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EDITORIAL

Welcome to our first issue of 2016, which is also the year that marks our 
tenth anniversary, and so we have a short report about the history of the 
RAC Communiqué. Also, in this issue we examine the circumstances 
of a death that occurred following a period of residential-based respite 
care, an expert commentary from Christine Neville, a nurse and 
academic at the University of Queensland.

Residential-based respite care as well as community respite are an 
essential component of any aged and disability care system. Formal 
residential respite has existed for decades. What we called it may have 
varied (social admission, holiday) but the concept is one of providing 
care-givers an opportunity to “have a break” with the potential benefit 
that the care recipient may then stay at home longer, and improve the 
quality of life of both the carer and care recipient.

The case highlights the different approaches we take when presented 
with a situation that is temporary as opposed to permanent. Consider 
what you do differently when you are away from home on holiday, 
or when working a shift in another RACS for a day or week with no 
expectation of returning or; the time and trouble you take to remember 
someone’s name who you are never likely to meet again.

Respite care has many parallels with hazards or gaps in care that 
occur in any transition of care, or handover. That is, exposure to an 
unfamiliar environment, differences in communication, and changes 
in routines. Perhaps we should adjust our thinking to consider respite 
care processes as being the same as that required for permanent 
residents—rather than the natural tendency to do what is needed for the 
short time a person is in respite.

The key message is that residential respite is a ‘holiday’ for the care-
giver, for everyone else it is a time to focus on ensuring the work we do 
everyday continues for every resident. We need to take ownership and 
responsibility for our residents or patients whether it’s for an hour, a day, 
a week, a year or longer.
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Ten years of the RAC Communiqué

The RAC Communiqué was launched in 2006 by the Minister for Aged 
Care (Victoria) Gavin Jennings with support from the State Coroner 
of Victoria, Graeme Johnstone and from Stephen Cordner and David 
Ranson, the Director and Deputy Director of the Victorian Institute of 
Forensic Medicine respectively. The RAC Communiqué followed the sister 
publication Coronial Communiqué established in 2003.

Our objective with the RAC Communiqué was and still is, to focus on 
issues relevant to Aged Care that arise during the investigation of the 
death of older persons. We wanted this Communiqué to help us to work 
together in promoting better care using lessons learned from deaths 
reported to the Coroner. It is only with the continued and steadfast 
funding support from the Department of Health and Human Services, 
Ageing and Aged Care Branch (Victoria) that makes publication of the 
RAC Communiqué possible. Finally, our subscribers’ passionate support 
and advocacy has contributed to sustaining the publication especially 
when feedback highlights the positive impact our publication has on 
education and patient care. 

We have completed four separate evaluations that unequivocally 
demonstrate the impact of this publication on improving RACS practice. 
The latest is due to be published later this year in Journal of Continuing 
Education in the Health Professions. The previous evaluations of the RAC 
Communiqué were also published in peer review journals.
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Case Report
Respite Care: It is not a 
holiday

Case Précis Authors: 
Carmel Young RN, 
Ballarat Health Service and Joseph 
Ibrahim PhD FRACP Monash 
University

Clinical Summary
Ms W was a 70 year old female 
living at home with her husband 
who was the primary care-giver. 
Past medical history included 
dementia, which was diagnosed 
about 15 years ago when Ms W 
was in her early 50’s. A few years 
later, Huntington’s disease was 
diagnosed and around that time 
Mr W retired from work to become 
a full-time carer.

For the past ten years Ms 
W required assistance with 
personal care (continence and 
feeding) and mobilization using a 
wheelchair. The ongoing clinical 
issues included chorea, due to 
Huntington’s Disease (managed 
with clonazepam—a recent trial 
off this medication had been 
unsuccessful), recurrent urinary 
tract infections, and urine scalding 
of skin, risk of dehydration, 
malnutrition, and aspiration due to 
impaired swallowing. These were 
well managed by Mr W assisted 
by their general practitioner (GP), 
a dietician, a physiotherapist 
and a speech pathologist. Over 
those years Ms W experienced 
residential respite care on two 
occasions.

For about the past two years, Mr 
W received seven hours in-home 
respite care each week and that 
was uneventful. However, in 2011, 
Mr W required inpatient hospital 
care for a medical procedure 
and so Ms W was booked in for a 
three-week period of residential 
respite care at a RACS that Ms W 
had not been to before.

Two weeks before residential 
respite commenced, Mr W 
attended the RACS and met with 
the Manager, and outlined Ms 
W’s care requirements. One week 
before admission to the RACS, Ms 
W was reviewed by her GP who 
expressed no concerns about her 
health and provided a printed a list 
of Ms W’s prescribed medications 
from the digitally stored records, 
and a copy of the clinical charts.

On admission to the RACS Mr W 
provided a copy of the care plan, 
the list of prescribed medications, 
the medical summary, a power 
of attorney and the ACAS 
assessment. Mr W gave to the 
staff at RACS bottles of all of his 
wife’s medications and also took 
continence pads for day care and 
overnight; mugs and a spoon for 
feeding and a sleeping bag in 
which Ms W usually slept. 

Mr W went through the care 
plan with one registered nurse 
stressing that Ms W must have 
the medication to treat the chorea 
and the need for keeping her 
well hydrated to prevent urinary 
tract infections. Mr W then waited 
with his wife expecting to provide 
a more detailed hand-over to 
staff but was told this was not 
necessary.

The next day, a nurse realised 
there was a discrepancy between 
the medication list generated from 
the digitally stored records and 
the list of medications on the care 
plan. This was followed up with a 
telephone call to Mr W and the GP. 
The RACS staff also requested a 
signed medication chart that would 
provide authority to administer the 
prescribed medication. 

About 10 days later, Ms W was 
restless and unsettled, struggling 
to take food and fluids orally. 

The GP’s surgery was contacted 
by telephone and by fax. Soon 
after, the GP and RACS discussed 
the discrepancy in the medication 
lists over the phone and the 
clonazepam was prescribed with 
good effect. 

Over the next week Ms W had 
problems with swallowing, 
deterioration in skin integrity due 
to the urinary incontinence, which 
required local measures, and she 
required treatment with antibiotics 
for a urinary tract infection.

At the end of the three weeks of 
residential respite Mr W picked his 
wife up from the RACS. At the time 
he noticed Ms W’s condition had 
deteriorated, having lost weight 
and that the staff were suctioning 
frothy white mucus from her throat. 

Over the next few days at home, 
Ms W had little oral intake and 
continued to have problems 
with keeping her airway clear. 
About five days after returning 
home, Ms W was seen by the GP 
and admitted to hospital. At the 
acute hospital pneumonia was 
diagnosed and treated with broad-
spectrum antibiotics. 
After initially appearing to respond 
Ms W began to deteriorate and 
died about one week later. 

Pathology
An autopsy was not conducted. 
The completed death certificate 
described the cause of death 
as 1(a) Aspiration Pneumonia; 
1(b) Huntington’s disease; 2. 
Malnutrition

Investigation
Mr W wrote a letter to the RACS 
provider central office outlining his 
concerns about the management 
of his wife whilst in residential 
respite. The RACS provider 
responded with an internal 
investigation into the care of Ms 
W, and the Regional Director 
wrote back to Mr W outlining the 
changes in practice. 

Mr W was not satisfied with their 
response, and within two weeks 
wrote a letter to the coroner 
requesting an investigation.
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The coroner’s investigation 
included gathering witness 
statements, a review of clinical 
documents and an expert opinion 
by a consultant geriatrician who 
commented on the quality of 
care provided to Ms W by her GP 
and by the staff at the RACS. An 
inquest was held over three days 
in March 2014 with separate legal 
counsel representing Mr W, the 
medical indemnity insurer, the 
GP and the RACS-provider. The 
coroner’s findings were handed 
down in May 2014.

The investigation considered a 
range of issues that included 
the admission and discharge 
procedures, medication 
management, delivery of care, 
documentation of care, accessing 
medical care when required by the 
resident and the RACS response to 
Mr W’s concerns.

The RACS provider’s submission 
described their new policies 
designed to address the gaps 
in the care provided to Ms W. 
However, the coroner noted 
that two of the nursing staff who 
continued to work at the RACS said 
in evidence they were not aware of 
any changes.

The medical expert explained 
Ms W’s prognosis was very poor, 
and she had survived due her 
husband’s devotion and care; 
that most people with advanced 
Huntington’s disease die of 
aspiration pneumonia. The medical 
expert also opined that the 
deterioration in Ms W’s condition 
on day-10 of respite stay was due 
to benzodiazepine withdrawal 
(i.e. clonazepam) and that it was 
around that time the pneumonia 
developed.

The RACS staff did not administer 
the clonazepam because of 
discordance between the 
medication list from the digitally 
stored medical record and the care 
plan. 

The GP explained this was due 
to the clonazepam having been 
discontinued earlier in the year and 
when it was re-commenced this 
was only noted on the paper chart. 
The coroner described this as a 
“break down in the GP’s record 
keeping” and also considered the 
RACS staff had “not responded 
with sufficient urgency” to this 
matter. There were several other 
clinical situations that should have 
prompted the RACS staff to seek a 
medical review. 

These included; the fluid balance 
charts indicating evidence of poor 
oral intake and dehydration with 
poor urine output; concerns about 
skin integrity and pressure injuries; 
difficulty swallowing food and 
drink; evidence of a urinary tract 
infection and; continued agitation 
with need for airway suctioning. 
The GP explained that his reasons 
for not visiting Ms W at the RACS 
was he believed he did not have 
visiting rights, it was an hour’s drive 
away from the clinic and he was 
not aware the oral intake was low.

Coroner's Findings and 
Recommendations
The coroner concluded Ms W 
was nearing the end of her life 
when she was admitted for respite 
care and that although the care 
received by Ms W “was inadequate 
…, the condition that led to her 
death was difficult to detect and 
she could have died from it at 
anytime, anywhere.” 

The coroner found the RACS had 
inadequate admission procedures. 
They failed to fully acquaint 
themselves with Ms W’s special 
care needs and to ensure that all 
staff were aware of the care plan. 
The RACS failed to adequately 
assess Ms W’s clinical needs 
and seek the necessary clinical 
specialists. They failed to ensure 
she received adequate hydration 
and nourishment, which increased 
her susceptibility to infection. 

The prescribed and essential 
medication clonazepam was not 
provided as a consequence of the 
GP’s record keeping and the RACS 
slow approach to addressing 
an obvious discordance in the 
medical summary and the care 
plan.

The discharge hand-over did not 
give Mr W sufficient information 
about his wife’s deterioration to 
enable an informed assessment 
of how to manage her health care. 
This contributed to a delay in 
seeking a medical review.

The Coroner made one 
recommendation and that was for 
the Office of Aged Care Quality 
and Compliance to review the 
implementation of the policies the 
RACS provider had stated they 
had undertaken.

Editor’s Comments
In response to the coroner’s 
findings and recommendations, 
the Commonwealth Department of 
Social Services issued an Industry 
Feedback Alert in October 2014 
about identifying care needs in 
respite care (see Resources).

What is worth noting is that the 
coroner wanted confirmation that 
changes in practice had actually 
occurred rather than accepting a 
statement. This is a reminder that 
we should all “walk the talk” on 
resident safety.

What was of interest and 
somewhat confronting if you 
read the finding in its entirety, is 
the expert’s comments that “it is 
unrealistic to expect such severely 
compromised patients to prosper 
in short-term respite care” and 
the coroner “accept [ing] that 
temporary respite care is unlikely 
to be able to reach that same 
standard” as provided by Ms W’s 
husband.

I would argue that we should not, 
and cannot, afford to accept these 
statements. Responsibility for the 
system of care rests with us and 
we should do better. The issue is 
addressed in more detail in the 
expert commentary.
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Expert Commentary
Danger ahead: 
Residential respite care 
underway

Christine Neville, Associate 
Professor School of Nursing, 
Midwifery and Social Work Level 
3, Chamberlain Building, The 
University of Queensland.

Respite care is one of the most 
expressed needs of carers.  It is 
used to relieve carer burden so 
the carer may have time to rest 
and do particular activities or 
as in the case of Ms W, to take 
over care when the carer needs 
hospitalisation. Respite care is 
provided in a variety of places 
including in-home, day centre or as 
an extended stay in a residential 
aged care service (RACS).  

It can be in the form of regular, 
intermittent or emergency care.  
As a service, it has the potential to 
enable carers to care for a much 
longer period of time thereby 
preventing or delaying institutional 
care with great savings to the aged 
and health care systems.

Yes, the ‘system’ has 
deficiencies but the system 
is designed and operated 
by us—it is not outside our 
control.

At face value it appears as a good, 
all round solution for many different 
types of problems that carers may 
encounter.  This case study, albeit 
very tragic, brings our attention to 
the vulnerability of older people 
when placed in residential respite 
care.  It highlights the interplay of 
many important factors that need 
to be managed to ensure the best 
outcomes for an older person.  It 
shows that when care is not co-
ordinated and communication 
lines unclear, a person may suffer 
an untimely death, with the added 
adverse effects for those left 
behind, complicating the grief 
process with bitterness, regret and 
confusion.

Yes, the ‘system’ has deficiencies 
but the system is designed and 
operated by us—it is not outside 
our control.

Let’s not take solace in that or 
accept any excuse that allows the 
system to continue as is rather 
than addressing the gaps and 
improving care. Accountability for 
care is with the provider, the staff, 
the health professionals and the 
supporting structures.

If RACS management 
is admitting people with 
high care needs to respite 
care they need to ensure 
the ability to be in full and 
regular communication 
with the current team that 
attends to their health i.e. in 
this case the GP, dietician, 
physiotherapist and speech 
pathologist, or that suitable 
locums are in place and 
contactable.

An older male, Ms W’s husband 
had managed his wife’s care for 
many years and here she was 
accepted into residential respite 
for a short, three-week period. The 
facility staff were paid, trained, with 
formal qualifications and Ms W had 
a GP. This was not an emergency 
respite situation, everything was set 
up in a timely manner, and the GP 
had reviewed her and expressed 
no concerns about her health.  So 
why did Ms W die?

Unfortunately, residential respite 
care recipients are vulnerable to a 
number of administrative and care 
practices.  In Australia, the average 
length of residential respite stay 
is short, only around three weeks, 
therefore there is a risk that RACS 
admission and assessment 
processes may not be as rigorous 
as for someone coming in for a 
long stay or permanent admission.

Additionally, there are a number of 
workforce issues that impact on the 
allocation of time to get to know a 
person from a clinical perspective 
let alone a personal perspective.  

If the RACS has a shift work 
structure this has to be managed 
effectively to ensure some 
permanency of staff who will learn 
the idiosyncrasies of each resident, 
especially important for respite.  
Casualization of the workforce to 
cater for organisational monetary 
efficiency may place residents 
at risk of a fast rotation of health 
workers who have not had an 
adequate handover of information.  
Even permanent staff who are 
under time pressures due to 
skeleton staff/resident ratios may 
not prioritise getting to know 
someone or following up on their 
care when they will only be with 
them for a short period of time.

If staff do not have the experience, 
knowledge or skill level to manage 
someone with greater care needs, 
they may inadvertently miss 
obvious signs that the person’s 
health is deteriorating.  If RACS 
management is admitting people 
with high care needs to respite 
care they need to ensure the 
ability to be in full and regular 
communication with the current 
team that attends to their health 
i.e. in this case the GP, dietician, 
physiotherapist and speech 
pathologist, or that suitable locums 
are in place and contactable.

Cost saving measures for 
the workforce and poor 
communication processes can 
in the end be very expensive to 
the aged and health system as 
exemplified by this case as Ms 
W required an acute hospital 
admission before her death.

Comprehensive communication 
processes go from pre-admission 
through to post-admission.  
Cost saving measures for the 
workforce and poor communication 
processes can in the end be very 
expensive to the aged and health 
system as exemplified by this case 
as Ms W required an acute hospital 
admission before her death.
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Finally, we should remember that 
residential respite care is a much 
needed resource for carers and 
will be in greater demand as the 
population ages in the coming 
decades.  It may be only for a 
couple of days or weeks but it is a 
significant change in the often fine 
balancing act of looking after a frail 
older person.  Therefore residential 
respite care should be considered 
more than just a short-term ‘sitting’ 
service.  It is a service where the 
outcomes should be beneficial not 
only for the carer but to the ongoing 
care and life of the older person.
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