 

¶ Staff will appreciate the role that children have in bringing enjoyment to residents 
 
The following behaviours have been identified as unacceptable and if children do behave in this manner 
they will be asked not to come back again. 
 

¶ Behaving in a threatening manner towards Residents, staff, animals or other children 

¶ Behaving in an offensive and socially unacceptable manner. 
 

RELATED POLICIES AND DOCUMENTS 
 

¶ 170 ï Lifestyle & Recreational Programs 

¶ 162 ï Homelike Environment 

¶ 165 ï Privacy & Dignity



 

 

Residential Care Policies and Procedures 
 
Policy No.   149 

 

Subject:  Clothing  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
To ensure that residents are appropriately dressed and well groomed in their own clothing: 
 
POLICY 
 
Residents should have an adequate supply of clothing for all seasons and weather conditions. Clothing that is 
laundered by the Village MUST be correctly labeled.  
 
PROCEDURE 
 
 

¶ All Residents should be informed of the requirement to have all clothing permanently labelled prior to entry. 
Assistance with purchasing permanent labels can be obtained from the Resident or Manor coordinator 

 

¶ The Team Leader or supervisor is to inform the next of kin if residents require new or replacement clothing, 
to ensure that they are well groomed and to promote their dignity. 

 

¶ Staff are to ensure that new clothing given to residents is discreetly labelled before putting the clothing 
away or sending it to the laundry. 

 

¶ Residents are encouraged to choose the clothes they wear. 
 

¶ The clothes worn by the resident should be their own clothes.  Residents should not wear clothing 
belonging to other residents. 

 

¶ Residents are to be well groomed and appropriately dressed for the time of day. 
 

¶ Residents must have access to their own clothing with sufficient supplies in their locker or wardrobe. 
 

¶ Residents' next of kin are responsible for mending, labelling and replacing clothing.  Arrangements can be 
made for residents who do not have family. 
 

¶ Residents and families should be made aware that all clothing laundered on site is washed according to 
the Australian Laundry standard which requires very high wash and drying temperatures. This will ówearô 
clothing at a much faster rate than domestic machines which do not meet laundry standards for 
temperature and duration of wash and dry cycle. Delicate items such as underwear and singlets will wear 
quickly and will need to be regularly replaced throughout the year.  
 

¶ Lost laundry is laundry that residents or family members have not labelled and placed in the wash. This 
clothing cannot be returned as the owner is unknown. This is kept in a single area in each facility for 
claiming.  

 
 
 
 
 
 
 



 

RELATED POLICIES AND DOCUMENTS 
 

¶  Welcome Kit \\server\users\Public\Master Copies\WKit GH.doc 
¶ \\server\users\Public\Master Copies\WKit M.doc 

¶ Family Welcome Letter \\server\users\Public\Master Copies\family welcome letter feb 2008.doc 

¶ 111 ï Admissions 

¶ 328 ï Lost personal property  

¶ 160 ï Freedom of Choice 

¶ 165 ï Privacy and Dignity 

¶ 114 ï Residents funds and petty cash 
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Residential Care Policies and Procedures 
 
Policy No.   150 

 

Subject:  Committees ï Residents and  
  Friends 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
The purpose of this policy is to encourage Residents and their relatives or representatives to be involved in the 
decision making processes affecting the operation of our facility. 
 
POLICY 
 
To provide an avenue through which residents, and their relatives or representatives, can be involved in the 
decision making processes affecting the operation of our facility, they are to be encouraged to make contributions 
to their lifestyle either informally (at any time) or formally, by way of meetings or discussion groups. 
 
This contribution also includes being involved in the decision making processes of the facility, which will facilitate 
the development of a consensus in relation to any proposed changes or dealing with shared concerns.  
 
 This participation is important for the residents' self-esteem and self-worth. 
 
PROCEDURE 
 
Residents and Relatives or Representatives 
 

A gathering of residents and their representatives is held regularly. 
 

Matters of interest are discussed.  
 

Concerns and suggestions may also be shared at this meeting. 
 

If problems or special requests are identified, appropriate action is taken and the evaluation or outcome 
assessed prior, to or at, the next meeting.   

 
Residents and/or representatives (depending upon the situation) will personally be informed of the 
proposed action and outcome.  This provides an avenue for further discussion. 

 
The meeting will be chaired by a nominated member of staff and minutes of the meetings will be kept and 
subsequently circulated. Senior members of staff may attend by invitation.        

 
Other staff are not present unless the residents' request. 

 
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 170 ï Lifestyle and Recreational programs 

¶ 154 ï External Complaints Services 

¶ 341 ï Suggestions Comments Complaints 
 
 
 
 
 
 
 



 

Residential Care Policies and Procedures 
 
Policy No.   151 

 

Subject:  Consent 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
Consent should be obtained to ensure residents have freedom of choice in the care and services that they receive.  
 
POLICY 
 
To ensure that residents are given options, have freedom of choice, and participate in decision making regarding 
services, consent must be obtained from the Resident or authorised representative. 
 
PROCEDURE 
 
Consent may be 

- implied 
- given verbally 
- given in writing 
 

Consent is valid only if   

¶ given voluntarily 

¶ informed 

¶ the person giving the consent has the legal capacity to do so. 
 
Evidence of consent is always to be documented in the Residentsô progress notes 
 
Consent is to be sought 
 

¶ Prior to any procedure being carried out 

¶ Prior to any care being performed 

¶ Prior to displaying residents name or photographs 
 
Informed consent 
 
- explanation of proposed treatment including inherent risks, benefits and alternatives, 
- adequate time given for questioning by resident, 
- the option to withdraw at any time.   
 

¶ If a resident has an intellectual impairment, and is not able to comprehend the nature and consequences 
of the proposed treatment, the Legal Guardian may be called for consultation and consent. 

¶ All Residents should be offered the standard Village Baxter Consent form upon admission and it should 
be updated from time to time as necessary. 

 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ Privacy declaration 

¶ 114 ï Residentôs funds and petty cash 

¶ 111 - Admissions 

¶ 160 ï Freedom of Choice 

¶ 165 ï Privacy & Dignity 

¶ 157 ï WeCare System 

¶ Resident Care Plan, Consent and Consultation\\server\users\Public\Master Copies\careplan, consent & consultation 

page.doc 
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Residential Care Policies and Procedures 
 
Policy No.   152 

 

Subject:  Documentation   
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
Documentation is required to fulfill a variety of obligations: 
 
(1) To identify and support the level of service required by and provided to residents. 
(2) To demonstrate accountability and duty of care. 
(3) To comply with State and Commonwealth regulations. 
(4) To support claims for funding. 
 
 
POLICY 
 
Documentation is a responsibility of all staff.  
 
Clear and accurate documentation of resident care needs, preferences and administrative requirements is essential 
to providing high quality service to residents.  
 
 
PROCEDURE 
 
 
 
1. Resident Classification Scale / Aged Care Funding Instrument (ACFI) 

 
A Commonwealth subsidy for Residents is determined by the Residentôs Classification Scale (RCS) / ACFI 
and the personôs financial ability.  The level of subsidy is based on the personôs care needs and the scale has  
questions to determine this. 
 
The initial RCS/ACFI form, completed after entry, relies upon Staff recording detailed documentation for a 21 
day period.  Re-appraisal may then be based on ongoing documentation. 

 
2. The History ï Assessment 
 

¶ Residents should be assessed as per New Resident Assessment checklist: 
 
V This assists in the identification of the residents abilities and care requirements. 

 
V Assessments should identify the residents coping abilities as well as preferences, likes and dislikes. 

 
V It is necessary for identification of Goals and appropriate planning of care needs. 

 
V It also helps to support ratings for R.C.S / ACFI. 

 
3.   The Personal Care Plan 
 

¶ Should be prepared in consultation with the Resident and or representative. 
 

¶ Should be written on wecare or in ink, dated and reviewed on a regular basis and whenever the 
residents care needs change.   



 

¶ Changes are to be recorded (signed and dated). 
 

¶ The Care Plan must reflect the residents individual care needs and the level of assistance 
required.  (What the resident can do for him/herself should also be included). 

 

¶ Goals are to be clearly identified as well as special needs and preferences in relation to care. 
 

¶ Why the resident requires assistance must be clearly documented to support claims. 
 

¶ Documented assistance (care) should support claims for RCS / ACFI and verify continuity of care 
delivery. 

 
 
 

4.  The Progress Notes (Ongoing Notes) 
 

¶ These provide evidence that the planned care is being received by the resident. 
 

¶ The care received by the resident should be documented in an ongoing way throughout the year.  
 

¶ More frequent documentation may also be required eg any unusual happenings or changes to usual 
care needs (exception reporting) whenever it occurs. 

 

¶ Documentation should be completed in association with the Care Plan. 
 

¶ Reports should be accurate, brief and complete 
 

¶ Always distinguish between what the resident says and what is personally observed. 
 

¶ Reports are to be legible.  Information must be factual and objective (hearsay and opinions are not to 
be documented unless the source of the information is identified). 

 

¶ All entries are to be prefaced by the date and time and followed by the nurse's signature, printed 

name and designation, (eg J Smith SMITH RN Div 1) 

 

¶ Abbreviations are to be avoided.  (Unless documented and accepted by the Village ï see accepted 
abbreviations policy). 

 

¶ Errors (e.g. writing in the wrong resident's notes) are to have a line drawn through the incorrect entry 
and it must be initialled before continuing.  Liquid Paper Or Erasures Are Prohibited. 

 

¶ Ensure resident's name is on every sheet of their record before making any entry on that sheet. 
 

¶ Never make an entry on behalf of another personal carer. 
 

¶ Avoid leaving blank spaces - when you complete an entry draw a line to the right hand margin. 
 

¶ Exception reporting and follow-up of incidents or acute illnesses must be carried out until a 
satisfactory resolution is achieved. 

 

¶ Ensure that admission, transfers and discharges are clearly documented in the progress notes: 
 

i. Transfers - complete a transfer form and document the residents condition, the time the resident 
was transferred, the name of the facility to which the residents was transferred, and if relatives 
were informed etc. 

 
ii. Discharge - Complete details in the Progress Notes regarding the discharge eg date and time - 

where discharged, with whom, travel arrangements and follow-up arrangement, discharge 
checklist 

 
5.  Residents with Impaired Cognitive Ability (eg. Residents with Dementia) 

 



 

For any resident with dementia, confusion, or cognitive impairment, an individual assessment of total care 
needs (ie physical, emotional, social and spiritual) is to be carried out.  This may involve Doctors, 
Therapists and Registered Nurses. 

 
A thorough assessment is the vital first step in the development of a dementia program for the resident, 
which is based on his/her individual needs, abilities and interests. 
 
The dementia program is to be documented on the residents Personal Care Plan and should aim at 
developing the residents abilities and minimising the severity of any problem caused by the confusion or 
dementia. 
 
Goals are to be documented and the program regularly reviewed.   
 
Please use your own words to describe the residents care needs especially in relation to behaviour.  (What 
was the problem?  What did you do?  Did it work?  How many times?) 
 
(Also refer to Dementia Care Policy). 
 

6.  Residential Classification Scale / ACFI 
 

These classifications travel with the resident between facilities. 
 
During the life of a classification another scale can be submitted if the Residentôs care needs have 
significantly increased.  These classifications will remain effective for six months only. 
 
When a Resident returns to a facility from a stay in hospital of 30 days or more, their previous classification 
will expire.  A re-appraisal is then required within two months for funding to be effective from the date of 
return and will remain effective for twelve months. 

 
 
 
All staff are required to adequately document the care that has been given and incidents that occurred 
during the shift.   
 
 
RELATED POLICIES AND DOCUMENTS 
 

¶ 101 ï Accidents / Incidents 

¶ 111 ï Admissions 

¶ 125 ï Assessment of Resident Care Needs 

¶ 156 ï Medical & Personal Care Records 

¶ 131 ï Health Status ï Change in 

¶ 165 ï Privacy and Dignity 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

 

 

Residential Care Policies and Procedures 
 
Policy No.   153 

 

Subject:  Power of Attorney 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 

 
 
 
 
 

POLICY 
 
 
 
 
 
 
 

PROCEDURE 
 
 
 
 
 
 
 
 

RELATED POLICIES AND DOCUMENTS../../../serverusersReception%22 l - index 
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Residential Care Policies and Procedures 
 
Policy No.   154 

 

Subject:  External Complaints Services 
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
PURPOSE 
 
Provide staff with an understanding of the services of Resident Care Rights so as to enable them to offer choices to 
residents and their representatives should the need arise. 
 
POLICY 
 
External Complaints mechanisms must be made available to residents and representatives.  
Brochures should be available in the brochure racks in reception areas throughout the Village 
 
PROCEDURE 
 
Elder Rights Advocay provides a free and confidential service to older persons (who live in the community or in a 
Residential Care Facility) and their carers. 
The Aged Care Complaints Investigation Scheme provides an external complaint investigation service to residents 
of aged care homes and recipients of community care packages.  
 
ELDER RIGHTS ADVOCACY 
Elder Rights Advocacy (ERA), formerly Residential Care Rights, is the aged care advocacy service in Victoria, part 
of the National Aged Care Advocacy Program, an Australian Government initiative. 
Who Is ERA's Service For? 
For any person in Victoria who: 

¶ lives in an aged care facility; 

¶ has applied for or receives:  
o a Community Aged Care Package (CACP); 
o an Extended Aged Care At Home Package (EACH); 

¶ is being assessed by an Aged Care Assessment Service; 

¶ may have to move into an aged care facility if community services cannot support them in their own home. 
ERA's Services 
They can: 

¶ provide information, support and advice about rights and responsibilities to aged care recipients and/or 
their family representatives; 

¶ encourage and support action by individual people, groups or their representatives, including making 
approaches to management with issues or problems; 

¶ assist with complaints; 

¶ assist with the development of or support residents' committees; 

¶ provide information and education sessions to aged care recipients, their families, and staff of aged care 
service providers; 

¶ consult on policies to enhance consumer rights; 
promote community awareness of the rights of older people. 

Contact details 

¶ Elder Rights Advocacy 
Level 4, 140 Queen Street 
Melbourne VIC 3000 

¶ (03) 9602 3066 
 



 

 
 
 

AGED CARE COMPLAINTS INVESTIGATION SCHEME 

The Aged Care Complaints Investigation Scheme is available to anyone who wishes to provide information or make 
a complaint about an Australian Government subsidised aged care service that may need to be investigated. It 
replaces the former Aged Care Complaints Resolution Scheme.  

What is the Complaints Investigation Scheme (CIS)? 
The CIS:  

¶ is a free service which investigates concerns raised about the health, safety and/or well-being of people 
receiving aged care;  

¶ has the power to investigate these concerns and require the service provider, where appropriate, to take 
action; and  

¶ is able to refer issues that may be more appropriately dealt with by others (eg. police, nurses and medical 
registration boards). 

What can you complain about? 
The Aged Care Act 1997 (the Act) sets out the responsibilities of approved providers who receive Australian 
Government funding to provide care and services to care recipients. The CIS can investigate information or 
complaints about cases where an approved provider is not meeting their responsibilities under the Act. 
The information or complaint may be about any aspect of an Australian Government subsidised aged care service 
that should be provided or made available to people receiving care. This may include care, catering, financial 
matters, hygiene, security, activities, choice, comfort and safety. 
Who can complain to the CIS? 
In the first instance it is often best to talk over your problem with the aged care service. If you prefer not to complain 
directly to a service provider, for whatever reason, you can complain to the CIS.  You can you provide information 
or make a complaint either on free-call 1800 550 552 or in writing to: 
Aged Care Complaints Investigation Scheme 
C/- Department of Health and Ageing 
GPO Box 9848 
Melbourne 3001. 
There are however, some matters the CIS cannot deal with. For example, we cannot say who should make 
financial, legal or health decisions on behalf of a care recipient. We cannot comment on industrial matters such as 
wages or employment conditions or provide legal advice on any problems. 
 
 
  
RELATED POLICIES AND DOCUMENTS 
 

¶ 160 ï Freedom of Choice 

¶ 341 ï Suggestions, Comments and Complaints Policy 

¶ 153 - Power of Attorney  

¶ 111 ï Admissions 

¶ 150 ï Committees ïResidentôs and Friends 

¶ Welcome Kit \\server\users\Public\Master Copies\WKit GH.doc 
¶ \\server\users\Public\Master Copies\WKit M.doc 

¶ Family Welcome Letter \\server\users\Public\Master Copies\family welcome letter feb 2008.doc 
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Administration Policies and Procedures 
 
Policy No.   155 

 

Subject:  Legal Documents  
 
Effective Date:  February 2008 
 
Developed by  Care Manager 

 
 
PURPOSE 
 
To provide maximum legal protection for residents and Staff.  
 
 
POLICY 
 
From time to time Residents may update legal documents such as their will or Power of Attorney Nomination.  
To ensure that Staff are protected from suggestions that they may influence the content of these documents, the 
persons who may witness these documents is restricted. 
 
Staff should not sign or witness signatures or documents, or transact business of any kind with residents and 
visitors. 
 
Requests for staff to sign legal documents, etc., must be referred to the Head of Department  or Administration. 
 
 
PROCEDURE 
 
Wills and other legal documents. 
 

¶ Care and Office Staff are strongly advised against witnessing the execution of wills or legal documents in 
relation to residents. Staff should advise Residents that this is against company policy.  

 

¶ Certain members of Staff are able to witness documents in accordance with the Department of Justice 
guidelines, in these circumstances the Resident should not be someone who is regularly provided care by 
the staff member. Witnessing a document in these circumstances should be approved by the Head of 
Department first. Residents should be referred to the Administration for assistance. 

 

¶ If a staff member believes that a resident may not be capable of fully understanding a document that they 
are seeking to have witnessed, this should be immediately referred to the Operations Manager or General 
Manager.  

 

¶ Notes should be made in the Residentôs file for any documents that are witnessed by approved staff if 
questions should be raised in the future.  

 
 
RELATED POLICIES AND DOCUMENTS 
 
 

¶ 153- Power of Attorney 

¶ 111 ï Admissions 

¶ 151 - Consent 

¶ 171 ï Death - Dying with Dignity 
 






























































