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Poor healing requires action
Case Number QLD 2015/2405
Case Précis Author
Joseph E Ibrahim,
MBBS, PhD FRACP
Department of Forensic
Medicine, Monash University

i. Clinical Summary
Ms KS was a 96 year old female
resident in a privately owned
residential aged care service
(RACS). Ms KS who was mostly
bedbound requiring mobility aids
for transfers with a past
medical history of insulin
dependent diabetes mellitus,
hypertension, dementia,
hypothyroidism, and a skin
condition resulting in blistering

treatment.’ The GP reviewed
the wound again a week or so
later and considered that it was
improving.

multiple raw skin ulcers on the
lower limbs, two of which included
exposed tendons with green
exudate.

Another two weeks passed when
nursing staff noted that the
wounds on the right and left lower
legs were “sloughy, oozing and
possibly infected” and so contacted
an out of hours GP who attended
and prescribed oral antibiotics.
A week later the RACS staff
contacted their wound care
consultant who provided advice
and a wound management regimen.

Diagnoses of hypoglycaemic
episodes with a reduced level of
consciousness and sepsis were
made with the leg ulcers
considered the source of the
infection.

A week or so later, Ms KS
developed a chest infection and
was prescribed Augmentin Duo

“About 10 days later on a Friday evening Ms KS
was found to be sleepy and was considered
‘unconscious’ with a blood glucose level of 2.8g/l.”
which was treated with prednisone (presumed to be bullous
phemphigoid).
Over the past two years Ms KS
had a number of skin wounds,
including multiple skin tears.
About five months before her
death Ms KS had two wounds
causing concern, one on the
right lower leg (9cm x 3cm) and
another on the left lower leg
(8cm x 4cm). About three months
before her death the visiting
General Practitioner (GP), was
contacted to review Ms KS’ right
ankle as a tendon was on view.
The GP reviewed the wound and
documented to ‘continue present

forte, a week later nursing staff
documented contacting Ms KS’
daughter with a health status
update, explaining her chest
infection, ongoing wound
management, poor oral intake and
increased sleepiness.
About 10 days later on a Friday evening Ms KS was found to be sleepy
and was considered
“unconscious” with a blood glucose
level of 2.8g/l. The ambulance
service was notified and Ms KS was
transferred to an acute care
hospital emergency department (ED).
In the ED, the medical examination
of Ms KS revealed multiple bruises
on her upper and lower limbs and,

Ms KS was admitted to the acute
hospital as an inpatient. Treatment
included commencement of
antibiotics, wound dressings,
correction of fluid status and blood
glucose levels. Despite this
treatment Ms KS continued to
deteriorate. The following day,
after discussion with her daughter
end of life comfort care was
commenced. Ms KS developed
multi organ failure and died three
days after admission to the acute
care hospital.

ii. Pathology
The cause of death following an
autopsy by a forensic pathologist
was ‘sepsis complicated by multiple
organ failure, with the infected leg
ulcers being the source of the sepsis’.
The microbiological cultures of
the leg ulcers (two different sites)
grew Pseudomomonas Aeruginosa.
Other features noted included the
presence of bronchopneumonia and
multiple skin tears detailed below.
• Right upper limb: skin tear
4.5cm long on the antecubital
fossa, ulcer 2cm x 1cm on the
back of the forearm and a skin
tear 2cm long on the back of the
right hand.
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• Left forearm: large ulcer 9cm x
10cm and another ulcer on the
back of the hand 6cm x 5cm.
• Right thigh: skin tear 4cm long,
on the leg an irregular ulcer
8cm x 6cm, on the back of the
leg an ulcer 11cm x 4cm and on
the upper half of the back of the
calf an ulcer measuring 5cm x
3cm. On the outer aspect of the
distal third of leg there was a
deep ulcer, 11cm x 7 cm
exposing underlying
muscles and the tibia is partially
exposed.
• Left outer aspect of the upper
leg: skin tear 4cm long. The
lower half of the leg ulcer is
located on the lower half of the
back of the calf and measures
9cm x 5cm and there is exposure of underlying muscle..

iii. Investigation
Ms KS’ death was reported to the
coroner by medical staff from the
acute care hospital who raised
concerns about the adequacy
care and management of the leg
ulcers. The coroner directed that
further investigation was required
to determine: the adequacy of the
care provided by the RACS staff
and their wound care consultants,
the care provided by the visiting
general practitioner and, the
communications by RACS with the
family of Ms KS.
An inquest was held requiring
four court hearing dates over a
six month period with separate
legal representation for the family,
RACS provider, the RACS manager
and the general practitioner.
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The court heard from three experts
with one from medical, nursing
and aged care respectively, as well
as the family, medical practitioner
from the acute care hospital, staff
from the RACS, the regular and
after hours general practitioners.
The RACS provider explained that
from the time of the admission

The GP stated he did not receive
any further requests by staff to
review the wound on the right
lower leg.
Ms KS’ daughter explained that
she was residing in another state
for previous six months and contact over this period was generally
by telephone. Although, telephone

“The RACS acknowledged referral to the
wound management consultant could have
occurred earlier and there were delays in the
review of the wound.”
Ms KS was managed by care staff
under the direction of the treating
doctor and that wound pathways
were used to monitor the progress
of wounds and that an external
wound consultant should be consulted when indicated. The RACS
acknowledged referral to the
wound management consultant
could have occurred earlier and
there were delays in the review of
the wound.
RACS staff explained they had
referred Ms KS to wound
consultant who reviewed care on
two occasions two weeks apart
in the month prior to Ms KS being
sent to hospital. RACS staff had
initiated a number of wound
management plans for wounds
and staff were attending to these
wounds daily or second daily. There
were in total six separate wound
care plans. Two of these related to
wounds on her right lower leg.
The GP explained that a month and
half prior to referral to hospital, he
reviewed the wound on the right
lower leg and considered it was
improving and to continue
conservative management.

records confirmed the RACS
called Ms KS’ daughter 21 times
she does not recall many of these.
Twelve of the calls were for less
than a minute presumably these
went to her message service.
The expert opinion from the
clinical nurse consultant—forensic
nurse examiner raised concerns
about the quality of the wound
assessment and management
plans and failure to escalate concerns
including referring Ms KS to
hospital earlier. This expert noted
there was only an initial
measurement of the wounds but
none were documented
afterwards and that the multiple
colour photographs were of poor
quality. Stating, ‘progress notes and
wound assessment and management
plans were inadequate in volume
and detail’. Specifically, no
information as to how often
pressure area relief was provided and what pressure relieving
devices were used. This expert
stated that Ms KS did not receive
adequate care and that earlier
intervention may have changed
the outcome.
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The medical expert noted Ms KS
died from Pseudomonas sepsis
secondary to infected chronic leg
ulcers on a background of diabetes
mellitus and possible bullous
pemphigoid.

This expert considered the GP
should have been more proactive
and clinical staff should perhaps
have instigated referral to hospital
for advice regarding treatment
options.

This required treatment with
steroids which made her diabetes
more labile with a fluctuating level
of control. This combination of
diabetes mellitus, oral steroids and
perhaps an autoimmune disease
increased her susceptibility to
infections. The expert identified
a number of opportunities for
RACS staff to request review of the
ulcers and argues this could have
occurred as early as three months
prior to admission to hospital.
This expert noted that the general
practitioner’s response was poor
in that he offered no reasonable
suggestion for management
despite the likelihood there was an
exposed tendon on view at the time
of review.

iv. Coroner’s Finding

Both the medical and nursing
experts had concerns with respect
to the qualification of the wound
care consultant who was no longer
registered as a nurse. The RACS
were not aware that the wound
consultant had not been a
registered nurse for 10 years
and they did not have a policy or
process in place to ensure such
persons were suitably accredited
or clinically trained.

The coroner found that the care
provided in relation to wound care,
was not adequate with respect
to documentation, treatment
provided and referral for medical
intervention and escalation of care.
The wound care management plans
were also not strictly in accordance
with the RACS Wound Care Policy
in place at the time. No photographs or measurements were
taken of the left and right leg
wounds for six and three weeks
prior to hospital admission
respectively. The RACS staff had
not escalated care as they accepted
the GP view that the wounds were
improving and because the wound
consultant was involved in the care.

The aged care expert stated the
RACS had comprehensive wound
care policies and procedures and
considered the breakdown in this
care was between the GP and
wound care specialist engaged by
RACS.

The coroner described multiple
missed opportunities to escalate
care following an obvious
deterioration in Ms KS’ wounds.
These included failure of RACS
staff to effectively document on
the wound management plan;
inadequate documentation of
examination of the wounds by two
GPs and failing to identify the
significance of the deterioration;
care staff relying on the
examination of the wound by a
person identified by their RACS
provider as a wound care specialist and, communication issues
within and between the clinicians
involved.

The coroner noted there was
contradictory evidence around the
involvement of the wound consultant/specialist and the RACS
provider in terms of policy
development and with RACS staff
in terms of reviewing patients and
providing advice. The coroner
noted it was unclear if the wound
consultant had any professional
medical qualifications or
registrations as she was not
registered as such with AHPRA.
The wound consultant gave
evidence she had been a Registered Nurse for 20 years but
had let her registration lapse 15
years ago. The wound consultant
considered her role as to provide
general advice as to dressings
based on clinical information provided to her by registered nursing
staff and that residents with
complex wounds not responding
to treatment should be referred
to hospital. The RACS staff stated
it was their understanding the
wound care specialist was to
whom wounds should be referred
if they were complex or if specialist support was required. Interestingly there was not a direct
formal contractual arrangement
with the wound consultant and
she had not been paid.
The coroner noted the expert
opinion that referral to hospital
should have occurred well prior to
the tendon exposure, and
treatment advice would have been
sought and the family would have
been involved in decision making
around how to proceed, even if
the decision was to proceed with
palliative care. The coroner
concluded that even if Ms KS
received the necessary medical
and nursing care this may not have
changed the outcome.
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The coroner found and the GP
accepted the opinion that the care
was not adequate in terms of
documentation, follow up,
appropriate treatment and referral.
The GP explained undergoing
training to address these matters
and no longer practices in RACS.
The GP stated that with the benefit

v. Author’s Comments

of hindsight he should have
referred Ms KS to hospital for
assessment and management
about two months before her
death.

• Standard 2 Assessment and
planning: failure to effectively
document wound management
plan.

The RACS provider conceded the
daughter felt she was not being adequately updated about her mother’s condition resulting in distress
and this not a desirable outcome.
The RACS conceded there was not
adequate communication between
its staff, the general practitioners
and Ms KS’ daughter about the
referral to the wound care
specialist.
Following the death of Ms KS, a
number of the changes were made
by the RACS which included:
establishing a register of wound
care specialists, additional wound
management training, updating
wound care policy and manual,
processes to ensure photographs of
chronic wounds are taken weekly,
improvements to the
clinical review process, all staff
trained in recognition of clinical
deterioration and, a project
whereby a registered nurse was
available on call to give real-time
clinical advice and support. The
coroner took these changes into
consideration and decided not to
make any other recommendations.
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Below are examples of how some
of the new aged care standards
may apply in this case. Note, that
these are my interpretations, and
may not represent the views of the
Commission.

• Standard 3 Personal and
clinical care: failing to identify
the significance of the
deterioration, inadequate
documentation of examination
of the wounds by two GPs.
• Standard 6 Feedback and
complaints: daughter not being
adequately updated.
• Standard 7 Human resources:
unclear if the wound consultant
had any professional
qualifications or registrations.
• Standard 8 Organisational
governance: lack of an effective
risk management system to
manage risks in resident care,
not a direct formal contractual
arrangement with the wound
consultant.

vi. Keywords
inquest, aged care nursing home,
adequacy of wound care
management, death from sepsis
due to skin ulcers, communication
with family.
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Open disclosure in RACS
by Penny Eden,
Partner, MinterEllison Brisbane
Open disclosure has been a key
tenet of the healthcare sector for
nearly three decades. It is the process by which healthcare providers
communicate with and support
patients who have been harmed as
a result of health care. It is
considered an important element
of good clinical practice and
professional ethics and is part of
effective clinical communication.
The introduction of the Aged Care
Quality Standards (Standards), has
brought with it the requirement
to engage in open disclosure with
care recipients. There are now
two specific references to open
disclosure contained within the
Standards, but the practice is more
broadly relevant to many of the
Standards. Listening to consumers,
understanding what’s important
to them and engaging in honest,
informed conversation when things
go wrong underpins the practice of
open disclosure. Apart from being
‘the right thing to do’ it goes to the
heart of the delivery of
person-centred care.
Open disclosure in aged care (like
in the healthcare setting) is the
practice of communicating with
care recipients when things go
wrong. The first step is to identify that something has occurred
that has caused harm – harm
may be physical, psychological
or social and may result in loss of
quality of life, impairment, injury,
disability or death.

In the acute setting, the
requirement to engage in open
disclosure is triggered by an
‘adverse event’ and the occurrence
of harm. However, in aged care the
Standard speaks to the
requirement for open disclosure
‘when things go wrong’ and is not
dependent on the occurrence of
harm. Identifying a triggering
event may prove challenging for
aged care operators and will often
be confounded by the
natural progression of a condition
or disease process or the resident’s
co-morbidities. However, a form of
open disclosure may be regarded
appropriate even if an incident is
not considered preventable.
Providers may identify that things

As early as possible, the provider
should acknowledge the concerns
of the care recipient and provide
a sincere, unprompted apology or
‘expression of regret’. This is not
about a legal process or admitting
fault or wrongdoing. It is about
recognising the care recipient’s
right to be treated with dignity and
respect. In all Australian
jurisdictions, legislation has been
enacted to protect statements
of apology or regret from being
deemed admissions of liability.
Notwithstanding, it would be
remiss not to flag the need to
engage with insurers and other
organisational stakeholders in the
development and implementation
of open disclosure policies.

“Open disclosure is an important part
of quality improvement.”
have ‘gone wrong’ through a range
of sources – including, the care
recipient or their family, a staff
member, an incident reporting
system or internal quality review.
Key here, is the culture of the
organisation.
A culture where
people feel supported and
encouraged to raise concerns
when something has gone wrong,
promotes and supports the
practice of open disclosure.
Having identified harm, the
provider must take immediate
steps to address the clinical needs
of the care recipient and provide
practical and emotional support.

The provider should then take
steps to determine what has gone
wrong and why. This is not about
apportioning blame. It is intended
to promote learning and improve
the quality of care and services for
care recipients. Open disclosure
is an important part of quality improvement. An organisation with
a culture of learning and continuous improvement will place a high
value on monitoring, analysing
and reporting information about
the quality and safety of care and
services.
Information gained through
practising open disclosure enables
providers to identify when things
have gone wrong, any systemic
causes that may have contributed
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and to understand – through active
inquiry – why it has occurred. The
final link in the chain is for the
provider to take steps to prevent a
recurrence. For many
consumers this is a crucial step and
can enhance public confidence in
the operation of the sector.
Honest and timely
conversations are crucial to embed
open disclosure within an
organisation. Trust and confidence
is eroded if a provider is slow to
respond or perceived to be
attempting to ‘cover up’. In turn,
this reduces the likelihood of early
resolution, increasing the likelihood
of escalating complaints and
external criticism of the provider.

Biography
Penny has over 20 years’ experience
working exclusively in the area of
health, ageing and human services,
utilising her understanding and
experience of having worked in the
clinical area as a registered nurse
to provide practical, timely and
outcome focussed solutions to legal
problems.
Penny is widely regarded as a leading
advisor to the aged care industry.
She provides a broad range of
regulatory and commercial aged
care advice to a range of private and
not-for-profit operators and regularly
advises on compliance with the Aged
Care Act 1997 (Cth).
Penny is currently acting for a
number of private and not-for-profit
aged care operators in the Royal
Commission into Aged Care, which
enables her to have key insights into
the issues confronting the industry
and oversight of common risks areas.
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Active Listening
by Kylie McKenzie BA(Hons),
MPsych(Clinical), MAPS, FCCLP
Clinical Psychologist,
Clinical Manager, Psychology,
Ballarat Health Services
It’s hectic, you really only have a
few minutes to return this call, your
head is full of names, Mrs A needs
a follow-up today by her general
practitioner, Mr T may be
deteriorating, and you need to
chase up pharmacy for Mrs V’s
medications, another resident is
wandering into other residents’
rooms. A call buzzer goes off – at
the same time as Mrs W’s daughter
is calling from interstate with
concerns about her mum.
Understanding the context is
important. Health and aged care
professionals are busy, we work in
loud, busy and sometimes chaotic
environments. It’s hard to
maintain your own internal database of what’s happening with each
person in your care.

As health and aged care professionals, it’s our job to manage
that gap. Active listening helps.
It’s a term that is bandied about –
“active listening”. But what does it
really mean?

Ask the carer or loved one what
they know so far

You are listening actively when
you really try and understand the
meaning that is being conveyed by
the other person in the
conversation; what are they saying
and what are they trying to say?
Your job as an active listener is to
reflect back what you’ve heard and
understood. This not only provides
an opportunity for clarification,
but if you get it right, it promotes
engagement. If you also listen to
and reflect the emotion being
expressed, the conversation will be
a more empathic and
compassionate one. If you listen
with your health professional’s ear,
you may also hear essential
information for your medical,
nursing or health care management
plan.

You will get an
understanding of the carer’s knowledge and expectations about their
loved one’s health.

“All around the world, best practice guidelines
recommend active listening”
But Mrs W’s daughter is only
focused on her mum. She’s a long
way away, and she’s worried about
her. Mrs W’s daughter needs to
understand what’s happening for
her mum; and needs some time
out of your busy day.
In our training, we learn that
communication is two-way. What
is said and what is received are not
always the same thing.

Sounds like a worthy investment
of time? It is. All around the world,
best practice guidelines
recommend active listening. But
the “how to” of active listening is
skilful; and those skills are rarely
defined or described in a way that
helps clinicians to implement them.
Let’s go back to Mrs W’s daughter,
and some ideas for active listening
when communicating with carers or
family members:

This is also a very good place to
start if you need to convey some
bad news.

Asking what they know also
provides information to you about
their level of understanding, which
can assist you to provide clinical
information in a helpful way. It also
provides an opportunity to hear
and correct any misconceptions.
Finally, listen for the carer’s
concerns. Reflect the concerns and
show you’ve understood them.
Offer to provide a summary of
where things are at from your
perspective
This may be all the family member
needs. As much as you can, provide
information in everyday language.
Check in with the family member’s
understanding
‘What questions do you have for
me?’
‘Is there anything you would like me
to explain again?’
Providing or sending written
information may also help family
members.
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Ask open questions
Health care professionals are wary
of asking open questions; because
they fear it will take more time,
which is always a challenge to
manage. While closed questions
can be super helpful in getting a
specific piece of information, or in
seeking clarification, they are less
engaging, and asking too many
closed questions runs the risk of
the other person feeling that they
are not being heard.

Summarise the next steps

Rethinking open questions may
help; ask open questions that help
to focus the conversation on the
most important things the other
person feels they need to tell you,
and ask open questions that focus
the conversation on the information you most need to know, eg:

Key Points for Active Listening

‘What is the most important things
you need me and the team to know
about caring for your mum?’
‘What can you tell me about your
mum’s weight over the past 6
months before she came here?’
‘What can you tell me about your
mum’s mental health, both recently,
and in the past?’
If in doubt, summarise the
conversation. At any point.
“Would it be okay if I summarise
what you’ve told me, so that I make
sure I’ve understood the most important things you needed to tell me
about your mum?”
Summarising communicates that
you’ve heard, and this can be very
reassuring.
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This final summary can bring
together the key points of the conversation, and how that information informs a plan for the patient
or resident’s care. It will help the
carer to know what to expect,
and to feel that their concerns are
being heard and are an important
part of their loved ones’ care plan.

• Ask if there is anything that the
other person needs more information about, or if they have
any further questions.
• Summarising the conversation
at any point, is a good way of
conveying that you value the
other person’s information and
concerns, and it provides the
opportunity for correction and
shared understanding.

**********

This is a short piece about active
listening for conversations with
families and carers, but the principles are the same in your communication with colleagues and other
health or aged care professionals,
where it is also helpful to bridge the
gap between what’s said and what’s
understood:

While time is a challenge, the
conversations clinicians have with
residents, patients, families and
other clinicians are at the heart of
person-centred and compassionate
care.

• Ask for a summary of what
the other person understands
about the situation
• Reflect the key content of what
they tell you, including their
main concerns
• Offer to provide a summary of
your own understanding
• Check in with what they’ve
understood
• Ask specific open questions
about the areas that would be
helpful to know more about, or
to elicit their main concerns
• Provide a summary of next
steps
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Good wound care
by Ayoub Bouguettaya

and
Professor Carolina Weller
Head, Wound Research Unit,
Monash University Nursing
and Midwifery
Good wound care relies on a clear
process and practice that is based
on high quality research. Older
people in residential aged care are
vulnerable to wound development
because of limited mobility and
presence of multiple co-morbid
conditions; so early and comprehensive assessment, implementation of preventive strategies,
identification the wound stage
with robust documentation and
early treatment is essential.
Wounds Australia have established “Standards for Wound
Prevention and Management” (‘the
Standards’) that promote holistic
assessment. These standards are
only the first step. Each RACS
must translate these into policies
and procedures that support
optimal practices. The Standards
are useful in clearly documenting
what should happen in preventing,
assessing, treating, and managing
wounds.
First, is a comprehensive and
regular assessment of the resident.
Identifying risk factors requires
timely assessment conducted by
an appropriately qualified person.
The Standards suggest that if a
resident is at high risk of developing a wound, their assessments
and prevention strategy should be
more extensive and frequent.

Second, if a wound is detected,
the initial records and photos
should note the type of wound,
duration, location, and wound
characteristics. These characteristics should include length, width,
depth, edges, area, bed (e.g., exposed tendons, skin, slough), healing level, and volume. After that,
an appropriately qualified team in
wound management should assess
further including swabs, scans, and
vascular assessments, referring to
other clinicians as needed.
Third, the Standards state a care
plan should be created to treat
the person and the wound based
on research based evidence and

This includes timely referral when
wound healing is not progressing
with treatment plan.
Second, photos and detailed
assessments documenting the
wounds were absent. Skin swabs
and/or biopsy were not done, and it
seems there were numerous occasions where timely wound dressing
and cleansing was not performed
according to the best research
evidence.
The lack of a wounds register has
been raised as an issue in recent
submissions to the Royal Commission into Aged Care.

“The case of Ms KS demonstrated gaps in quality,
frequency, and in the use of appropriately
qualified individuals to assess the care.”
the patient’s own circumstances
(or ability to heal). For example,
a moist environment should be
maintained for the wound, except
where there is not enough blood
flow to support it, or where healing would not be a realistic goal.
However, these decisions would
have to be made by appropriately
qualified individuals who continuously assess and address issues as
they arise.

The death of Ms KS highlights the
need for the Standards to be used
as these are an excellent guide
to optimal wound care practice
in RACS. There is also a need for
appropriately qualified individuals to monitor and train staff in
wound care.

The case of Ms KS demonstrated
gaps in quality, frequency, and in
the use of appropriately qualified
individuals to assess the care. The
standards outline the need for a
multidisciplinary approach to
manage chronic wounds.
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Learning from “Partnering in Healthcare”
by Brett Morris

Manager, Aged Care Quality
and Safety Safercare Victoria
Better care outcomes are achieved
when health professionals and
service providers work in
partnership with consumers, carers
and communities. Some aged
care services already do this, but
consumers report that person-centred care is not consistent across
the sector – leading to variation in
consumer participation, experience
and outcomes.
Aged Care services need to meet
key requirements for partnering
with consumers under the new
Aged Care Quality Standards.
Standard 8 requires organisations
to demonstrate that consumers
are engaged in the development,
delivery and evaluation of care and
services and are supported in that
engagement.

Developed using a co-design
approach with over 300 health
care consumers, the framework
offers practical strategies to
improve healthcare and outcomes
for Victorians by better involving
patients and their families.
The domains of the framework are
core to care provided in Aged Care
services. By working through the
framework, services are able to
identify gaps in the current
approaches for partnering with
consumers. Clearly Mrs W’s case
highlights the need for a more robust approach to partnering in care
in this aged care service.
This would help to improve
communication and support shared
decision making with families.
Such an approach has the potential to avoid other families
experiencing the distress Mrs W’s
daughter experienced due to not
being adequately updated about
her mother’s condition.

Achieving accreditation is a
baseline measure. Providing high
quality care is about going beyond
what is required. Safer Care
Victoria has developed the
Partnering in healthcare
framework to help health services
better respond to the needs and
expectations of consumers. It aims
to help health services involve
consumers to deliver care that is
safe, person and family centred,
equitable and effective.
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Resources
1. RAC Communiqué Vol 3 Iss 3 Jun 2008 Wound Care
2. RAC Communiqué Vol 9 Iss 1 Feb 2014 Communication
3. RAC Communiqué Vol 10 Iss 1 Feb 2015 Information and Culture
4. Wounds Australia. Standards for Wound Prevention and Management 3rd Edition 2016.
Available at: https://www.woundsaustralia.com.au/Web/Resources/Publications/Publications_Users_Only/Standards_for_Wound_Prevention_and_Management__Third_Edition___2016_.aspx
5. Aged Care Open Disclosure Framework and Guidance, Aged Care Quality and Safety Commission.
Available at: https://www.agedcarequality.gov.au/resources/open-disclosure
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