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Alice Redden, delegate of the Aged Care Quality and Safety Commissioner.
Publication of report
This Performance Report will be published on the Aged Care Quality and Safety Commission’s website under the Aged Care Quality and Safety Commission Rules 2018.
Overall assessment of this Service
	Standard 1 Consumer dignity and choice
	Non-compliant

	Requirement 1(3)(a)
	Compliant

	Requirement 1(3)(b)
	Compliant

	Requirement 1(3)(c)
	Compliant

	Requirement 1(3)(d)
	Non-compliant

	Requirement 1(3)(e)
	Compliant

	Requirement 1(3)(f)
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant

	Requirement 2(3)(a)
	Compliant

	Requirement 2(3)(b)
	Compliant

	Requirement 2(3)(c)
	Non-compliant

	Requirement 2(3)(d)
	Compliant

	Requirement 2(3)(e)
	Non-compliant

	Standard 3 Personal care and clinical care
	Non-compliant

	Requirement 3(3)(a)
	Non-compliant

	Requirement 3(3)(b)
	Non-compliant

	Requirement 3(3)(c)
	Compliant

	Requirement 3(3)(d)
	Compliant

	Requirement 3(3)(e)
	Compliant

	Requirement 3(3)(f)
	Compliant

	Requirement 3(3)(g)
	Compliant

	Standard 4 Services and supports for daily living
	Compliant

	Requirement 4(3)(a)
	Compliant

	Requirement 4(3)(b)
	Compliant

	Requirement 4(3)(c)
	Compliant

	Requirement 4(3)(d)
	Compliant

	Requirement 4(3)(e)
	Compliant

	Requirement 4(3)(f)
	Compliant

	Requirement 4(3)(g)
	Compliant

	Standard 5 Organisation’s service environment
	Compliant

	Requirement 5(3)(a)
	Compliant

	Requirement 5(3)(b)
	Compliant

	Requirement 5(3)(c)
	Compliant

	Standard 6 Feedback and complaints
	Compliant

	Requirement 6(3)(a)
	Compliant

	Requirement 6(3)(b)
	Compliant

	Requirement 6(3)(c)
	Compliant

	Requirement 6(3)(d)
	Compliant

	Standard 7 Human resources
	Non-compliant

	Requirement 7(3)(a)
	Compliant

	Requirement 7(3)(b)
	Compliant

	Requirement 7(3)(c)
	Compliant

	Requirement 7(3)(d)
	Non-compliant

	Requirement 7(3)(e)
	Compliant

	Standard 8 Organisational governance
	Non-compliant

	Requirement 8(3)(a)
	Compliant

	Requirement 8(3)(b)
	Compliant

	Requirement 8(3)(c)
	Non-compliant

	Requirement 8(3)(d)
	Non-compliant

	Requirement 8(3)(e)
	Compliant
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Detailed assessment
This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standard and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies areas in which improvements must be made to ensure the Quality Standards are complied with.
The following information has been taken into account in developing this performance report:
the Assessment Team’s report for the Site Audit; the Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others.
the provider’s response to the Site Audit report received 10 January 2022. 
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Consumer dignity and choice
Consumer outcome:
1. I am treated with dignity and respect, and can maintain my identity. I can make informed choices about my care and services, and live the life I choose.
Organisation statement:
2. The organisation:
(a) has a culture of inclusion and respect for consumers; and
(b) supports consumers to exercise choice and independence; and
(c) respects consumers’ privacy.
Assessment of Standard 1
The Quality Standard is assessed as non-compliant as one of the six specific requirements have been assessed as non-compliant.
The Assessment Team recommended Requirement (3)(d) in this Standard as not met. The Assessment Team found that although the service enables consumers to take risks they want to take, sampled consumers were not supported to understand the specific risks they were accepting, nor were risk mitigation strategies used to ensure consumer safety. 
In their response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team and provided a detailed plan to achieve compliance. Based on the Approved Provider’s response and acknowledgement of shortcomings at the service, I agree with the Assessment Team’s non-compliant recommendation against Requirement (3)(d). I have provided reasons for my finding in the respective Requirement below.
In relation to the remaining Requirements in this Standard, the service is assessed as compliant. 
Consumers interviewed confirmed they are treated with dignity and respect and are supported to do things that are important to them. Consumers confirmed staff know who they are and support them to maintain their identity, make informed choices about their care and services and live the life they choose. 
The service demonstrated, and consumers confirmed that cultural events of importance to consumers are celebrated in the service. Consumers interviewed confirmed staff respect their choices and preferences, including their relationships of choice and who they want involved in care and decision making. Consumers expressed they feel supported to maintain their independence and make their own decisions about their care and services, and the Approved Provider demonstrated that consumers are supported to communicate their decisions. Staff are guided by the organisation’s choice and decision-making policies, procedures and systems. 
Consumers and representatives interviewed confirmed the service provides appropriate and timely information which is easily understood and readily available to consumers. The service provides information to consumers in a variety of ways and representatives confirmed they are kept informed of significant events. 
The service demonstrated they respect consumer privacy and protect confidential information and have established processes for doing so. Staff handovers are discussed in private areas, and personal written information stored in security coded rooms. 
Assessment of Standard 1 Requirements 
Requirement 1(3)(a)	Compliant
Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
Requirement 1(3)(b)	Compliant
Care and services are culturally safe.
Requirement 1(3)(c)	Compliant
Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
Requirement 1(3)(d)	Non-compliant
Each consumer is supported to take risks to enable them to live the best life they can.
The Assessment Team found the service does not consistently ensure assessment and planning includes consideration of risks to consumers’ health and well-being. The Assessment Team provided the following information and evidence relevant to my finding: 
· Risk assessments for two sampled consumers were not completed. For example, a consumer who smokes had not had risks associated with burns explained to her. Another consumer, who uses a mobility scooter and leaves the service independently, had been explained the risks associated with scooter use, but not the risks related to leaving the service independently. 
· Staff were unaware of the process to follow if unaccompanied consumers were injured or went missing while in the community and staff had not been asking the consumer accessing the community independently to fill out the relevant logbook before leaving the service. 
· Risk mitigation strategies were not documented in sampled consumer files. 
· Although the service had a draft Dignity of Risk (DOR) policy at the time of Site Audit, it did not:
· direct staff how to identify risk to consumers 
· direct staff to consider risk mitigation strategies, or
· guide staff on how to consult with consumers about the specific risks they are taking and how to minimise those risks with appropriate safety measures. 
In their Response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team and provided the following clarification:
· At the time of site audit, there was a smoking risk assessment in place for the consumer who smokes. A copy of the risk assessment was provided, which evidenced the service had discussed the risk of burns with that consumer, who chose to accept them. The service advised the Commission that the consumer had been offered a burns apron however had chosen not to use one as she only smokes when she is in the community. Consumer choice was respected, noting that wearing a burns apron in the community may impact on consumer dignity. 
The service also provided a detailed Plan for Continuous Improvement (PCI). The Approved Provider demonstrated they have commenced implementing the PCI, which includes the following relevant improvements: 
· Appointment of an aged care industry consultant tasked with monitoring the implementation of the PCI and ensuring its targets are met.  
· Updated draft DOR policies to be reviewed and submitted to the governing body for approval.
· All consumer files to be reviewed and updated in line with the updated DOR policy as needed. Review to include risk assessments and associated action plans. 
· Risk assessments, updated logbook and updated DOR forms completed for the sampled consumers. 
I acknowledge the Approved Provider’s PCI and commitment to addressing the deficiencies outlined by the Assessment Team. I also accept the service’s clarification that at the time of site audit, there had been a risk assessment and discussion on the risk of burns conducted with the consumer who smokes. However, I note a risk assessment form supplied as part of the Approved Provider’s response did not contain evidence the consumer had been offered and declined use of a burns apron. I also note that the Assessment Team identified one other sampled consumer without adequate risk assessments for accessing the community independently. 
Accordingly, I agree with the Assessment Team and find that at the time of site audit, the service did not demonstrate their assessment and planning includes consideration of all risks to consumer health and well-being, they failed to complete risk assessments and failed to ensure suitable risk mitigation strategies were used to support consumers who choose to undertake activities involving risk. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be non-compliant with Standard 1 Requirement (3)(d).   
Requirement 1(3)(e)	Compliant
Information provided to each consumer is current, accurate and timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
Requirement 1(3)(f)	Compliant
Each consumer’s privacy is respected and personal information is kept confidential.
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Ongoing assessment and planning with consumers
Consumer outcome:
1. I am a partner in ongoing assessment and planning that helps me get the care and services I need for my health and well-being.
Organisation statement:
2. The organisation undertakes initial and ongoing assessment and planning for care and services in partnership with the consumer. Assessment and planning has a focus on optimising health and well-being in accordance with the consumer’s needs, goals and preferences.
Assessment of Standard 2
The Quality Standard is assessed as non-compliant as two of the five specific requirements have been assessed as non-compliant.
The Assessment Team recommended Requirements (3)(c) and (3)(e) in this Standard as not met. Based on the Assessment Team’s report and the Approved Provider’s response, I find the service is non-compliant with these two Requirements. I have provided reasons for my findings in the respective Requirements below. 
In relation to the remaining Requirements in this Standard, I find the service to be compliant. 
The Assessment Team found consumers were generally satisfied with the assessment and care planning processes and the care and services they receive. Sampled consumers were not sure about their end of life wishes being discussed with staff but were comfortable to approach staff or management whenever needed about end of life plans. Sampled consumers also reported being unaware they were able to access their care plans but again, indicated they were comfortable to ask staff for it. 
Interviewed staff described the assessment and planning that occurs when consumers enter the service and explained that assessment outcomes are documented in care plans. Clinical staff were knowledgeable in their understanding of consumer needs, preferences and goals and could describe how the results of assessment, planning and information received at handover informs their delivery of care and services. Sampled care staff were also knowledgeable about consumer needs and preferences and outlined that they obtain information about changes in consumers needs from handovers and progress notes, or from the RN in charge. 
Assessment of Standard 2 Requirements 
Requirement 2(3)(a)	Compliant
Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
Requirement 2(3)(b)	Compliant
Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
Requirement 2(3)(c)	Non-compliant
The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer. 
The Assessment Team found the service engages external organisations, individuals and providers to be involved in consumers’ care and that the Medical Officer and allied health professionals are integral to care planning, assessment and review of consumer care plans. However, the service could not demonstrate ongoing partnership with consumers in care plan reviews and did not evidence that staff always work according to medical directives. 
Interviewed consumers expressed uncertainty about whether they were involved in care plan reviews, and one representative expressed that she was not advised about changes to her husband’s care in a timely enough manner. Care planning documentation did not evidence consultation with representatives or consumers and showed multiple care plans were not up to date. Care planning documentation also showed staff do not consistently follow medical directives. 
Staff interviews confirmed the allied health team and Medical Officer conducts assessment and care planning at the service, with consumers and representatives being simply being ‘notified’ by the service when changes were made to their care plans. Care plan reviews are scheduled to occur every six months, but staff acknowledged that reviews were not consistently completed. 
In their response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team and referred to their PCI. The service demonstrated they have commenced implementing the PCI, which includes the following relevant improvements: 
· Comprehensive review of all consumer care plans, including pain, behaviour, wounds, continence and physiotherapy assessments, palliative care reviews and risk assessments.
·  A new monitoring system has been established, to ensure consistent consultation with consumers and representatives in the review of consumer care plans
· Wellbeing assessments, including skin integrity, pain, privacy, dignity and consent, falls, end of life and swallowing to be completed on entry to the service or before. 
· Consumers to be informed how to access their care plans.
· Change in electronic care management system to a platform which can generate care plan summaries. Terminals for accessing the new system to be placed where care is delivered. 
I acknowledge the Approved Provider’s commitment to addressing the deficiencies highlighted by the Assessment Team. However, I find that at the time of site audit, the service did not consult or collaborate with consumers and representatives in the review of care plains. I also find the service did not always work in partnership with all professionals involved in consumer care, because medical directives were not always followed.  As a result, I find the service could not demonstrate their assessment and planning is based on ongoing partnership with consumers and others they want to involve in their care. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be non-compliant with Standard 2 Requirement (3)(c). 
Requirement 2(3)(d)	Compliant
The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
Requirement 2(3)(e)	Non-compliant
Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
The Assessment Team found although staff could identify when incidents or changes in circumstances might alter consumer needs and preferences, care plans were not regularly reviewed, as previously outlined at Requirement 3(c) and as a result, found the service did not comply with this Requirement. Relevant summarised evidence included:
· The Assessment Team found ten sampled consumer care plans had not been reviewed and updated in accordance with their six- monthly review policy.
· Where care plans had been reviewed, they were sometimes incomplete.
· Consumer care needs were not consistently reviewed following incidents or changes in circumstances.  For example, progress notes for one sampled consumer showed that registered staff failed to conduct follow-up wound care on a consumer who had toe and sacral wounds in November 2021. The consumer’s wound was not reviewed according to the wound treatment plan or on the weekly basis required by the service’s wound management policy. The consumer’s progress notes showed that a period of 18 days had elapsed without review by an RN. Another consumer, whose wound management plan directed daily checks, was not monitored for a period of seven days.
· Care plan documentation and progress notes showed monitoring of consumers was not consistently identifying when consumers’ conditions changed, resulting in clinical reviews not being commenced when needed. 
· Staff were concerned that routine care plan reviews and monthly ‘Resident of the Day’ reviews were not occurring because of problems with the service’s information management system. 
In their response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team. The Approved Provider’s plan for addressing the deficiencies includes the following relevant improvements: 
· All care plans to be reviewed, discussed with consumers and representatives and checked for accuracy, completeness and currency within two months.
· Schedule for regular care plan review to be developed and monitored by Clinical Manager. 
· Additional staff training in wound care management and documentation requirements and diabetes management.
· A new Diabetic Management Directive to be implemented, so that both hyperglycaemic and hypoglycaemic episodes are monitored. 
· Monitoring and review by the Clinical Manager to ensure referral recommendations are implemented.
· Daily ‘team huddles’ to improve communication and consistency of care. 
· Creation of a High-Risk Resident Management system to be a standing agenda item at the monthly Site Operational Committee Meeting, where RN’s and management will focus on planning, monitoring and evaluating management strategies for higher risk consumers. 
I acknowledge the Approved Provider’s commitment to addressing the deficiencies highlighted by the Assessment Team. However, I find that at the time of the Site Audit, the service did not demonstrate their care and services were regularly reviewed for effectiveness in accordance with their service’s policies and best practice. I also find the service did not consistently update consumer care plans in response to incidents or changes in circumstances and that when they had, care plans were not consistently adhered to by staff. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be non-compliant with Standard 2 Requirement (3)(e).   
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Personal care and clinical care
Consumer outcome:
1. I get personal care, clinical care, or both personal care and clinical care, that is safe and right for me.
Organisation statement:
2. The organisation delivers safe and effective personal care, clinical care, or both personal care and clinical care, in accordance with the consumer’s needs, goals and preferences to optimise health and well-being.
Assessment of Standard 3
The Quality Standard is assessed as non-compliant as two of the seven specific requirements have been assessed as non-compliant.
The Assessment Team recommended Requirements (3)(a) and (3)(b) in this Standard as not met. Based on the Assessment Team’s report and the Approved Provider’s response, I find these two Requirements are non-compliant. I have provided reasons for my findings in the respective Requirements below. 
In relation to the remaining Requirements in this Standard, I find the service to be compliant. 
Consumers and representatives were confident the service will ensure they are as pain free as possible and with their loved ones when they need end of life care. The service demonstrated that end of life care is effectively assessed and planned, and care is provided in accordance with consumer goals, needs and wishes. 
The service demonstrated that deterioration in consumers’ condition is generally recognised and escalated to clinical staff, with consumer feedback confirming this. 
Sampled care planning documentation showed that information about consumer needs, condition and preferences is usually recorded and shared between staff and those involved in consumer care. Handovers between staff support information sharing and consumer care plans reflected changes in medical and care directives after reviews by allied health professionals and medical officers. Consumers are referred to external specialists, allied health professionals and other organisations. Referrals are made following consultation between registered staff and management, with consumers and representatives confirming that referrals are both timely and appropriate. 
The service has policies and procedures to promote infection control, antimicrobial stewardship and to minimise risk of infection in the service.  
Staff demonstrated their knowledge of infection control strategies however, it was noted staff did not always correctly use PPE during the site audit. The Assessment Team also noted two staff members were working without proof of COVID19 vaccination on file, which is discussed further at Standard 8. Observations around the service however, demonstrated enough hand hygiene facilities, PPE, outbreak management kits and density signage. 
In relation to antimicrobial stewardship, although staff were unfamiliar with the term, they were able to describe how it is practiced, and antibiotics are only prescribed at the service after pathology confirms presence of infection. 
Assessment of Standard 3 Requirements 
Requirement 3(3)(a)	Non-compliant
Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
The Assessment Team found the service does not provide safe and effective personal and clinical care that is individually tailored, in line with best practice and which optimises consumer health and well-being. 
Consumer and representative feedback indicated that while most considered they get the care they need, feedback also indicated delays in receiving care and that not all staff understand consumer care needs and preferences. 
Consumer care plans, progress notes and other clinical records showed the service provides clinical care that is sometimes inconsistent with best practice, with medical directions and with management plans. For example,
· A diabetic consumer’s diabetes management plan described what constitutes a low Blood Glucose Level (BGL) reading but did not specify what constitutes a high reading. As a result, the consumer had not been referred to a doctor for investigation when there were large variations between high and low BGL readings.  The same consumer’s management plan had not been reviewed in a year and their BGL monitoring occurred only once daily, instead of twice as recommended in the management plan. 
· The same consumer was referred to Dementia Support Australia (DSA) following an incident of aggression. DSA provided recommendations however, when updated, the consumer’s Behaviour Support Plan did not incorporate all the recommendations made by DSA, and the instance of aggression or the strategies specifically recommended to prevent this from recurring. 
· The vital signs and neurological observation charts for a consumer who had a recent fall showed that the neurological observation recommendations had not been followed and an hourly observation had been missed, or not documented. 
The Assessment Team’s findings from care planning documentation were verified through staff interviews, with staff confirming they were unaware of the need to monitor the diabetic consumer’s BGLs twice daily. Management explained that consumers’ medical officers were required to specify reportable parameters in the diabetes management plan, which had not been done in this instance. 
In relation to restraints, the Assessment Team found a lack of shared understanding of restrictive practices amongst staff and seven consumers who were not able to access front door key pads, resulting in environmental restraint. Those consumers had no supporting risk assessments or documented consent for the restraint in their care planning documentation.  Conversely, some consumers not subject to restraint had key pad access risk assessments completed. 
In relation to skin integrity, as previously discussed at Standard 2 (3)(c), the Assessment Team found wound care was not always provided in line with clinical directives and was not being adequately documented in progress notes and wound charts. For example, the Assessment Team found that a consumer’s toe wound, which required weekly dressing changes, had missed a change on 23 November 2021. They also noted monitoring had not occurred on that day, after it had been identified two days earlier that there was moisture in surrounding skin, requiring daily monitoring. 
Pain management records for seven sampled consumers showed that for one sampled consumer, care staff were completing the four times weekly back massages for pain relief as directed in the pain management plan. However, the Assessment Team found the RN was not completing the required weekly 20-minute massage for knees, neck and shoulder pain and PRN oxycodone was used several times in November to treat the consumer’s back pain. 
In their response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team and issued a clarification, in relation to the findings on skin integrity. The provider advised, and evidenced, that the sampled consumer’s toe wound had been treated according to medical directives, was being regularly attended by a podiatrist and managed by a wound specialist. In their clarification however, the provider acknowledged that clinical documentation had not been consistent.
The Approved Provider also supplied a detail plan for addressing the deficiencies. The plan included the following relevant improvements: 
· Daily ‘team huddles’ to improve communication and support the escalation of clinical issues for consumers with high risk conditions. 
· Additional face-to-face and workshop-based training for staff, in line with a revised Training Plan and recruitment of an onsite nurse educator.
· Renewed focus by the service on supporting staff to embed skills and new learnings about professional and legal obligations into real-world practice. Training topics to include restrictive practices, wound management and pain awareness and management.
· Monitoring of directives by clinical manager to ensure they are followed by staff in a timely manner. 
· Risk assessments for all residents requiring restraint. 
I acknowledge the Approved Provider’s commitment to addressing the deficiencies highlighted by the Assessment Team. However, I find that at the time of the Site Audit, the service did not demonstrate that consumers receive tailored, safe and effective personal and clinical care that aligns with best practice and optimises their health and well-being. I find the service did not have sufficient systems in place to identify the use of restrictive practices, to assess their suitability and to capture consent for restraints in use at the service. I also find the service failed to ensure staff consistently follow directions and provide care and services in line with clinical management plans. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be non-compliant with Standard 3 Requirement (3)(a). 
Requirement 3(3)(b)	Non-compliant
Effective management of high impact or high prevalence risks associated with the care of each consumer.
The Assessment Team found the service does not ensure effective management of high impact or high prevalence risks for individual consumers. Relevant summarised evidence to support their finding included:
· Review of care planning documentation showed risk assessments were not completed for consumers managing aspects of their own care. For example, the care planning documentation for two consumers, one managing their own oxygen canister and the other managing their own urostomy, did not contain information about the consumers’ ability to self-care or how the service monitors it. 
· Staff were unable to describe risks associated with self-management of care or how they monitor this to ensure that consumers are capable of self-managing effectively and safely. 
· Falls management for three sampled consumers had been completed inconsistently, with neurological observations and wound care not completed in line with each consumers’ management plan. 
· Staff were knowledgeable about post-falls assessment processes and associated tasks but could not explain why service policy is not consistently followed when a consumer has a fall. 
· The service has documented Fall Prevention and Fall Management policies and procedures in place however the Assessment Team found no evidence of a clinical monitoring system to ensure practice is aligned with policy. 
In their response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team, however challenged the Assessment Team’s findings that one of the sampled consumers manages their own oxygen. The Approved Provider stated the consumer does not manage his own oxygen therapy however they provided no evidence to support this, and their response contradicts information provided by management, staff and the consumer himself, at time of audit. I do not accept the Approved Provider’s clarification in this respect. I also note the Assessment Team’s finding that the service was not adequately risk managing in relation to another consumer who self-manages their urostomy care.  
The Approved Provider also challenged the Assessment Team’s findings that staff had inconsistently applied the falls management procedure with three of the sampled consumers. The Approved Provider’s response evidenced that post-fall observations had been completed in accordance with medical directives for one of the three sampled consumers. I accept the Approved Provider’s clarification in this respect, however this does not displace the Assessment Team’s findings that two other consumers’ post fall management was not in line with the standard set by this Requirement. 
In addition to the clarifications listed above, the Approved Provider’s supplied a detailed plan for addressing the deficiencies which includes the following relevant improvements: 
· Review of the service’s Falls Management policy and procedure and additional staff training. 
· Implementation of a monitoring system to ensure staff follow the policy and procedure.
· Review of the High Prevalence, High Impact Risk Policy and Procedure followed by training for all staff.
· Creation and implementation of Risk Assessment documents.
· Self-management of care to be assessed and documented.
I note the provider’s plan is comprehensive and I acknowledge their commitment to addressing the deficiencies highlighted in the Site Audit Report. However, I find that at the time of the site audit, the service did not demonstrate they effectively manage risks associated with falls and consumer self-care. I find the service did not identify the need to assess consumer’s capacity and ability to manage high risk aspects of their own care, or the need to continuously monitor the effectiveness of the self-care. I also find the service’s management of falls was at times inconsistent with their falls policy and procedure and the service had no clinical monitoring system in place. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be Non-compliant with Standard 3 Requirement (3)(b).   
Requirement 3(3)(c)	Compliant
The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised and their dignity preserved.
Requirement 3(3)(d)	Compliant
Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
Requirement 3(3)(e)	Compliant
Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
Requirement 3(3)(f)	Compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
Requirement 3(3)(g)	Compliant
Minimisation of infection related risks through implementing:
(i) standard and transmission based precautions to prevent and control infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
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Services and supports for daily living
Consumer outcome:
1. I get the services and supports for daily living that are important for my health and well-being and that enable me to do the things I want to do.
Organisation statement:
2. The organisation provides safe and effective services and supports for daily living that optimise the consumer’s independence, health, well-being and quality of life.
Assessment of Standard 4
The Quality Standard is assessed as compliant as seven of the seven specific Requirements have been assessed as compliant.
Consumers and representatives confirmed consumers receive the services and supports for daily living they need to maximise their independence, health and well-being and which allows them to do the things they want to do. Consumers confirmed staff support them to do things of interest to them and are aware of the things they enjoy. The service shares information about daily living needs, goals and preferences with staff and those responsible for care. 
Consumers and representatives considered the service provides emotional, spiritual and psychological support to consumers. A variety of church services in different denominations are held each week, and staff are familiar with consumers and provide emotional support when they identify someone is feeling low. The service engages volunteers to provide company to consumers, and pastoral care is also available. 
Consumers confirmed they access a variety of activities and services outside the service and are supported to maintain social and personal relationships important to them. Consumer care plans reflected the relationships and activities that consumers want to participate in and the supports they require to do so. 
The service’s lifestyle program is developed in consultation with consumers and has a wide range of individual and group activities to meet consumer preferences. The service provides the lifestyle program schedule directly to consumers and it is displayed throughout the service. Consumer feedback about the lifestyle program is sought at consumer meetings, and positive feedback was noted in recent consumer meeting minutes. 
Most consumers considered they are provided quality meals which are suitable to their preferences and needs. Alternative dishes are offered as needed and consumers are supported to provide feedback about the menu. The service has records of consumer dietary needs and preferences accessible to staff who prepare and deliver meals and drinks. 
Assessment of Standard 4 Requirements 
Requirement 4(3)(a)	Compliant
Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
Requirement 4(3)(b)	Compliant
Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
Requirement 4(3)(c)	Compliant
Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
Requirement 4(3)(d)	Compliant
Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
Requirement 4(3)(e)	Compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
Requirement 4(3)(f)	Compliant
Where meals are provided, they are varied and of suitable quality and quantity.
Requirement 4(3)(g)	Compliant
Where equipment is provided, it is safe, suitable, clean and well maintained.
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Organisation’s service environment
Consumer outcome:
1. I feel I belong and I am safe and comfortable in the organisation’s service environment.
Organisation statement:
2. The organisation provides a safe and comfortable service environment that promotes the consumer’s independence, function and enjoyment.
Assessment of Standard 5
The Quality Standard is assessed as compliant as three of the three specific Requirements have been assessed as compliant.
Sampled consumers and representatives confirmed they feel welcome in the service and have access to indoor and outdoor areas which they enjoy. Consumers confirmed they personalise their rooms and that the environment feels homely and safe.  
The service’s environment optimises consumer independence, interaction and function. There are multiple communal areas and consumers have access to undercover outdoor areas. Consumers were observed moving between different areas and there is railing and signage to support consumers to navigate the service. There are various lifestyle features, including a library, courtyards, gardens, chicken pens and bird cages, which supports consumer belonging, well-being and lifestyle. 
Consumers confirmed they have access to the equipment needed to support them in their daily living and staff confirmed that equipment is sufficient to meet consumer needs. There is a preventative maintenance schedule in place and regular equipment inspections are conducted to ensure operational integrity and safety. Equipment was observed to be clean, maintained and in good working order and the service was observed to be homely, welcoming and free of clutter. Rooms are personalised and each one has a dedicated, individual garden space.
Assessment of Standard 5 Requirements 
Requirement 5(3)(a)	Compliant
The service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function.
Requirement 5(3)(b)	Compliant
The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
Requirement 5(3)(c)	Compliant
Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
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Feedback and complaints
Consumer outcome:
1. I feel safe and am encouraged and supported to give feedback and make complaints. I am engaged in processes to address my feedback and complaints, and appropriate action is taken.
Organisation statement:
2. The organisation regularly seeks input and feedback from consumers, carers, the workforce and others and uses the input and feedback to inform continuous improvements for individual consumers and the whole organisation.
Assessment of Standard 6
The Quality Standard is assessed as compliant as four of the four specific requirements have been assessed as compliant.
Consumers and representatives confirmed they are aware of how to make a complaint or provide feedback and they feel comfortable and safe to do so. Consumers provided examples of complaints they had raised and expressed that management were responsive and complaints dealt with promptly and to their satisfaction. The service demonstrated they support consumers with cognition or communication difficulties to make complaints, and consumers and representatives have access to advocate and complaints information.
The service demonstrated its use of open disclosure principles and maintains a complaint and feedback system. Complaints are monitored to ensure they are investigated, action is taken and where appropriate, apologies issued. It was noted at the time of site audit, that the complaint register did not capture all verbal complaints and feedback, however management gave an undertaking to address this deficiency and included this in the service’s continuous quality improvement plan. 
A feedback register is maintained and contains feedback, compliments and complaints. Feedback and complaints are monitored from lodgement to closure, with the services’ response and actions to prevent recurrence recorded. The service demonstrated that feedback and consumer complaints had informed improvements at the service during the period of accreditation, and management were aware of current trends in complaints data for the service and could explain the steps taken by the service to make improvements. 
Assessment of Standard 6 Requirements 
Requirement 6(3)(a)	Compliant
Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
Requirement 6(3)(b)	Compliant
Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
Requirement 6(3)(c)	Compliant
Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
Requirement 6(3)(d)	Compliant
Feedback and complaints are reviewed and used to improve the quality of care and services.
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Human resources
Consumer outcome:
1. I get quality care and services when I need them from people who are knowledgeable, capable and caring.
Organisation statement:
2. The organisation has a workforce that is sufficient, and is skilled and qualified, to provide safe, respectful and quality care and services.
Assessment of Standard 7
The Quality Standard is assessed as non-compliant as one of the five specific requirements have been assessed as non-compliant. 
The Assessment Team recommended Requirement (3)(d) in this Standard as not met. Based on the Assessment Team’s report and the Approved Provider’s response, I agree with the Assessment Team’s recommendation of non-compliance with Requirement (3)(d). I have provided reasons for my finding in the respective Requirement below.
In relation to the remaining Requirements in this Standard, the service is assessed as compliant. 
Most sampled consumers considered staff are kind, caring and respectful of their cultural preferences, and that there are enough staff to provide care and services. However, two consumers expressed there are sometimes delays in responding to call bells at the service. The service demonstrated that call bell response times are monitored and any response times outside of reasonable timeframes are investigated by the Director of Care.  The service demonstrated they have enough staff numbers and mix of skills to meet the needs of consumers.
The service demonstrated their staff have the core competences and capabilities for their roles, and the service has systems in place to monitor registrations for registered staff and ensure their Police Checks remain current. The service has a process to monitor staff performance, using consumer feedback, regular performance assessment, completion of training modules, observation of staff practice and performance appraisals. The service demonstrated they have an established performance management process and staff appraisals were mostly up to date. 
Assessment of Standard 7 Requirements.
Requirement 7(3)(a)	Compliant
The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
Requirement 7(3)(b)	Compliant
Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
Requirement 7(3)(c)	Compliant
The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
Requirement 7(3)(d)	Non-compliant
The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
The Assessment Team found the service does not have adequate systems in place to train and support staff to deliver the outcomes required by these Standards. The Assessment Team found that:
· Some representative feedback indicated staff were not aware of how to respond to a consumer who becomes confused and wanders.
· There is no system in place to monitor whether staff have completed mandatory and other assigned training.
· Mandatory training modules did not include education on the Quality Standards, SIRS, restrictive practices or open disclosure.
· Staff did not have a clear understanding of restrictive practices, particularly environmental restraints. 
· Risk Assessments for various risk-taking activities were not completed. 
· While the service has documented policies for the management of high prevalence risks, high impact risks and complex clinical matters, staff inconsistently apply those policies and procedures in relation to wound care, pain management and falls management. Refer to as previous discussion in Standard 3.
In their Response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team. The Approved Provider’s plan for addressing the deficiencies included the following relevant improvements: 
· A Staff training schedule created. 
· The Clinical Manager (CM) to monitor staff training to ensure completion of all assigned modules.
· The service is to recruit RN staff and will upskill existing ENs.  
· The ‘Resident of the Day’ process will incorporate “a Getting to Know You” component and will also entail an update phone call to representatives and family.
· Additional staff training in new policies and procedures. 
· The overdue staff appraisals will be completed and a schedule for 2022 staff appraisals to be developed. 

The Approved Provider’s response included evidence they have commenced implementing the measures above. 
I acknowledge the Approved Provider’s commitment to addressing the deficiencies highlighted by the Assessment Team. However, I find that at the time of the Site Audit, the service did not demonstrate they support staff to deliver care and services to a Quality Standards level. I find the training program for staff was insufficient and not in line with recent legislative changes. Finally, I find the service did not have an established process for monitoring whether staff complete training, and that as a result, staff knowledge in areas such as restrictive practices, was not sufficient. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be non-compliant with Standard 7 Requirement (3)(d). 
Requirement 7(3)(e)	Compliant
Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
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Organisational governance
Consumer outcome:
1. I am confident the organisation is well run. I can partner in improving the delivery of care and services.
Organisation statement:
2. The organisation’s governing body is accountable for the delivery of safe and quality care and services.
Assessment of Standard 8
The Quality Standard is assessed as non-compliant as two of the five specific requirements have been assessed as non-compliant. 
The Assessment Team recommended Requirements (3)(c), (3)(d) and (3)(e) in this Standard as not met. Based on the Assessment Team’s report and the Approved Provider’s response, I find that Requirements (3)(c) and (3)(d) are non-compliant. However, I came to a different view than the Assessment Team in relation to Requirement 3(e). I have provided reasons for my findings in the respective Requirements below. 
In relation to the remaining Requirements in this Standard, I find the service to be compliant. 
The service demonstrated they use a range of methods to involve consumers and representatives in the development, delivery and evaluation of care and services. Consumers and representatives are supported to engage with the planning of the service, through audits, consumer meetings and through the feedback and complaints functions.  
The service demonstrated the governing body promotes a culture of safe, inclusive and quality care and services, and are accountable for their delivery. Evidence provided to the Commission also indicates the governing body acknowledges their role in oversight of the service. The service outlined the flow of communication between management and the governing body, and evidenced that results of internal audits, for example, were shared with the governing body. The governing body shares in responsibility for implementing the detailed action plan for responding to the deficiencies identified by the Assessment Team, particularly in relation to the review and ratification of the new and updated policies and procedures required to achieve compliance. 
Assessment of Standard 8 Requirements 
Requirement 8(3)(a)	Compliant
Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
Requirement 8(3)(b)	Compliant
The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
Requirement 8(3)(c)	Non-compliant
Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
The Assessment Team found the service has effective and established governance systems in relation to continuous improvement and financial governance but not in relation to information management, workforce governance and regulatory compliance. The Assessment Team also identified some inadequacies in the feedback and complaints governance system. 
In relation to information management, the Assessment Team found that:
· Call bell response times had not been consistently monitored since August 2021. 
· Two staff members had been permitted to work without proof of COVID 19 vaccination being retained on file, though it was noted that management had sighted digital copies of those staff members’ vaccination records.  
· All policies and procedures, including those related to risk management, regulatory compliance, culture and diversity were in draft format and were being updated to reflect the Quality Standards and best practice. The Assessment Team found that practices at the service did not align with the draft policies and procedures, which had not yet been ratified by the governing body. The Assessment Team found several deficiencies in the draft policies and procedures and in the level of adherence to them by staff. For example, the team found that: 
· The draft Dignity of Risk policy and procedure did not guide staff to consult with consumers, did not discuss risk or require consumer’s consent to specific risks.
· Care plans were not reviewed with consumers, contrary to the culture, diversity, values and beliefs procedure.
· Culture, values, diversity and beliefs care plans have not been completed in line with the cultural safety and awareness policy.
· There is inconsistent documentation in care plans as previously discussed at Standards 3(3)(a) and 3(3)(b). 
In relation to work force governance and regulatory compliance, the Assessment Team found that:
· The service had no effective system for monitoring staff training and the mandatory training did not reflect the Quality Standards, open disclosure, SIRS, antimicrobial stewardship or restrictive practices. 
· The service had no system for consistently informing staff of legislation changes. 
· The service had not reported two incidents that met the definition of a reportable incident under SIRS. 
· Police certificates were not included in mandatory qualifications for hospitality and maintenance staff and the service does not comply with National Disability Insurance Scheme (NDIS) worker screening requirements despite being an NDIS Registered Provider. 
In relation to the feedback and complaints governance systems, the Assessment Team found some verbal comments and complaints had not been recorded in the complaints register and as a result, found the service could not evidence they had addressed the verbal complaints in a timely manner or used the complaints to drive improvements. 
In their Response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team, however asserted that the verbal complaint the Assessment Team identified as not having been recorded in the complaints register had been received the night prior to the Site Audit and had been immediately actioned with the representative. 
The Approved Provider’s response also included a detailed plan for addressing deficiencies, which included the following relevant improvements: 
· Call bell monitoring to be completed on a weekly basis through random sampling.
· Introduction of a Call Bell Reflective Practice Tool to guide learning of staff. 
· Risk assessments and consent forms have been developed since the time of site audit.
· A training monitoring system has been developed. 
· In person training for staff on the Quality Standards, SIRS and Restrictive Practices to occur in the immediate short term. 
· Staff files to be updated with relevant worker screening checks and vaccination certificates.
· Review of legislative requirements for NDIS providers to guide compliance efforts. 
I acknowledge the Approved Provider’s commitment, and efforts to date, to address the deficiencies found by the Assessment Team. I also acknowledge the provider’s clarification regarding the recording of verbal complaints in the complaints register. 
Based on the Approved Provider’s clarification about the timing of the verbal complaint highlighted by the Assessment Team, and the Team’s own recommendation that the service was compliant with Requirement 6 (3)(c), I disagree with the Assessment Team’s finding that the feedback and complaints governance system is ineffective. 
Furthermore, I disagree that the service’s process of updating policies and procedures, and having draft documents, represents a failure in information management governance. However, I do accept the Assessment Team’s finding that consumer care planning documentation is not consistently completed. As a result, I agree with the Assessment Team’s findings that the service’s governance and management of information is not effective. 
I also agree with the Assessment Team’s finding that the service does not have effective organisation wide governance systems for regulatory compliance and workforce governance. I find that at the time of site audit, the service did not demonstrate they effectively support staff to understand and comply with changes in legislation, particularly in relation to reportable incidents obligations introduced by the SIRS. I also find the training program for staff was insufficient and not in line with recent legislative changes and the service did not have an established process for monitoring whether staff complete training. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be non-compliant with Standard 8 Requirement (3)(c). 
Requirement 8(3)(d)	Non-compliant
Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
The Assessment Team found the service had a documented draft risk management framework. The service showed draft policies on managing high impact and high prevalence risks, the identification of abuse and neglect, incident management and policies to support consumer quality of life. However, the Assessment Team found staff could not demonstrate understanding of restrictive practices, had not completed SIRS training and had no risk assessments or consent forms for seven consumers identified as being subject to environmental restraints. The Assessment Team also referred to their previous findings against Standard 3, that the service provided inconsistent wound care and inconsistent complex clinical care. 
In their response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team and provided a comprehensive list of actions to address them, which included:
· A review of risk management processes.
· SIRS, antimicrobial stewardship, open disclosure and restrictive practices training for all staff, in the immediate short term.
· Training in the immediate short term for the governing body, with training topics including governance, the Quality Standards, SIRS, restrictive practices, antimicrobial stewardship and open disclosure.
· Review and ratification of the restrictive practices policy and procedure by the governing body.
· Creation of a clinical risk register, to be the responsibility of the governing body, the Chief Executive Officer and the Director of Care. 
I acknowledge the Approved Provider’s commitment, and efforts to date, to address the deficiencies found by the Assessment Team. However, I find that at the time of the site audit, the service did not demonstrate they have effective risk management systems and practices in place in relation to management of high impact and high prevalence risks, identifying and responding to abuse and neglect and managing and responding to incidents. I accept the Assessment Team’s findings that most staff had not completed SIRS training and I also note evidence outlined in Requirement 8 (3) (c) that the service had failed to lodge reportable incidents in accordance with their obligations under the SIRS. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be non-compliant with Standard 8 Requirement (3)(d). 
Requirement 8(3)(e)	Compliant
Where clinical care is provided—a clinical governance framework, including but not limited to the following:
(i) antimicrobial stewardship;
(ii) minimising the use of restraint;
(iii) open disclosure.
The Assessment Team found the service had a draft clinical governance framework and draft policies relating to antimicrobial stewardship, minimisng the use of restraints and open disclosure. However, the Assessment Team also found that staff and management of the service were not able to demonstrate practical understanding of, or changes in practice, in relation to antimicrobial stewardship, minimisation of restrictive practices or open disclosure. As a result, the Assessment Team recommended non-compliant in relation to this requirement. 
Although in their response to the Site Audit report, the Approved Provider acknowledged the deficiencies identified by the Assessment Team, I disagree with the Assessment Team’s recommendation of non-compliance with this Requirement. I find that the Service, in providing a clinical governance framework, albeit in draft format, is compliant with the wording of this requirement. I find that the shortcomings in staff training and knowledge gaps identified by the Assessment Team have already been the subject of assessment, and findings of non-compliance in earlier standards (namely Requirements 8 (3)(d), 8(3)(c) and 7 (3)(d)). I also note the Assessment Team’s earlier recommendation that the service was compliant with Requirement 3 (3)(g) and that the service demonstrated they promote the minimisation of infection related risks. Finally, I note that the wording of this Requirement does not mention effectiveness of the clinical governance framework, only that the service must demonstrate they have one. 
The Approved Provider’s response acknowledged the clinical governance framework is in development and outlined a raft of planned improvements to address current gaps in knowledge and practice in relation to antimicrobial stewardship, incident reporting, open disclosure and restrictive practices. Relevant planned improvements include:
· Review and ratification of draft policies and procedures by the Board followed by staff training on how and when to use them. 
· SIRS, antimicrobial stewardship, open disclosure and restrictive practices training in the immediate short term.
· Review and regular testing of the service’s Outbreak Management Plan.
· Monthly monitoring of and reporting to the governing body on infections and their treatment. 
· Publication to consumers and staff of the Service’s quarterly Quality Indicators reporting data. 
I acknowledge the Approved Provider’s commitment, and efforts to date, to address the issues highlighted by the Assessment Team. I find the planned improvements identified by the Provider, and the normal governance process the service has embarked upon to draft, develop, review and then ratify a documented clinical governance framework, satisfies this Requirement. I find that shortcomings in staff and management training and knowledge gaps are already addressed through earlier findings of non-compliance in this Performance Report, and that effectiveness of the clinical governance framework is not a focus of this requirement. 
For the reasons detailed above, I find Gilbert Valley Senior Citizens Homes to be compliant with Standard 8 Requirement (3)(e).   
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Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
Standard 1 Consumer dignity and choice:
· Ensure consumers are supported to identify the specific risks they want to take, that risk assessments occur, mitigation strategies are used and all DOR processes are documented.  
Standard 2 Ongoing assessment and planning with consumers:
· Ensure assessment and planning involves meaningful collaboration and involvement of consumers and their representatives and that effective partnership with medical officers is achieved. Ensure medical and other allied health professional directives and instructions are documented and followed by staff. 
· Ensure care plans are updated following significant incidents and on a regular basis.
Standard 3 Personal care and clinical care:
· Ensure staff provide care and monitoring of health in accordance with health professional directives and best practice.
· Ensure staff consistently document monitoring, care and services delivered. 
· Ensure staff provide care that minimises risk associated with high prevalence and high impact risks, including effective monitoring of consumers who self-manage aspects of their own care. 
Standard 7 Human resources:
· Ensure all staff and management complete effective training on the Quality Standards, SIRS, restrictive practices, open disclosure and antimicrobial stewardship. 
· Implement a system to ensure effective and ongoing monitoring off staff training. 
Standard 8 Organisational governance:
· Ensure call bell monitoring processes are effective to identify opportunities for improvement or requirements to change staffing levels.
· Ensure all policies and procedures identified as deficient by the Assessment Team are appropriately reviewed, modified and in alignment with best practice and these Standards, prior to ratification by the governing body. 
· Ensure information is adequately managed, particularly in relation to the monitoring of consumer care planning documentation, progress notes and charting. 
· Ensure improvements to monitoring and fit of staff training, as outlined above at Standard 7. 
· Ensure the governing body is trained on the Quality Standards, SIRS, restrictive practices, open disclosure and antimicrobial stewardship. 
· Ensure adequate oversight of the service by the board in relation to the implementation of the plan for improvement. 
· Ensure care plans are updated to include relevant information to support best practice clinical monitoring.
· Ensure staff and management understand their reporting obligations under SIRS and that all reportable incidents are lodged with the Commission. 
· Ensure staff identify, and appropriate actions are implemented to address, consumers’ high impact and high prevalence risks associated with their care and use this information to improve care and services within the service. 
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