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Acknowledgement of Country 
I would like acknowledge that we are meeting 

on the traditional Country of the Kaurna 
people of the Adelaide Plains and I pay my 

respect to Elders past, present and emerging.
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Introduction

Hello and welcome to ACCPA 2022, My name is 
Carla Beheram and I am the Chief Operating Officer 
at Anchor Excellence

I have worked with aged care providers over the last 
four years to support them to develop their 
capability and to realign to new industry dynamics. 

Today I will be talking to you about managing high 
impact risks for a better lived experience for each 
consumer
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Our Mission Our Promise
Impact the leadership and quality

of aged and disability care 
services, creating a system to be 
proud of and one that is framed 

by the lived experience of 
consumers.

Leadership is always about people, 
we are Leaders Enabling Leaders. 
Driven by our values, our promise 

is a legacy of improved and 
sustained capability.
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How Anchor 
Excellence 
supports the 
aged care 
industry
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High Impact Risk Road Map

Preemptively identify risks, 
in particular  high impact 
risks for consumers

Improve the 
information in your 
clinical management 
systems and improve 
care outcomes for 
your consumers

Develop and educate your 
consumers and workforce
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Build capability of care teams, so they 
understand, can minimise and monitor 
individuals and community levels of high impact 
risk

Reduce compliance risk at an accreditation and 
assessment level

Provide the transparency to inform board level 
and management, so we meet provider 
obligations
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Preventing harm is, and always should be, the top priority 
and underpinned by care and clinical governance systems 
– get that right, and consumer health outcomes improve, 
along with the entire aged care ecosystem—the goal is to 

create an Aged Care System to be proud of.
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Some things to think about…
● How does your organisation identify and  manage risk, in particular high impact / high 

prevalence risk?
● Do you have policy and processes on risk management and minimisation to guide your 

teams? 
● What assessment tools do you have in place to assess for risks? In particular clinical 

risk?
● How does your organisation go about educating your consumers on risk?
● How are you educating your team on risk?
● Do you know what your ‘red flags’ are?
● How do you know the effectiveness of our systems in identifying, controlling and 

monitoring risk?
● What evidence do we have to show that our consumers experience is better as a result 

of the risk identification.
● Do you know your most at risk consumers?
● Do you know your most common clinical risks?
● How are your teams “connecting the risk dots”?
● How do you monitor and track your risk?  
● How do you escalate risk in your organisation?
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The compliance 
connect
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What the Standards expect……..

● Managing nutrition and hydration
● Managing risk of choking
● Managing medications safely
● Managing pain
● Preventing and managing pressure injuries
● Managing restrictive practices
● Managing delirium
● Managing sensory loss

In reality we know there are many more

Anticoagulant 
Therapy

Palliative care 
and end of life 

care

Falls 
Management

Physical 
Behaviour

Cultural Safety Smoking Social Isolation
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5 Key Areas of Risk in Home Care 
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Residential Care
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Home Services
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From compliance
to excellence - a better consumer 
experience
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Risk Cycle

Analyse Risk

Respond to Risk

Monitor and Review

Identify Risk

Evaluate or Rank 
the Risk

01 02

0403

05
Repeat
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Case Study 
Mr Stapleton 
October 2022
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Setting the scene
Mr Stapleton, 67 year old man with motor neurone disease (MND) came to  a residential 
service for respite care with a view for permanent residence. Mr Stapleton had been living 
at home however had a number of hospital admissions due to a progressive decline in his 
independence. 

Following admission there were a number of systemic failures related to Mr Stapleton’s care 
and service provision. 

His MND was advanced and he was nil by mouth, had a PEG tube, and his  respiration was 
CPAP supported. 

Mr Stapleton  had no verbal communication and had no cognitive deficit. 

He communicated via an electronic whiteboard and via text message. 

Mr Stapleton was independent in his decision making however had a daughter who was his 
advocate and was actively involved in supporting her father.

There were multiple issues within Mr Stapleton’s stay - medication errors, manual handling 
issues and miscommunication leading to ongoing on concerns and feedback. 
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A perfect storm 
On an evening shift at approximately 8:30 pm, care staff attended to Mr Stapleton  to assist  with his bedtime routine.  

Mr Stapleton was observed by the care staff to have swelling and redness around his eyes. At this time he was noted 
to be responsive however did advise the staff through his communication board that he was having difficulty 
breathing. 

The care staff went to advised the RN and the RN came to check Mr stapleton at 8:35pm

The RN completed a set of basic observations, to find all within acceptable parameters however noted that the redness 
around Mr Stapleton’s eyes seemed worse than what was handed over by the AM RN.Mr Stapleton  was assisted to 
bed by the care staff and his CPAP  mask was placed on. Due to the swelling around the mask, it was not fitting well. 

The RN requested that the staff return to Mr Stapleton  in “1 hour or so” to ensure that  his condition remained stable. 

In this time, Mr Stapleton  had messaged his  family using his mobile phone to say that he was worried about his 
condition. The family attempted to contact the service however were not able to connect with the RN in charge.
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A perfect storm cont.
As per RN instruction, care staff returned 1 hour later and found Mr Stapleton to be sitting on the edge of the  
bed, gasping for breath and requiring emergency assistance. His CPAP  mask was noted to be on the floor 
next to the bed.

Care staff did not know how to use the call bell system and left the room to alert the RN. The RN mobile 
phone and DECT phone was not working. 

Review of CCTV noted that it took over 10 minutes for the care staff to find the RN

No other staff attended Mr Stapleton  in this time. 

The night staff started to arrive for their shift. The night duty RN was late for the start of their shift.
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A perfect storm cont.
On entry to the room by the RN, Mr Stapleton was found on the floor, 
unresponsive and blue in colour. 

The RN activated the emergency call bell for staff assistance.

CCTV noted that staff responded after 5 minutes and supported the RN who 
had commenced CPR.

“000” was called 5 minutes after CPR had commenced. Additional staff 
attended and mentioned that Mr Stapleton was not for CPR.

Mr Stapleton was transferred to hospital and subsequently died 3 days later.
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Identifying the risk

● Advanced Motor Neurone Disease
● Clinically complex care needs
● Poor pre-admission assessment in relation to staff knowledge and skills
● Nil cognitive deficit - staff took for granted levels of decision making
● Non verbal in his communication
● Nil by mouth
● Complex CPAP regime
● Medical history and acute deterioration - extended hospital stay
● Advanced Care Directives - NFR
● No risk assessments completed
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Analysing the risk
Considering Mr Stapleton’s’ profile the likelihood and consequence of risk and harm were escalated.

Lack of preadmission assessment compounded a series of clinical issues and challenges that went unrecognised until there was 
further and significant deterioration.

There was an underestimation of cognitive ability and levels of decision making. Staff were not clear on ACD’s in particular NFR. 
This was compounded by her non verbal communication methodology. 

There a lack of staff capability in relation to the management of PEG and CPAP machinery

Equipment was not working so staff were not able to escalate the urgency of the issue

RN delegated clinical assessment to care staff - this is out of their scope

There was not sufficient monitoring of Mr Stapleton by the RN

Staff did not see the emerging issues as a risk
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Analyse the risk

Things to consider in your organisation and service

● Are you using risk assessments effectively? Are staff really clear on 
what risk is? 

● What is your process for pre-admission? 
● Do your staff understand levels of decision making? 
● Can you demonstrate competence for your staff with complex nursing 

procedures? 
● Do you have regular maintenance and checking of suitability and 

function of your technology? 
● Is your workforce appropropriate for the complex care you may be 

providing? 
● How are you supporting New Grad RN’s? 
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Evaluate or Rank the Risk
Early identification of risk did not take place for Mr Stapleton. 

This meant that his entire care journey was compromised and resulted in clinical mismanagement. 

Risk mitigation strategies were not identified and implemented. 

Staff did not understand MND or the complexity and rapidness of his  deterioration

There was ambiguity around the staff knowledge of his NFR order resulting in active CPR against his wishes
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Other risks for consideration

● Management of Infections (UTI’s)
● Management of Diabetes
● Complex health care

○ Tracheostomies 
○ SPC
○ IDC
○ PEG
○ Stoma

● Built environment
● Social and emotional
● Third party service providers
● Technology
● Assault 

● Absconding
● Outbreak
● Continence management
● New Admissions (Respite)
● Return from Hospital
● Suicidal Ideation
● Cultural Safety
● Rostering
● Power Failure

And others
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Risk Matrix
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Responding to the risk

● Direct clinical staff did not identify early deterioration and clinical change
● Handover identified changes however this not documented clearly in 

progress notes and increased monitoring did not occur
● Staff were inadequately trained in using key equipment such as call bells and 

internal communication systems
● There was a lack of urgency from all levels of staff on the night of the 

incident
● Parties involved in the incident did not get the opportunity to debrief until the 

incident became a critical incident investigation. 
● Significant trauma to staff and other residents 
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Respond to the incident and risk 

Things for you to consider in your service and organisation

● Are your staff clear on how to identify consumer deterioration? Do you have policies and processes to support 
this? 

● Are staff clear on how to escalate deterioration? 
● Is your workforce mix experienced and skilled in identifying consumer deterioration? 
● How effectively does your handover operate? Who is present? 
● How do you orientate staff to your technology and systems? How do you check and confirm that staff know how 

to operate your technology? 
● Do you have EAP/staff support mechanisms in place? 
● How do you provide support to your consumers if they are exposed to traumatic events? 
● Do you use your incidents as case studies and learnings for your team? Do they get the opportunity to debrief? 
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Record and report the risk

● There was no incident form completed for this clinical episode. Staff did not 
connect that the adverse outcome for Mr Stapleton was an incident and did not see 
the risk involved

● Information provided to Mr Stapleton’s representative was not clearly documented. 
There was minimal evidence in relation to the conversation between the 
representative and staff

● Progress notes did not provide contemporaneous documentation that “told a 
comprehensive story”

● The policy and process did not provide clear guidance on reporting and escalation 
requirements

● There was no mechanism for staff to provide their account of the incident eg 
witness statement

● There was a lack of empathy or apology for the distress that the incident may have 
caused - this was consistent throughout the organisation

● The incident was lodged as a SIRS P1 - Unexpected death however staff did not 
connect to SIRS P1 Neglect 
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Record and report the risk

Things to consider in your organisation and service

● Are staff clear on what is their responsibility when documenting? Is the reference to risk and minimising risk?
● Have your staff been provided with specific information in relation to managing risks? - what do you expect from 

them? 
● Do your progress notes tell a complete account of an incidents without having to speak to staff and get more 

information? 
● When did you last review your policy and process for risk management? Have your teams read it recently? 
● Do your team understand the requirements of open disclosure? 
● How are you integrating SIRS decision making into all initial incident responses? 
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Managing your risk
Most services have a suite of risk assessment tools 

Recent changes in the compliance landscape have reinforced the imperative for 
a comprehensive clinical risk assessment tool that can be used in a variety of 
environments, in particular: 

● Pre service/pre admission assessments
● On commencement of and admission to service
● Post commencement of services/admission review at 6 weeks 
● As things change
● Stimulus material for case conferences
● Board reporting
● Informing self assessment and PCI
● Mitigating SIRS
● Minimising Restrictive Practice
● Defining the Risk profile of the service
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Monitor and Review the risk

● Preadmission risk assessment - High Impact Risk Assessment
● Preparatory education 
● Roster to reflect acuity
● Comprehensive agency staff preparation 
● Case conferencing and regular review by Mr Stapleton and Supported decision maker
● Open discussion regarding end of life pathway and preferences
● Open disclosure and complaints management
● Offsite CPAP monitoring raised red flags however these were ignored
● Oral medications
● Clinical documentation
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Ensuring leadership and a safety culture

● There was a strong safety culture at the organisational level however this 
had not translated down to the service level

● There had been a number of incidents and “near misses” that should have 
been escalated however were not as staff did not connect to organisation 
policy and process or the presence of risk

● In this service, there were alot of new staff that had not been onboarded and 
did not understand the organisations focus on safety and minimising risk and 
harm

● Staff were not cognisant of their requirements to report SIRS
● Position descriptions did not clearly articulate what each role is responsible 

for in relation to incident management and  risk minimisation
● Open disclosure was not well understood at all levels of the organisation -

teams did not understand what their obligations were
● Incident investigation focus was narrow and did not connect to 

organisational systems eg technology,people and culture - some risks 
remained!
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Ensuring leadership and a safety culture

Things for you to consider in your service and organisation

● How are you embedding a safety culture at all levels in your organisation? 
● When did you last review your incident management policy and process, high impact risk policy and 

process and your deterioration process? Do your teams REALLY understand it? 
● Does your orientation and onboarding process cover risk identification and management? Do staff know 

the role that that they play in minimising and managing risk?
● What do your PD’s include about risk management?
● Can your teams talk about their role in open disclosure? 
● Is your management of risk holistic and inclusive of all departments? 
● Does your governing body really understand the implications of the identified risk in your business? 
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carlabeheram@anchorexcellence.com

0404 120 897

General Contact:

info@anchorexcellence.com

www.anchorexcellence.com
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