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This Performance Report may be published on the Aged Care Quality and Safety Commission’s website under the Aged Care Quality and Safety Commission Rules 2018.
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Detailed assessment
This performance report details the Commission’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 Assessment Contact - Site; the Assessment Contact - Site 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 Assessment Contact - Site report received 23 December 2020.
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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.
[bookmark: _Hlk62389552]Assessment of Standard 3
The Quality Standard is assessed as Non-compliant as one of the seven specific requirements have been assessed as Non-compliant.
The purpose of the Assessment Contact was to assess Requirement (3)(b) in relation to Standard 3 Personal care and clinical care. The Assessment Team found Requirement (3)(b) not met. Based on the information in the Assessment Team’s report and the approved provider’s response I find the service Non-compliant in Requirement (3)(b) and have provided my reasons below. 
The service does not effectively manage high impact risks associated with the care of consumers. Consumers living with dementia do not have their clinical needs or risks appropriately assessed or effective strategies implemented to reduce or prevent ongoing behaviours and impacts to consumer health and well-being. 
All other Requirements in relation to Standard 3 Personal care and clinical care were not assessed. 
Assessment of Standard 3 Requirements 
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 did not demonstrate it effectively manages high impact and high prevalence risks associated with the care of each consumer. Examples of three consumers with known high impact risks in relation to their dementia, associated behaviours, pain, wounds and medications not effectively managed included:
· One consumer with a diagnosis of dementia and existing wounds on both heels did not have the risks associated with the wounds managed effectively. The wounds deteriorated while at the service including becoming necrotic and having the presence of maggots. The service did not appropriately review, assess, monitor or manage the wounds at the service. The service did not effectively communicate with specialists and other health services in relation to the management of the wounds. The consumer’s pain in relation to the wounds was not appropriately assessed or managed. The consumer had increased signs and symptoms of pain including behaviours and aggression when people touched the feet, refusal of food, loss of appetite and significant weight loss between September 2020 and December 2020. The service did not implement new strategies to manage the pain, weight loss and deteriorating wounds and increased the use of psychotropic medication to manage the increased agitation and behaviour. 
· One consumer has a diagnosis of dementia and has known risks of physical aggression towards others and of leaving the service putting their own safety at risk due to lack of insight secondary to dementia. The consumer has had two recent incidents of leaving the service and one recent incident of physically assaulting another consumer. The service did not review or assess the effectiveness of current strategies following the incidents. There was no evidence of review of the effectiveness of the hourly sighting chart, use of as required psychotropic medication or staff to monitor and redirect. The service did not provide evidence the consumer was having pain assessed and managed when behaviours occurred as directed in the care plan. The risks associated with ongoing use of regular and ‘as required’ psychotropic medication being administered to the consumer daily have not been documented or reviewed. There is not always evidence of alternatives being trialled before the administration of ‘as required’ psychotropic medications being administered for behaviour management including ‘wandering’ and ‘agitation’. 
· One consumer with a diagnosis of dementia and ongoing risks associated with restlessness at night including rolls from bed has not been reviewed or managed effectively. The consumer has not had their sleep assessment or pain assessment reviewed. The service has implemented increased regular and ‘as required’ psychotropic medication to manage the restless behaviour overnight. However, there is no evidence the risks associated with the use of the psychotropic medication have been considered including falls and over sedation. The consumer was observed to be sleeping throughout the day of the Assessment Contact and the consumer representative confirmed they had no communication about medications used from the service. 
The approved provider’s response acknowledged the deficits identified in the Assessment Team’s report and have implemented actions to address the deficits. The service acknowledges contributing factors to the ineffective management of consumers’ clinical risks has been increased difficulties in sourcing qualified and experienced clinical staff due to the service’s location and restrictions of COVID-19. Improvements implemented and planned by the service included:
· One consumer with known risks associated with existing wounds had contributing factors of a long-term history of refusal of care by medical officers, hospitals and other wound specialists which were not in the Assessment Team’s report. The service acknowledged the deficits and deterioration of the consumer at the service in relation to staff not monitoring, assessing or completing wound care, pain management and pressure care appropriately. The consumer returned to the service after assessment in hospital and is being provided comfort care. 
· The service has implemented staff training in clinical documentation and assessment including documenting use and effect when administering ‘as required’ medications. 
· Review of individual consumer clinical assessments and care plans in relation to behaviours and pain including referral to dementia specialists. 
· Sourcing additional clinical staff to support staff and oversee clinical care. 
The service has acknowledged the deficits identified in the management of high impact risks associated with three consumers’ care in relation to behaviour management, pain management, wound care and use of psychotropic medication. The service has implemented actions including review and reassessment of the consumers identified. However, at the time of the Assessment Contact the service was not effectively managing consumers’ high impact risks associated with consumers’ care. Specifically, the service did not demonstrate appropriate assessment of three consumers exhibiting behaviours which impacted on their clinical care outcomes, health, well-being and safety. The service did not appropriately consider, assess or manage pain for consumers prior to the administration and increase use of psychotropic medications to manage behaviours. The service did not review effectiveness of current care plans and assessments when behaviours and incidents including refusal of care, refusal of food, restlessness at night resulting in falls, physical assaults of others and leaving the service occurred. The service did show evidence of trialling alternatives or consideration of risks associated with the use of psychotropic medications prior to administration of psychotropic medications for the use of behaviour management. 
Based on the summarised evidence above, I find the service Non-compliant with this Requirement.  
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Personal care and clinical care
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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 3 Requirement (3)(b):
Ensure consumers with diagnosis of dementia exhibiting behaviours are appropriately assessed to identify triggers for behaviours including consideration of pain and appropriate strategies are implemented. 
Ensure risks associated with the use of psychotropic medication are considered, documented and communicated to the consumer or their representative prior to use of psychotropic medication and alternatives to the use of psychotropic medications for behaviour management are implemented including management of pain.
Ensure staff have the skills to identify and assess consumers’ high impact risks associated with clinical care including pain, weight loss, malnutrition, wounds, skin risks, behaviours and medication use. 
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