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1. EXECUTIVE SUMMARY

The initial review of the complaints that have been received have identified the following

issues in_reagard to the care of the special needs clients by

sd-gohd

1.1

1.2

2) That

1) The special needs clients are not provided with the agreed level of care and
attention as required under the service agreements and thé & are NUMErous
instances where special needs clients are left unsup ¥ extended
periods;

environment for the special needs clients during t
the care of

3) Inconsistency of support workers and availability s

client’'s needs; and

4) Lack of appropriate communications with eV

Findings

As no systemic issues have beendd on to the compliant matters
that have been made to the departm no specific recommendations
to be made concerning the prowsuon of ble care to departmental funded
clients.

As a number of the iss

are currently th _
are to be addressed - of new systems and procedures it is
recommended thata so e feview be undertaken in 2017.
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1. Executive Summary

On %584 2017 the

(ihe Centre) referred a number of ‘serious concerns’ to Comphance Services
(CS) for investigation. D

The ‘serious concerns’ alleged by the Centre were as follows:

1. Physical harm caused to a departmentally funded client esult of the
application of inappropriate, unsafe and medmaiiy .'= :
restraints applied to the client;

2. The delayed response in the provision of approp, the clients
support workers leading to increased r‘sk of harm oh : |

3. The unauthor;sed use of ‘restrictive

Section 18, of the Community Serwces Act 2007 (CS A {for Authorised Officers
‘serious concern’ exists

on the
he legislation under the DSA, the Short Term
{ by the additional time limiting conditions
rtment that required to address, and the response
ntal policy in relation STA was also considered.

use of restrictive practices — substantiated but with some mitigation.

ort outlines the evidence based findings from the compliance investigation
g/'with each of the above findings.
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1. EXECUTIVE SUMMARY

sdfhgohd

This matter was first referred to the Compliance Investigations Unit (CIU) on

2016 following the receipt of a number of complaints concernina allegations of abuse,

neglect and harm involving a dob:

a Department of Communities, Child Safety and Disability

Services (the department) funded client under the care of

The CIU commenced preliminary enquires in relation 6 #
raised as they related to the client.

An interim report was published by the CIU on

In summary the findings from the CIU investigation as ‘st 5 interim report
were:

1) Allegation of Assault:— UNSUBSTANTIAT

2) Failure to provide adequate supervisio Falil ¢/ in Duty of Care:-

Sufficient information available to subgtantiate\that/ did fail in its duty of

care to | / /A O\ \

a. Failure to Provide 1:1

UNSUBSTANTIATED; and ™\

3) Critical Incident Reporting (Unreport

information available to deterh

policies and procedures i Criticél Incident Reporting.
In addition to the above _ ntified issues concerning 1) Inconsistencies
in invoicing for Fee-for Set ' c Inadequate security for a water hazard

located at
To ensure that ~full consideration of procedural fairness was
advised of the findings gf the tompliance investigations and provided with an

and the response
to the initial findings from this investigation, the following
clusions have been reached:

~Failure to provide adequate supervision — Failure in Duty of Care:-
The CIU is of the opinion that there is sufficient information available to

substantiate that did fail in its duty of care to
CONFIDENTIAL
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The information provided by**“*“*“in its response does not address the
fact that the incidents involving did occur and that
they did occur on more than one occasion.

The response provided by is typical of what was experienced by the
ClIU in undertaking this investigation being a total rel to
accept any level of fault or responsibility with regard

Critical Incident Reporting (Unreported Hospi s):- The
CIU is of the opinion that there is sufficignt A @vailable to
determine that has failed to follow| and proper

reporting regime in regards to Critical Inciden eps ing as required
under the terms of Service Agreement.___ -/

1.1.1 Supplementary Issues .

ients:- Dependent on the
ned in this report, matters
office with regards to Fee-

i issue,

property:- In, poprse tonthe’ concerns raised in the interim report

published /

5a) enquzres to determine the suitability of the
the pond area at the CIU has
Region in progressing this

2017 and giving full consideration to the
it is recommended that the department does not
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1. EXECUTIVE SUMMARY

On s49-scnd 2017, Ethical Standards received concerns regarding the alleged conduct of
Residential Care Officer (RCO), Accommodation Support and

Respite Services (AS&RS), Region.

Within the information it was alleged that whilst rostered to support service users at a
departmentally supported residence on 2016,

2017, breached d
and service users, relevant to their ‘per
medication, manual handling, dressing and transfer requirements.

Ethical Standards conducted an investigation
departmental documentation and electronicall
witnesses and the subject officer.

The investigation found, on avallable ‘ allegation that between
2016 and Residential Care Officer, failed
in duty of care to S€ |scapable of being substantiated on

the balance of probabilities. J
The investigation found, on/ availdblx the allegation that between

2016 and Residential Care Officer, failed
in  duty of care to is capable of being substantiated on the

balance of probabilities.
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1. EXECUTIVE SUMMARY

§48-schd was a service user with significant support needs.

required full support, both at

home and within the community.

is a service user with significant support r}é’ég{

“yesided with’
at an AS&RS supported residence located at _

On 2017, Ethical Standards o
Senior Advisor, Human Resources Seryices ation to an

allegation raised against Residential Care Officer (RCQ),
Accommodation Support and Respite Services (AS&RS),— Region

(Attachment 2) .

On 2017, Di Team Leader,

AS&RS reported to
AS&RS, via email, that:

e On 2017,
RCO, AS&RS at arf AS&RS Supportéd residence located at
Jbelieved left
service users unsupervised observed

standing out the front of

and did not seé the service users in the area.
e On and observed
“““““““““““““““““““““““““““ alone
W however, / quickly walked inside when became
aware of present
e On entered to have a
discussion with “Jn rélation to the service users’ whereabouts
during the incident 2017. Upon entry,
bserved in the shower, and sitting at
the dinner table. told that  left the service users
in o@e grassed area at the side of the road.
e On 017, following conversation with
walked out of towards vehicle, and
_had followed to the bottom of the driveway.
where had left the service users
[ then realised that had left
nattended in the shower. ~
‘Report Form (SURF) dated 2017,
AS&RS reported that at arrived for shift at
/Whilst conducting shift handover with became
had fallen earlier that morning and sustained significant facial
s\ Furthermore, had not written any reports in relation to the
t, gr verbally reported it to management prior to arrival to shift.
On 2017, Ethical Standards commenced an investigation in relation to

the allegation, including a review of documentation and interviews with
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The investigation found, on available evidence, the allegation that between
s40schd 2017 and. 2017 failed in duty of care of service

users residing at is capable of being substantiated on
the balance of probabilities.

irrelavant
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1. EXECUTIVE SUMMARY

On 495" 2017, Ethical Standards received information in relation to allegations
against and Residential Care Officers

(RCOs), Accommodation Support and Respite Services (AS&RS)

Region.
It has been alleged that at about on 2017, Jand

engaged in a verbal altercation during a shift handoverét the

AS&RS at

The details of the allegations were™,

¢ Incoming RCO, had an argument in the offi _
“during which both parties used ralse | voicé

. touched

e As was unable to comple
contacted  Team Leader and depafrtex

Ethical Standards conducted an investigation !
included formal interviews with the subject officérs,/a réview of relevant departmental
records and deliberation of the Code of Conduit for the Qdeghsland Public Service.

The investigation found, based on the available evidence;the allegation that between

2017 and 2017, Residential Care Officer,
Accommodation Support and Respite™ ices/ Region,
engaged in inappropriate behayiol kilst/ at a; departmental supported
accommodation residence, in the presg nc of a gervice, user, is capable of being
substantiated on the balanc yliities. ./

The investigation found, badsed
Between 2017 and__ ¢
Accommodation Suppott Bervices Region,
engaged in inappr 7’ whilst at a departmental supported
accommodation residerice, /in the prégence of a servicej user, is capable of being

ReS|dent|aI Care Officer,

An ad ah noern, 1 \é"éardmg the use of restrictive practices toward a service user,
: the investigation and is explored within the investigation report.
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Local Management Action

/ / s48-schd
f Subject Officers:
Background
On 2017, the Department of Communities, Child Safety and Disability Services (DCCSI ) d
a complaint from . The allegation was that upon arrival at elv
9.30am on 2017 at
worker found service user unsupervised in the househele.yehitle parkéd
in the garage. The roller door was up, the engine was running, and the air condltlonm (o]
and were the Residential Care Officers working at the resndence __
‘Methodology e

| undertook the following activities during this local management process:

1.‘ Accessed, obtained, retrieved and copied all departmental records
allegations;

2. Reviewed relevant legislation, departmental policies, procedu ui e\anooperating manuals:
3. Accessed, or made reasonable attempts to access any other e s

which was considered relevant to the allegations; .y

4, Conducted an interview with the complaint and other pe Mo could potentially contribute
information relevant to the investigation; '

5, Conducted an interview with the subject officer(s) In relatlon to 34 involvement in this matter

and obtalned their responses to the allegations.
Interviews

| conducted the following face to face interviews:

Date Name Pesitioh '
2017 »Rgsfﬁ@gtlmr@bmcer |
2017 | Residential Care Officer
2017 Team Le
cor‘cted the following telephone intervi /
Date ' Name . sition . i

2017 | __ K
sollection of Documentary «
Jocumentary

accessed, reviewed at s of the following documents:

Documeﬁt.TitE}Krzﬁé?}ipﬁon . T Attached
e A(Yes/No)
invitation to interview Yes |
Summary/Transcripts of . interviews Yes
letter of explanation (bought to interview) Yes
“Team Leader Shift Reportor 2017 Yes
AS & RS Team Meeting Minutes 2017 Yes |
AS & RS Team Meeting Minutes 2017 Yes
Comments Formfor (inc. 2017) | Yes

|
|
|
]
|
|
Incident Report Form for 2017 Yes |
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MCFA Voucher for s¢%-sché Yes
Yes
Yes
Google Maps and Street View of Yes
Interior layout Yes
i Service Centre Houses and Service Users Yes
Household Vehicle Information Yes
Household Vehicle Log Yes
MCFA Budget for Yes
Banking Passport Yes
Banking Passport Household for four Service Users Yes
Banking Passport Vehicle for four Service Users Yes
Daily Report Log from (inc 2017) Yes™
Sign On Card and Shift Roster
i Medication List
Individual Profile
Shift Duties

Discussion

Relevant aspects of the investigation as included below.

" 2|Page
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adbachd

Qutcome

It is not disputed t was placed in the household vehicle parked inside the carport by
atap oximately on 2017.The garage door was up and the car

engine was, 9. '

alor cumentary evidence to support claim that was placed
gholthwvehicle so could be taken on an urgent banking visit at

d then transferred into the care of worker so the outing could
continue. From the/documentary evidence sourced during the investigation and after interviews held with
the relevant people, | have been unable to identify a reasonable explanatlon as to why placed
in the household car. References to “urgent” banking being required are convenuent and there
are irregularities highlighted after the four interviews were conducted.

B

in the

5|Page'
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On the basis of the above inquiries, | have formed the view that ****°**  did not place in the
household vehicle because needed to undertake urgent banking.

| am therefore unable to provide a suitable explanation as to why was ity the household vehicle.

On the balance of probabilities, | believe the internal sliding door be&et , garage and the house interior

was closed when the worker arrived.

- | rely on the initial comments contemporaneously \Zl\é\& Incident Form, particularly "...doors to
house were closed & nobody was observing

& is! ideM with the service users' personal bank account balances.
égﬂ;;;/ account exceeded the $1500 limit. The four
accounts also significantly exceeded the limit. Further

s may be warranted if there is a legislative requirement to remit

During this investigation,
From at least

into the vehlcle in the garage on. 2017 and

was sitting in a vehicle in the garage with the engine runnlng, that
bt the door to the house was closed, and that no one was watching

g substantiated. The allegation that failedin  duty of care to

le of bemg substantiated on the balance of probabilities. [n addition, as is not
and is unable to exit the vehicle without assistance, applied an

practice which is a denial of human rights.
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Recommendations
It is recommended that:
1. The conclusions reached above are accepted by the delegate.
2. The delegate provides outcome advice to the complainant AND/OR subject officer
3. The delegate provides outcome advice to Ethical Standards.
SAM-BCTA

[ accept the recoqmepdatigns@’éié ;;cept the récommendations

Comments: ;

7|{Page
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Local Management Action_ 1

sz%‘;“;ws-c-mi \
Subject Officer:
Background
Incident One .
1. On 2017, Clinician, jised Team
Leader, Accommodation Support and Respite ‘ that the kitchen tap handles

ved the handles as it was

had been removed and were in a container near the «
' ever, this was not based on

believed it would help manage
" medical or clinical advice.

2. The handles were removed from approximately .nd were replaced on 2017,
following a meeting between AS&RS and ‘

Incident Two

1. On 2017, whilst being . ted ¢ / access outing,
wo vehlcles parked in the driveway.

repeatedly entered and exited.botK.wvehicle Direct Services Team Leader
(DSTL), _ AS&RS saw hold hands to prevent free
entrance into the vehicle  would ot be travelling in. dropped to the ground and
picked yp by the arms. There Were no injuries to

t

&. has a Positive Vi Support Plan for Restricted Access to Object, the Behaviour
Recording Sheet was completed an _ Wwarded to clinician,

Methodology /
I undertook the fallowing astivities during this local management process:

1. i Positive Behaviour Support Plan. |,
Interview:. 5
I condug
Date. Position
Manager Service Centre

1
!
1
{
i
!
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| conducted phone calls:

Date Name Position
| S49schi017 Residential Care Officer
i 2017 Residential Care Officer
L 2017 Residential Care Officer
i 2017 Residential Care Officer
| 2017 Residential Care Officer

Dpcumentary Evidence

[ accessed, reviewed and obtained copies of the following documents:

Document Title or Description Attached (YesiNo)
Email from dated 17 Yes
Positive Behaviour Support Plan Yes
Team Meeting Minutes dated 17 Yes
Team Meeting Minutes dated 17 Yes
Service User report Form Dated 17 Yes
2 X Section 40 Complaints

Discussion of Evidence

Incident 1

On 2017
introduce any restricted practices around
the house team minutes on

2017.

On 2017 the tap handles were found to
Services Team lLeader, i

oV, et

consumption of water, re

restricted practice.

linigal Services advised AS&RS not to
tap. This instruction was included into

The taps were replaced by Direct

as no medical or health issues identified with
ridles is considered an unauthorised use of a

Unannounced visits by the Direct Services Team Leader and Manager can verify this practice has ceased.
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Outcome:

On the basis of the above inquiries, | have formed the view that the allegations are substantiated.

Regular *475¢"%  Team Members,

attended a workshop on 2017 in relation to tie legal implications

of using restricted practices without the relevant consent. This meeting was chaired ger of
Service Centre, and the legal implications reiterated by the A@8

Team Leader, ~did not attend

has advised that i not confident that all the staff members fwefe co t in‘understanding
the requirements of the restrictive practices legislation. [

Incident 2 .
|
)
On 17 “\_physically restrained from entering other people's
vehicles by holding and physically/redirecting X

with regarding the unauthorised use of restrictive
m minutes to allow time when entering a vehicle to alleviate

I
l!
1
I
]

. . :
abovejinquiries, | have formed the view that the allegations are substantiated.

Team Leader, _
practices and noteg
concerns. /

Outcome;”

itive Behaviour Support Plan was reviewed and cionsent provided by Guardian on

Z anthincludes appropriate Physical Restraint. |

Due to already completed activities | recommend no further action is warranted.

10
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Recommendations
It is recommended that:

1. The conclusions reached above are accepted by the delegate.

2. The delegate provides outcome advice to the subject officers

3. The delegate provides outcome advice to Ethical Standards.
sdl-schd

| accept the o@ do not accept the recommendations
Laceept ihe recommendationd)

1"

[ ——
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Local Management Action

sdl-sond
Subject Officer:
Background:
‘ and reside in a three bedroom h‘oﬂne at
supported by the Service Centre with a 24 hour awake quel 0 suppo&
§

tiviies of daily

require support and prompting.with - Il ac

living including personal care; medication management, meal preparatlon s and accessing

the community.

ed to provide support at

is a Residential Care Officer (RCO) Wh

Assessment of Allegation:

Itis alleged that inappropriately/a

positive behaviour management strateg
assessment and it has been determined_

Service Commission’s CaPE framework a

provnded alcohol to service users asa
eferred to Ethical Standards Unit for

conduct falls within category 3A of the Public
rngd to the regic;m for Local Management Action.

|
|

during  this Iocal management process:

plainant and other persons‘ who could potentlally contribute
ation (as detailed below in Section 5.2).

iew with the subject officer(s) in relation to their alleged involvement in this

Heir responses to the allegations.

and Service User Report Forms (SURF'S)

Methodology:

1 undertook the following activities
1. Conducted an intérview w
information relewe
- 2. Conducted and
matter and
3. Reviewed i

Interviews: / |
| conduicted the/ ' e lo face interviews: !
"Dte. _ TRdsition - !
el - R I _ qe '
2017 Residential Care Officer
Iconé&gé\&/{/g“touowmg telephone interviews: _ . ! _
iE)ate ' IName I IRasition: R .
17 Residential Care officer
17 Residential Care Officer

Collection of Documentary or Other Evidence:

Documentary Evidence:

12
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| accessed, reviewed and obtained copies of the following documents:

Documentylitle At
. (vesiNo)
File Note conversation between Team Leader 549-304 and |Y
RCO dated 17
File note conversation - Manager and dated 2017 Y
File Note conversation ~ Manager and dated M7 1Y
File Note conversation - Manager and dated 17 Y
File Note conversation - Manager and dated Y
17

File Note conversation — Manager and dated 2017 Y
SURF from dated 17 Y
SURF from dated 17 Y
SURF from not dated Y
Report Book entries Y

Other Evidence:

Report Book entries

SURF's

QOutcome:

lahce of probabilities,

On the basis of the above inquiries, | have formed the viet |
positivé behaviour

inappropriately and without authority, provided alcohol to
management strategy.

This view is based on the following reasons:

Management action has already occurred; specifically, medical advice has been sought and it is identifled

that both are able to be offered an alcoholic drink on special occasions only

decision maker has been contacted and has ¢onsented for to be

13
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supported to have an alcoholic drink as per medical advice. Strategies have been put in place to cease the
provision of alcohol to the service users ona regular basis which has included feedback to the team and
updating of cliént information arid plans. Management will schedule:é rmeetinig with **75¢"¢ " to develop
an Achievement and Capability Plan (ACP) by 2018 to support a better understanding of the
use of positive reinforcement. As  noted the use of alcohol in the repoit book, it is considered
that there was no malicious intent in implementation of this strategy however is now fully aware of
the possible harm that could be caused. ' .

Recommendations
It is recommended that:
1. The conclusions reached above are accepted by the delegate. -,
2. The delegate refer to HR for advice on appropriate disciplinary 2 ion./
3. The delegaté provides outcome advice to the complainant AN
4, The delegate provides outcome advice to Ethical Standards.
\

4&@5{ @g&émendaﬁons/l do not accept the recommenclations:

14
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Local Management Action

sd@esohd
Subject-Officer:
Background ' . o
commenced as a Residential Care Officerr (RCO) with f@é\ﬁce
Centre in . Since then has
has worked asa employee at:
The house at is supported by the Servmé/ GMMe of four
clients Including Al four clients experience _
nsfers, Support is

physical suppcrt needs including the use of honwn
providéd 24 hours per day with-awake overnight assistance and addmonal staff on/dii
support the activities of dally living including the foliowing of detalle ™

. fo

Oh 20617, RCO's, repor_t.ed,fhé_t upon
transferring to.  chairafter __shower that oot aﬁ red to pe in a different paosition. It
was reported that id not seem to be aiiv discomfort so they réositiof  arid cofiifiued With the

completed personal care, they

mortiing activities, After ltinch, when
noticed bruising
hours doctor was contacted and they requested
Xrays and furthér review. /

was taken to hospltal for

amage that would take four to six weeks to heal
ng. Pain medlcatlon was prescnbed

lnvesngatlon and scans at the hospital -."
and that it was likely to have occurred du ing

 Tea u and the Direct Services Team Leader spend significant time at
and codch staff and that all team meriibers understarid(the need to follow plans to ensure -

s.for clients and staff,

positive otec m

15
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|
f
!

Methodology

The following activities during this local management process:

1. Accessed, obtained, retiieved and copled all departmental records consldered rélevant to these
allegations;

2. Reviewed relevant legislation, departmental policies, procedures guidance and operating manuals;

3. Attended and inspected éll relevant departmental facilities and/or premises;

4, Gonducted an interview with the subject officer(s) in relation to tlheir alleged in 0 this matter

and obtained their responses to the allegations.
Interviews l
[ conducted the following face to face interviews:

[Ddte. I Name - TRssllon
§40-5047 | RCO :

Collection of Documentary or Other Evidence

Documentary Evidence

I accessed, reviewed and obtained cdpies of the followmg »
@@eumen‘t?ﬂiml@xoﬂ@asaﬂibtmn

Service User Report form M7 (

Service User Report form 17 |

Service User Repoit form 17

Service User Report form 17

Report 17 ( DSSO)~
File note 7 (interview with

Memo remindlng staff of the need for tyfo perseh transfers

Outcome

On the basis of the above i [Rave formed thé v1ew that, on the balance of probabilities, the
—falled to follow support plan, resulting in

allegation that on
bruising to |s substantlated lt is recommended that advice be

the team at v
ensure the safety a

) |




File02 !

Recommendations
it is recommended that:

1. Thé éonhclusions reached above are acoepted by thé delegate
2. The delegate provides olitcome advice to the complainant and subject office

3. The delégaté provides outcome advice to Ethical Standards

sdbiaohd

| acceplthe e ndations/! do not accep} the recommendations

Comments:

17
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Local Management Action

sdfesohd
Subject Officer:
|
Summary of Allegations ;
On the 2016, Residential Care Officer i
‘when  dragged  inside the house. P
Background L

Refer to the attached Assessment of Allegation for background information./

Methodology ;
The process undertaken to condict relevant inquiries consisted of

Interviews
| conducted the 1ol|owmg face to face mterwews
DRI o b b Name, st - ey e PoitignTy i T T L
16 Nl . RCO :

i

L

/

{

Collection of Documentary or Other Evidence i

Documentary Evidence

DDQleeht‘Tiue or:Pescription:. e .*vf f Wl Altdehedi(Yes/No) -
File Note Yes

SURF Yes

PBSP ~

Summary of Evidence/

The investigation process ¢

physical evidence where appropi {relevant {o the investigation. !

in this leporl has been transposed directly- from meetings and documents provided
the investigation and other referral sources

The evidence presente

by those pers /p@?s aci

NAas a current 1Posiive Benaviour SUPPort Pian i prace to
elex support needs. There are no physical restraint strategies within the Positive

!
1

18
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sdG-aond

Discussion of Evidence

/ot th - to inside of the
/at risk by not returning inside
rrNSSO for assistance during

does not deny that pulled
house, however _ stated that believed that
the house. did not consider the option of contacting
this event. 4

he Positive Behaviour Support

agreed that did not read the support pl fs
vish to return inside of the house.

Plan that contains a strategy ta support

Itis Identified in the report book that had a sore hand.onthe 2016 that bleed slightly
after  shower however _ _ ‘hence itis unclear if this issue
can be related to the action taken by No_ " injuries were identified and is
supported to visit  GP regulatly.

Summary of Findings

It has been alleged that propfi 18ly ph : lly abused when  dragged
inside the house. On the basis ol idenca 2 e at this time, the allegation is capable of being

did not follow Positive Behaviour Support Plan, placing

at risk of harm. "

Recommendations, i
It is recommended'that 3

1. in the summary findings section of this report be accepted hy the delegate;
2. outcome advice to the complainant and/or subject officer; and
3. s outcome advice to Ethical Standards;

20 |
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| accept the recommendations/] do not act

ons

Cominents:

21.




