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Michelle Glenn, 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.
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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 consumers, representatives, staff and others;
the Infection control monitoring checklist completed as part of the Site Audit; and
the provider’s response to the Site Audit report received 9 March 2022.
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[image: ]STANDARD 1 	NON-COMPLIANT
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 has been assessed as Non-compliant.
The Assessment Team recommended all Requirements in this Standard met. However, I have considered the information in the Assessment Team’s report and the provider’s response and have come to a different view in relation to Requirement (3)(d) in this Standard. I find for one consumer, the service did not demonstrate the consumer is supported to take risks to enable them to live the best life they can. As such, I find Requirement (3)(d) Non-compliant.
In relation to all other Requirements in this Standard, the Assessment Team found most sampled consumers considered that they are treated with dignity and respect, can maintain their identity, make informed choices about their care and services and live the life they choose. The following examples were provided by consumers and representatives during interviews with the Assessment Team:
· consumers are valued and generally treated with respect, and their choices are listened to and actioned; 
· consumers are asked about things that are most important to them and staff are aware of these things; and 
· consumers’ personal privacy is generally respected, including during provision of care. 
Care files sampled reflected consumers’ diversity and included specific information relating to consumers’ cultural needs and background and personal strategies and preferences. Staff sampled spoke about consumers in a way which indicated respect and demonstrated an understanding of consumers’ culture, personal circumstances, background and life journey. 
Information provided to consumers was noted to be current, accurate and timely. Information is made available to consumers through newsletters, meeting forums and noticeboards. Staff were observed to deliver care in a way which promoted and respected consumers’ privacy and personal information is kept confidential. Consumers sampled stated they are supported to exercise choice and independence, are encouraged to maintain relationships and make decisions about their own care. Staff described how they support and encourage consumers, including those with hearing and vision impairments, to make informed choices about their care and services. 
Based on this evidence, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Compliant with Requirements (3)(a), (3)(b), (3)(c), (3)(e) and (3)(f) in Standard 1 Consumer dignity and choice.
[bookmark: _Hlk32932412]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 were satisfied the service demonstrated it generally supports consumers to take risks to enable them to live the best life they can and recommended Requirement (3)(d) met. However, I have considered the following evidence, included in the Assessment Team’s report, in coming to my finding for this Requirement:
· Management indicated there were really no consumers who undertake activities which involve risk or are harmful to them or others except for consumers who use mobility equipment and one consumer who prefers to regularly partake in two lifestyle choices (activities). 
· There was no specific assessment, including of risk or planning in relation to the two activities or evidence Consumer A had been assisted to understand the risks and how they could be managed. The consumer’s diagnosis was noted to include moderate cognitive impairment.
· A progress note for January 2022 included the outcome of a consultation between the consumer’s representative and management, relating to the consumer partaking in one of the activities outside the service only. The consultation followed incidents of partaking in the activity inside the service. 
· A behaviour chart recorded one incident of undertaking one of the activities inside the service and three describing behaviours relating to the second activity. The care plan was not updated to reflect the specific behaviours. 
· Equipment for one of the activities and heavy build up debris on the floor relating to the activity was observed on Consumer A’s balcony.  
While the Assessment Team recommended Requirement (3)(d) met, the provider responded to the deficits highlighted in the Assessment Team’s report relating to Consumer A. The provider’s response included documentation to support actions initiated in response to the Assessment Team’s report, including:  
· Risk assessments relating to both activities completed in consultation with the consumer and their representative. 
· An assessment to measure cognitive impairment has been completed with a score indicating Consumer A is capable of making their own decisions. 
· A Behaviour support plan is being developed. 
· Progress notes from November 2021 indicating the consumer was partaking in these activities at this time. 
I acknowledge the provider’s response and the supporting documentation provided. However, based on the Assessment Team’s report and the provider’s response, I have come to a different view to that of the Assessment Team’s recommendation of met and find the service Non-compliant with Requirement (3)(d). I find at the time of the Site Audit, the service did not demonstrate each consumer was supported to take risks to enable them to live the best life they can. I have specifically placed weight on information included in the Assessment Team’s report relating to Consumer A.
In coming to my finding, I have considered that while management indicated, and documentation demonstrated, the service was aware the consumer was partaking in activities which included an element of risk, discussions with the consumer and/or representative relating to these known activities and associated risks had not been undertaken nor had strategies to minimise and/or mitigate the risks been implemented. I have also considered that documentation indicated the consumer had partaken in one of the activities inside of the service, and charting described behaviours relating to the other activity indicating both activities posed a potential risk to the consumer and others.  
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(d) in Standard 1 Consumer dignity and choice.
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 four of the five specific Requirements have been assessed as Non-compliant.
The Assessment Team have recommended Requirements (3)(a), (3)(d) and (3)(e) in Standard 2 Ongoing assessment and planning with consumers not met. The Assessment Team found the service was unable to demonstrate:
· effective assessment and planning processes, including consideration of risks to consumers’ health and well-being to inform delivery of safe and effective care and services;
· outcomes of assessments and planning are effectively communicated to consumers and documented in a care plan that is readily available to the consumer, and where care and services are provided; and
· care and services are regularly reviewed to ensure effectiveness, when circumstances change or when incidents impact on the needs, goals, or preferences of consumers.
I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the provider’s response and find the service Non-compliant with Requirements (3)(a), (3)(d) and (3)(e). I have provided reasons for my findings in the specific Requirements below.
[bookmark: _Hlk99531885]The Assessment Team recommended Requirement (3)(b) met. However, in coming to my finding for this Requirement, I have considered information in the Assessment Team’s report documented in Standard 4 Services and supports for daily living Requirement (3)(a), and the provider’s response and have come to a different view in relation to Requirement (3)(b) in this Standard. I find the service did not demonstrate assessment and planning identified and addressed consumers’ current needs, goals and preferences, specifically in relation to lifestyle aspects of care. As such, I find Requirement (3)(b) Non-compliant.
In relation Requirement (3)(b) and (3)(c) in this Standard, the following feedback was provided by consumers and representatives during interviews with the Assessment Team:
· discussions relating to end of life planning had occurred on entry and a representative stated they had been asked to provide input into the consumer’s preferences about end stage of life care;
· consumers indicated they like family to be involved in their care and nurses speak with them when they are not well; and
· representatives indicated staff ring them to notify them of any changes with consumers and their needs. 
Care files sampled demonstrated consumers’ needs, goals and preferences in relation to advance and end of life planning are identified and addressed. While clinical staff indicated these discussions are revisited during regular care plan review processes and in response to deterioration in consumers’ health, care files sampled did not evidence further conversations had occurred since entry. The provider’s response indicated not all consumers and/or representatives wish to address end of life planning at case conferences. While a case conference schedule was provided, this did not evidence these discussions had taken place. Where end of life planning discussions are entered into, regardless of whether the consumer/representative wish to proceed with the discussion, I would encourage the provider to ensure these discussions are recorded in care files.  
Care files sampled demonstrated consumers and/or representatives and allied health specialists are involved in assessment and planning of care and services on entry and on an ongoing basis. 
Based on the evidence documented above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, Compliant with Requirement (3)(c) in Standard 2 Ongoing assessment and planning with consumers. 
Assessment of Standard 2 Requirements 
Requirement 2(3)(a)	Non-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.
The Assessment Team were not satisfied the service demonstrated effective assessment and planning processes, including consideration of risks to consumers’ health and well-being to inform delivery of safe and effective care and services. The Assessment Team’s report provided the following evidence relevant to my finding:
Consumer B
· Consumer B entered the service in January 2022 with diagnoses, including diabetes and high falls risk. A 28 day assessment plan, required to be completed on entry, was unable to be located. 
· A falls risk assessment had not been completed and three care staff were unable to describe what kind of mobility assistance Consumer B required or if they were at risk of falling.
· The consumer’s legs were observed to be very dry and flaky. A skin assessment had not been completed or interventions initiated to guide staff on what skin care needs the consumer required. Three care staff were unable to articulate what skin care the consumer required. 
· While blood glucose levels were being monitored, a Diabetes management plan had not been developed. Directives or parameters for blood glucose levels were not available and there was no plan for management of high or low blood glucose levels. A nutrition and hydration assessment had not been accurately completed to guide staff on the need for a healthy and well-balanced diet. 
· Three care staff did not know if the consumer had a care plan and if they did, they did not know how to access it on the electronic system. An interim care plan had not been developed and no care planning had been commenced since entry.
Consumer C
· [bookmark: _GoBack]Consumer C entered the service the day prior to the Site Audit with diagnoses, including falls, lower back swallowing difficulty, weight loss and high risk of aspiration.
· A falls risk assessment was not completed and no falls management strategies were implemented. 
· Hospital discharge documents outlined dietary information, including mildly thickened fluids due to high risk of aspiration. A swallow assessment had not been completed by the service. Three care staff were unable to describe the level of meal modification the consumer required. 
· A stage 1 pressure injury was identified on entry. A pressure risk assessment had not been completed and there were no directives for pressure area care. The wound chart for the pressure injury was not reviewed in the three days since identification and no progress note entries had been made about the condition of the consumer’s skin.
· A pain assessment had not been completed or pain charting commenced. Care staff said the consumer verbalised pain when care was provided and they had reported this to clinical staff.
· Three care staff did not know if the consumer had a care plan and that if they did, they did not know how to access a care plan or admission progress notes on the electronic system. 
· An interim care plan had not been completed on entry and care planning had not been commenced. 
[bookmark: _Hlk98766911]The provider did not dispute the Assessment Team’s recommendation. The provider’s response included actions implemented to address the deficits identified in the Assessment Team’s report. The provider’s response included, but was not limited to:  
[bookmark: _Hlk99521568]In relation to Consumer B
· Blood glucose parameters and directives are now in place. The consumer’s blood glucose levels have been within parameters documented by the General practitioner since entry. 
· Assessments relating to falls risk, nutrition and hydration, skin assessment/risk and medication administration have been completed. 
In relation to Consumer C
· An Interim care plan and assessments relating to pressure area risk, falls, nutrition and hydration and medication administration have been completed. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the service did not demonstrate that assessment and planning processes were effectively implemented to ensure assessment and planning was personalised and reflective of consumers’ current needs. I have considered that this has not ensured each consumer’s care plan is tailored to their specific needs or informs how, for each consumer, care and services are to be delivered. 
In relation to both Consumers B and C, I find that assessments had not been completed to enable risks to consumers’ health and well-being to be identified and appropriate management strategies implemented. Additionally, I have considered that interim care plans had not been developed. This has not ensured staff have the required knowledge to guide delivery of care and services, in line with consumers’ care and service needs and preferences.  
I have considered that lack of assessment and planning for both consumers has the potential to impact on the effective delivery of care and services, particularly where staff delivering care are not familiar with consumers’ care and service needs. I acknowledge actions taken by the service in relation to deficits highlighted both during the Site Audit and since receiving the Assessment Team’s report. However, I have considered that these actions were initiated in response to feedback provided by the Assessment Team and subsequent to the Site Audit and not as a result of the service’s monitoring processes. 
[bookmark: _Hlk99536072]For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(a) in Standard 2 Ongoing assessment and planning with consumers.
Requirement 2(3)(b)	Non-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.
The Assessment Team were satisfied the service demonstrated assessment and planning identified and addressed consumers’ current needs, goals and preferences, including advance and end of life planning and recommended Requirement (3)(b) met. However, I have considered the following evidence, included in the Assessment Team’s report in Standard 4 Services and supports for daily living Requirement (3)(a) in coming to my finding for this Requirement:
· A total of 24 consumers did not have an About me form and Lifestyle care plan completed. 
· Wishes/goals documented in Consumer A’s Profile page are not realistic. 
· Consumer G did not have an About Me form and Lifestyle care plan completed.
· Consumer J did not have an About me form or Lifestyle care plan. Staff said, and progress notes showed, Consumer J is often verbally aggressive towards staff, and they cannot engage with them. Consumer J’s care plan did not show any measures have been put in place to effectively manage the challenging behaviour nor was there was any therapy program to assist with the challenging behaviours.
The provider’s response for Standard 4 Requirement (3)(a) directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response indicated that since the Site Audit, About me forms have been completed for 35 consumers and 16 assessments have been provided to representatives. The Lifestyle coordinator is in the process of entering information into the electronic system with a completion date noted as 18 March 2022.
I acknowledge the provider’s response and the supporting documentation provided. However, based on the Assessment Team’s report and the provider’s response, I have come to a different view to the Assessment Team’s recommendation of met and find the service Non-compliant with Requirement (3)(b). This Requirement expects that services do everything they reasonably can to plan care and services that centre on consumers’ goals, needs and preferences. As such, I find at the time of the Site Audit, the service did not demonstrate assessment and planning identified and addressed consumers’ current needs, goals and preferences, specifically in relation to lifestyle aspects of care. In coming to my finding, I have specifically placed weight on information included in the Assessment Team’s report indicating for 24 consumers, an About me form and Lifestyle care plan had not been completed. I find that this has not ensured individualised, tailored care and service plans are available to guide staff to provide care and services which are in line with each consumer’s needs and preferences. 
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(b) in Standard 2 Ongoing assessment and planning with consumers.
Requirement 2(3)(c)	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.
Requirement 2(3)(d)	Non-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.
The Assessment Team were not satisfied the service demonstrated outcomes of assessments and planning are effectively communicated to the consumer and documented in a care and service plan that is readily available to the consumer, and where care and services are provided. The Assessment Team’s report provided the following evidence relevant to my finding:
· Hard copy care plans are not available at the point of care for consumers and staff to access. 
· Staff sampled confirmed they do not follow care plans when providing care to consumers as they do not know how to access them, or the consumer does not have one.
· Whilst representatives recalled consultation with clinical staff, there is no evidence provided to show outcomes of care consultations. There was no evidence that comment or input had been made available to consumers or representatives or that a care plan is readily available to review if a consumer or representative wishes to do so.
· Care staff were unaware of the details within each consumer’s care plan and said they provide care based on information provided at handover, via the handover sheet or verbal guidance from other staff members. 
· Care plans are kept electronically, however, the Assessment Team identified only 27 of the 60 consumers had an active care plan on the electronic system.
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
· Assessments had been completed, however, care plans had not been signed off as completed by the Registered nurse. Fifty-five care plans were completed and available electronically prior to the Assessment Team leaving site. 
· Staff have knowledge and access to information they require to provide high level of care. Care staff have access to the information they require. However, it would be unreasonable to suggest all care staff access the full care plan of every consumer under their care every day. 
· Registered staff are aware, have access and manage the care planning process. 
· Training is currently being undertaken for all staff to ensure they are able to access the electronic system, document in progress notes and charts and access care plans. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, outcomes of assessments and planning were not effectively communicated to the consumer and documented in a care plan that was readily available to the consumer and staff.
In coming to my finding, I have considered that at the time of the Site Audit, only 27 of 60 consumers had an active care plan. Additionally, I have placed weight on feedback from staff indicating they were unaware of details in each consumer’s care plan, they do not follow care plans when providing care to consumers and they do not know how to access care plans electronically. As such, I find staff did not have available to them relevant information when and where it was needed to support provision of safe and effective care and services to consumers. 
I have also considered that documentation sampled by the Assessment Team did not demonstrate the outcomes of assessment and planning had been effectively communicated to consumers and/or representatives. I find this does not demonstrate consumers and/or representatives have been involved in discussions relating to consumers’ care or has it enabled them to have an understanding and ownership of the care plan. 
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(d) in Standard 2 Ongoing assessment and planning with consumers.
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 were not satisfied the service demonstrated care and services are regularly reviewed to ensure effectiveness, when circumstances change or when incidents impact on the needs, goals, or preferences of consumers. The Assessment Team’s report provided the following evidence relevant to my finding:
Consumer D
· A hospital discharge letter stated the consumer’s fluid intake and blood pressure were to be monitored due to medication changes and clinical condition.
· On return to the service, no skin assessment was completed, no fluid intake record commenced, no blood pressure monitoring was undertaken, or ongoing charting commenced, and no pain assessment conducted. 
· The Registered nurse stated they were unaware of what assessments needed to be conducted or that blood pressure required monitoring. 
Consumer A
· Consumer A was hospitalised in October 2021. A discharge letter stated the consumer remained at risk of further aspiration, gastrointestinal bleeding, falls, had inadequate oral intake and was to be commenced on nutritional supplements.
· On return to the service, no skin assessment was completed, no food intake record commenced, and no ongoing monitoring of vital signs. 
· Dietary notes indicate the Registered nurse was to conduct regular swallow screening tool to monitor swallowing, however, no swallow assessment had been completed since return from hospital. 
· On return to the service following another hospital admission in January 2022, no pain monitoring charts, or vital sign observations were commenced and requested blood testing not completed. There was no regular assessment for monitoring stools.
· The consumer is on daily blood thinning medication. Blood tests relating to the medication had not been conducted as requested in the hospital discharge letter. The Assessment Team noted the blood test had not been conducted since entry. 
· On day two of the Site Audit, the Assessment Team observed signs of gastrointestinal bleeding in the consumer’s bedroom. On return to the service from an outing, the consumer was assessed and transferred to hospital.
· On return, a plan to continue to monitor the consumer for signs of bleeding, aspiration, or pain was not implemented.
The provider did not dispute the Assessment Team’s recommendation. The provider’s response included actions implemented to address the deficits identified in the Assessment Team’s report. The provider’s response included, but was not limited to:  
· In relation to Consumer D, weekly vital signs have been commenced.
· In relation to Consumer A, weekly vital signs and pain charting has been implemented and assessments relating to skin and swallowing have been completed. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the service did not ensure care and services were regularly reviewed for effectiveness in response to changes in consumers’ care and service needs. 
In coming to my finding, I have considered that both Consumers D and A experienced changes in their health and well-being resulting hospitalisation. However, on return to the service, assessment processes were not initiated to determine if care and services being provided continued to meet the consumers’ needs, goals and preferences. Additionally, clinical monitoring, including in line with hospital discharge recommendations, were not initiated to monitor for or minimise the consumers’ risk of further clinical deterioration.  
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(e) in Standard 2 Ongoing assessment and planning with consumers.
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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 four of the seven specific Requirements have been assessed as Non-compliant.
[bookmark: _Hlk98752149]The Assessment Team have recommended Requirements (3)(a), (3)(b), (3)(e) and (3)(g) in Standard 3 not met. The Assessment Team found the service was unable to demonstrate:
· each consumer receives safe and effective personal and/or clinical care that is best practice, tailored to their needs and optimises their health and well-being, specifically in relation to restraints;
· [bookmark: _Hlk98752898]effective management of high impact or high prevalence risks associated with the care of each consumer, specifically in relation to medication management, diabetes, and dysphagia;
· [bookmark: _Hlk98752916]information about consumers’ condition, needs and preferences is documented and communicated within the organisation and with others where responsibility for care is shared; and
· minimisation of infection related risks through implementing standard transmission-based precautions to prevent and control infection and practices that promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the provider’s response and find the service Non-compliant with Requirements (3)(a), (3)(b), (3)(e) and (3)(g). I have provided reasons for my findings in the specific Requirements below.
In relation to Requirements (3)(c), (3)(d) and (3)(f) in this Standard, the following feedback was provided by consumers and representatives during interviews with the Assessment Team:
· they feel comfortable to talk to the service about consumers’ wishes;
· representatives indicated they are contacted by the service in response to consumer incidents or changes in health and/or well-being; and
· doctors visit the service regularly and consumers are referred to specialist services promptly when required.
The service has processes to identify each consumer’s needs, goals and preferences in relation to end of life. Nursing staffs’ experience and assessment tools assist to recognise consumers entering the end stage of life and review of medical care needs is undertaken by the General practitioner. Care plans are reviewed in consultation with consumers and/or representatives to ensure consumers’ wishes are reflected. General practitioners and specialist palliative care services are utilised where additional support and expertise is required. Care staff described their role in providing palliative care to consumers, including emotional support, increased care needs and comfort management.   
Care files sampled demonstrated changes and deterioration in consumers’ capacity and condition had been recognised and responded to in a timely manner. Care staff stated they report changes to consumers’ health and well-being to clinical staff and are notified of changes to consumers’ health and well-being. Care files sampled demonstrated timely referrals to General practitioners and a range of Allied health specialists had occurred in response to changes in consumers’ condition. 
[bookmark: _Hlk98412657]Based on the evidence documented above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, Compliant with Requirements (3)(c), (3)(d) and (3)(f) in Standard 3 Personal care and clinical care. 
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.
[bookmark: _Hlk98752883]The Assessment Team were not satisfied the service demonstrated each consumer receives safe and effective personal and/or clinical care that is best practice, tailored to their needs and optimises their health and well-being, specifically in relation to restraints. The Assessment Team’s report provided the following evidence relevant to my finding:
· On entry, management indicated maybe six consumers were subject to restrictive practices. No register was being utilised and management could not provide an accurate number of consumers subjected to restrictive practices.
· The service does not understand what constitutes chemical restraint and could not demonstrate it is consistent with best practice in relation to psychotropic medication being used as the last resort and for as short a time as possible. 
· The service does not acknowledge environmental restraint and has not involved six consumers and/or representatives in restrictive practice conversations or authorisations related to environmental restraint.
Consumer E
· A chemical restraint authorisation form relating to use of an as required antipsychotic medication has not been completed, a Behaviour support plan detailing use of the chemical restraint is not in place and the General practitioner has not reviewed use of the antipsychotic medication since the consumer’s entry to the service in January 2022.
· Progress notes for a 23 day period between January and February 2022 indicate the medication was administered on six occasions with no non-pharmacological interventions trialled prior to administration, no pain assessment, and no review of the effectiveness of the medication. 
· The representative indicated they were aware of the consumer’s general medications but not so much risks or side effects or if any were intended to alter behaviour. Documentation of a case conference or discussion with the consumer and/or representative to discuss medications, their purpose or their side effects was not evidenced.
In coming to my finding for this Requirement, I have also considered evidence relating to administration of time-sensitive medications for Consumer G, highlighted by the Assessment Team in Requirement (3)(b) in this Standard. The provider’s response for this consumer has also been considered with my finding for this Requirement. 
The provider did not dispute the Assessment Team’s recommendation. The provider’s response included actions being implemented to address the deficits highlighted in the Assessment Team’s report, including arranging additional education for clinical staff in relation to psychotropic medications. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the service had not ensured each consumer was provided safe and effective personal and/or clinical care that was best practice and optimised their health and well-being, specifically in relation to use of antipsychotic medication for Consumer E and administration of time-sensitive medications for Consumer G.
I find the service had not ensured Consumer E’s health and well-being was optimised or that the care provided to Consumer E in relation to use of antipsychotic medications was in line with best practice care. In coming to my finding, I have considered that while Consumer E was prescribed as required antipsychotic medications, a restraint authorisation and Behaviour support plan detailing use of the medications had not been completed. Where medication had been administered, there was no evidence to demonstrate alternative strategies had been trialled prior to administration and effectiveness of the medication was not noted. As such, I find this does not demonstrate that care has been tailored and based on assessment of the consumer’s needs, goals and preferences. I have also considered that the service could not demonstrate the consumer and/or representative had been supported to understand the risks and make an informed decision in relation to use of the medication. The consumer’s representative was not aware of the intended use of the medication or the related risks. 
In relation to Consumer G, I have considered time sensitive medications have not been consistently administered in line with best practice guidelines which has impacted the consumer’s health and well-being. I acknowledge the provider’s response indicating medication administration times have been adjusted and medications are being provided prior to meals. However, I have considered that these actions were initiated in response to receipt of the Site Audit report, and not as a result of the service’s own monitoring processes. 
In relation to management not being able to provide an accurate number of consumers subjected to restrictive practices and not understanding what constitutes chemical and environmental restraint, I have considered that the evidence presented in this Requirement does not demonstrate the service has failed to effectively manage high impact or high prevalence risks associated with consumers’ care. Rather, the evidence presented specifically relates to the clinical governance framework. As such, I find the evidence provided aligns with Standard 8 Organisational governance Requirement (3)(e) and have considered the information with my finding for that Requirement.
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(a) in Standard 3 Personal care and clinical care.
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 were not satisfied the service demonstrated effective management of high impact or high prevalence risks associated with the care of each consumer, specifically in relation to medication management, diabetes, and dysphagia. The Assessment Team’s report provided the following evidence relevant to my finding:
Consumer F
· The consumer is prescribed an anticoagulant medication daily to minimise risk of stroke. A blood test, relating to the medication, has not been undertaken since entry. Following discussion with clinical management, a pathology request for the blood test was immediately obtained. 
Consumer B
· While blood glucose levels were being monitored, directives or parameters for blood glucose levels were not available and there was no plan for management of high or low blood glucose levels. Blood glucose levels were noted to be above 17mmol/L on three occasions since January 2022. 
Consumer G
· The consumer is prescribed medication for a diagnosed condition which is administered five times per day. The consumer indicated the specialist advised that the medication be administered on an empty stomach at the same times every day to ensure the most benefit from the medication and to make daily activities more achievable. The consumer described impacts to their general health and well-being when medication is not received as prescribed. 
· The consumer said staff do not follow the medication regime and can sometimes be one to two hours late with the medication. The consumer indicated staff bring the medication during mealtimes and tell them they must take it now.
· The consumer indicated they have tried to educate staff about the importance of the medication regime but there are often different staff each day and the consumer finds this overwhelming and frustrating.
Consumer H
· Parameters for blood glucose levels and directives where levels are outside desired range are outlined in a Diabetic management plan, including administration of extra insulin as per a sliding scale and the General practitioner is to be contacted if the consumer is unwell. 
· The consumer’s blood glucose level was noted to be outside of range on two occasions on one day in February 2022. There was no evidence that clinical monitoring had taken place after either of the recorded elevated readings and no extra insulin had been administered. The Medication profile did not include an order for sliding scale extra insulin.
· An Enrolled nurse stated the consumer’s blood glucose levels are often elevated, and it is “normal” for them. The Enrolled nurse did not know if the consumer’s General practitioner had been notified, if sliding scale insulin had ever been prescribed or where the consumer’s Diabetic management plan was located. 
· Consumer H had an open tube of antifungal cream in their room. The tube was not labelled and the medication was not listed on the consumer’s medication profile. Consumer H did not have a medication self-administration assessment completed. 
Consumer A
· Consumer A had an open box of an analgesic medication. The box had no name or directions for administration and the medication was not listed on the consumer’s medication profile. Consumer A did not have a medication self-administration assessment completed.
The provider did not dispute the Assessment Team’s recommendation. The provider’s response included actions implemented to address the deficits identified in the Assessment Team’s report. The provider’s response included, but was not limited to:  
· Monitoring blood tests have been initiated for Consumers A and F.
· Blood glucose parameters and directives are now in place for Consumer B. The consumer’s blood glucose levels have been within parameters documented by the General practitioner since admission.
· Medication times have been changed for Consumer G and medications are now being administered prior to meals.
· In relation to the absence of a sliding scale insulin for Consumer H, it is misleading to suggest this was in any way not compliant with the consumer’s clinical care as the insulin was ceased 13 days post the Site Audit. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, high impact or high prevalence risks associated with the care of each consumer, specifically in relation to medication and diabetes, were not effectively managed.
In coming to my finding, I have considered that the service has not demonstrated effective monitoring processes have been implemented to manage risks related to personal and/or clinical care for the consumers highlighted. This includes following best practice guidelines and applying appropriate measures to ensure risks to consumers are minimised. 
In relation to Consumer F, I have considered that appropriate monitoring processes had not been initiated to monitor use of anticoagulant medication which has placed the consumer at risk.
In relation to Consumer B, I have considered that directives to guide staff in the management of the consumer’s diabetes had not been developed and blood glucose levels were noted to have been above 17mmol/L on three occasions in January 2022. I acknowledge the provider’s response indicating directives are now in place and the consumer’s blood glucose levels have been within the parameters documented since entry. However, I have considered that directives were only put in place subsequent to the Site Audit, therefore, the consumer’s desired parameters were not known at the time of the Site Audit which did not ensure appropriate actions were initiated in response to elevated blood glucose levels, potentially placing the consumer at risk. Additionally, I have considered that at the time of the Site Audit, clinical management indicated the reason a Diabetes management plan had not been developed was that a General practitioner was still to be allocated to the consumer. The consumer was noted to have entered the service, 26 days prior to the Site Audit. 
In relation to Consumer H, I have considered that appropriate monitoring processes were not initiated in response to blood glucose levels outside of desired parameters, including contacting the General practitioner. 
I have also considered for Consumers H and A, medications, which had not been prescribed, were observed in the consumers’ rooms. Related medication risk assessments had not been completed for either consumer. I acknowledge appropriate action was taken in relation to the medications at the time of the Site Audit. However, I have considered that these actions were only initiated in response to feedback from the Assessment Team and not as a result of the service’s own monitoring processes.  
In relation to Consumer G, I have considered that the evidence presented in this Requirement does not demonstrate the service has failed to effectively manage high impact or high prevalence risks associated with the consumer’s care. Rather, the evidence presented specifically relates to provision of care that is best practice, tailored to their needs and optimises their health and well-being. As such, I find the evidence provided aligns with Requirement (3)(a) in this Standard and have considered the information with my finding for that Requirement.
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(b) in Standard 3 Personal care and clinical care.
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)	Non-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.
The Assessment Team were not satisfied the service demonstrated information about consumers’ condition, needs and preferences is documented and communicated within the organisation and with others where responsibility for care is shared. The Assessment Team’s report provided the following evidence relevant to my finding:
· Consumer hospital discharge directions are not accurately recorded to ensure information about the consumer’s condition is known and the required clinical care provided. For example:
· Consumer D did not have a vital signs chart commenced on return from hospital to monitor blood pressure after receiving a new cardiac diagnosis and a change in blood pressure medication.
· Consumer A did not have a specific blood test completed as directed by the hospital discharge letter.
· Verbal handovers are held between shifts to discuss consumer care needs and changes in care. The Assessment Team attended two handovers during the Site Audit. Both were disorganised, noisy and staff were in constant discussion about their allocated work areas. Important clinical information was not discussed and required assessments and tests were not handed over to the next shift. For example:
· There was no information handed over about Consumers A or F requiring a specific blood test the following day, nor was this documented in the consumers’ progress notes.
· There was no information handed over about Consumer A being sent to and returning from hospital the previous day, neither was there a directive to staff to continue to monitor for signs of gastrointestinal bleeding.
· Six care staff stated they could not access electronic care plans as they did not know how. They said they provide care as the consumer directs, as advised by other staff members and their handover sheet. Care staff were unable to elaborate on changes in Consumer D’s condition since returning from hospital. They said any “changes are usually communicated at handover, but they usually only relate to the Registered nurse and not the care staff”.
The provider did not dispute the Assessment Team’s recommendation. The provider’s response included actions implemented to address the deficits identified in the Assessment Team’s report. The provider’s response included, but was not limited to:  
· Ongoing mentoring for clinical staff relating to following up of any actions on consumers’ return from hospital, including handover. 
· Competencies are currently being undertaken for all staff on how to access information using the electronic system. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, information about consumers’ condition was not effectively documented and communicated.
For Consumers D and A, I have considered that hospital discharge recommendations were not implemented resulting in information relating to the consumer’s condition not being known or the required clinical care being provided. 
In relation to exchange of consumer information, I have considered that handover processes are not consistently effective in ensuring staff receive key information required to deliver care and services to consumers. Important clinical information relating to specific consumers was not communicated to staff during two handovers observed. The ineffectiveness of these processes was further supported through feedback from care staff who could not described changes in Consumer D’s condition following a recent return from hospital and indicated information relayed at handover is more aligned to the role of clinical, not care staff. As such, I have considered that these practices do not ensure the workforce has sufficient information to enable delivery of safe and effective clinical care or an understanding of consumers’ condition to provide and coordinate care.
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(e) in Standard 3 Personal care and clinical care.
Requirement 3(3)(f)	Compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
Requirement 3(3)(g)	Non-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.
The Assessment Team were not satisfied the service demonstrated minimisation of infection related risks through implementing standard transmission-based precautions to prevent and control infection and practices that promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics. The Assessment Team’s report and the Infection control monitoring checklist, completed during the Site Audit, provided the following evidence relevant to my finding:
· The service was unable to demonstrate that antibiotic sensitivity or susceptibility tests are consistently completed to help choose the antibiotic that will be most effective. 
· The COVID-19 outbreak plan did not include key information, such as a list of consumers with photos and contact details, key points of contact and location of personal protective equipment donning and doffing stations. Other deficits were identified relating to communications and signage. 
· An updated COVID-19 outbreak plan, provided to the Assessment Team prior to the completion of the Site Audit did not include a floor plan identifying rooms/zones, location of personal protective equipment donning and doffing stations, individual consumer rooms, bathrooms, communal areas and food preparation areas and how staff are allocated to each area.
· Six care staff could not describe actions they would take if they suspected a consumer had COVID-19 or any other communicable disease. They did not know if the service had an Outbreak management plan or where personal protective equipment was stored. 
· Two clinical staff could not describe how they minimise the need for or use of antibiotics or what charting or recording was required to be completed if a consumer was confirmed to have an infection.
· Some staff members, including management were observed wearing cloth face masks, not in line with state government directives. Management advised all staff should be wearing surgical face masks. There are no directives relating to frequency or when to change masks and no procedure for monitoring of compliance when wearing face masks.
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
· An information letter will be sent to all visiting General practitioners advising of the organisation’s requirements to manage antimicrobial stewardship. 
· A list of consumers’ Medicare numbers are updated and kept electronically. Staff contact details are available electronically and can be accessed and printed remotely. 
· The outbreak management folder includes contact details of the outbreak management team, a list of consumers with photos and contact details, floor maps regarding zoning, details for key contacts. Staff have received training on where to find information regarding outbreak management. 
· Installed hand sanitisers outside all consumer rooms and throughout the service and hand hygiene posters are in key staff areas. 
· A process relating to changing face masks has been implemented and two audits have been undertaken and corrective actions initiated. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the service did not demonstrate effective practices to minimise infection related risks or to promote appropriate antibiotic use to reduce the risk of antimicrobial resistance.
In relation to prevention and control of infection, I have considered that the service’s Outbreak management plan and related processes did not provide sufficient information or guidance for staff in the event of a potential COVID-19 outbreak. I acknowledge the provider’s response indicating the Outbreak management plan was being updated at the time of the Site Audit in response to changes in state directives. However, the Outbreak management plan, used to guide staff in the event of an outbreak, did not include key information to assist staff to implement appropriate actions to manage an outbreak and minimise the spread of infection. I have also considered that six staff were unable to describe actions they would take if they suspected a consumer had COVID-19 nor were they aware of the Outbreak management plan. Furthermore, I have considered all staff were not wearing appropriate personal protective equipment to assist in minimising spread of infection, in line with state directives, and guidance for use of specific personal protective equipment was not available to guide staff. 
In relation to practices to promote appropriate antibiotic use, I have considered that clinical staff were unable to describe how use of antibiotics could be minimised or actions to be implemented where a consumer is identified with an infection. Additionally, antibiotic sensitivity or susceptibility tests to identify the most appropriate course of treatment were not consistently undertaken. I find such practices are not in line with antimicrobial stewardship principles which assist to minimise the development and spread of antimicrobial resistance.  
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(g) in Standard 3 Personal care and clinical care.
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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.
The Assessment Team have recommended Requirement (3)(a) in Standard 4 not met. The Assessment Team found the service was unable to demonstrate consumers’ needs, goals and preferences are documented and made available to the workforce to inform the type of services and supports provided to them.
I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the provider’s response and have come to a different view from that of the Assessment Team and find the service Compliant with Requirement (3)(a). I have provided reasons for my finding in the specific Requirement below.
In relation to all other Requirements this Standard, the Assessment Team found most consumers sampled considered that they get the services and supports for daily living that are important for their health and well-being and enable them to do the things they want to do. 
Care files sampled demonstrated services and supports are provided in line with consumers’ emotional, spiritual and psychological needs, goals and preferences. A Wellness service provider and other external experts are utilised to assist staff to interact with consumers and promote emotional, spiritual and psychological well-being. Religious community visitors assist with church services, special events/activities are offered which are meaningful to consumers and everyday encounters promote a sense of connection and community.
[bookmark: _Hlk95801756]A lifestyle program is in place and includes a range of activities and cultural events and an onsite Wellness centre complements the general allied health services. The lifestyle program is regularly reviewed to ensure consumers’ participation in leisure interests and activities continues to meet their needs and preferences. 
Consumer files sampled demonstrated information about consumers’ conditions, needs and preferences is generally documented and communicated within the service and with others where responsibility is shared. Staff described referral processes, and care files sampled demonstrated consumers had been referred to a range of allied health professionals, in line with the intent of Standard 4.
Consumers sampled provided positive feedback relating to the meals provided, indicating choices and alternative options are available. Assessment processes assist to identify each consumer’s dietary needs and preferences and this information is available to catering staff to guide catering processes. Seasonal menus are in place which vary in response to consumer feedback. Consumers are provided opportunities to provide feedback on the menu through meeting forums, surveys and feedback processes.  
There are processes to ensure equipment provided to consumers is safe, suitable and well maintained. Assessments, including in relation to risk, are conducted on equipment by allied health professionals prior to being provided to consumers. Equipment used by consumers is monitored, including through preventative and reactive maintenance processes. 
Based on the evidence documented above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, Compliant with all Requirements in Standard 4 Services and supports for daily living. 
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.
[bookmark: _Hlk98752850]The Assessment Team were not satisfied the service demonstrated consumers’ needs, goals and preferences are documented and made available to the workforce to inform the types of services and supports provided to them. The Assessment Team’s report provided the following evidence relevant to my finding:
· One representative stated they were not satisfied Consumer I receives services and supports for daily living in line with their current condition. Consumer I does not engage in a lot of activities and the representative stated they need more stimulation. 
· Information on Consumer I’s About me form and Lifestyle care plan were not meeting the consumer’s needs and preferences and optimising their well-being and quality of life. The representative indicated the consumer does not enjoy or is able to enjoy the listed activities. Review of the activity chart showed Consumer I has limited participation in group activities and the listed interests are no longer current. 
· The Lifestyle coordinator said Consumer I does not have specific one-to-one interventions other than physiotherapy, but they encourage everyone to participate in group activities. 
· Consumer G indicated they were enticed to the organisation by the offer of hydrotherapy. The consumer stated they do not understand why they have not been able to access the hydrotherapy service. 
· A total of 24 consumers did not have an About me form and Lifestyle care plan completed. 
· Wishes/goals documented in Consumer A’s Profile page are not realistic. 
· Consumer G did not have an About me form and Lifestyle care plan completed.
· Consumer J did not have an About me form or Lifestyle care plan. Staff said, and progress notes showed, Consumer J is often verbally aggressive towards staff, and they cannot engage with them. Consumer J’s care plan did not show any measures have been put in place to effectively manage the challenging behaviour nor was there was any therapy program to assist with the challenging behaviours.
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
· Consumer I’s preference is to have their own quiet time, as noted in the consumer’s profile. However, the consumer is encouraged at every opportunity. 
· Consumer G has been referred to an allied health specialist for hydrotherapy.
· Since the Site Audit, About me forms have been completed for 35 consumers and 16 assessments have been provided to representatives. The Lifestyle coordinator is in the process of entering information into the electronic system with a completion date noted as 18 March 2022. 
· Consumer J’s preference is not to join activities. A specific Behaviour support plan is currently being developed. 
I acknowledge the provider’s response and the supporting documentation provided. However, based on the Assessment Team’s report and the provider’s response, I have come to a different view to that of the Assessment Team’s recommendation of not met and find the service Compliant with Requirement (3)(a). 
In coming to my finding, I have considered that most of the evidence presented does not indicate systemic issues with provision of safe and effective services and supports for daily living. I have considered the evidence, as well as the provider’s response, in other Requirements which reflect the core deficiency associated with the evidence. 
I have considered that the evidence provided relates to ensuring assessment and planning identifies and addresses consumers’ current goals, needs and preferences. As such, I find this information more aligned with Standard 2 Ongoing assessment and planning with consumers Requirement (3)(b) and have considered this information in my finding for that Requirement. 
While I acknowledge feedback from three consumers and/or representatives indicated dissatisfaction with services and supports provided, I have considered that a total of 20 consumers and/or representatives were interviewed by the Assessment Team as part of the Site Audit. I have also considered information within other Requirements of this Standard. Evidence in these Requirements indicates consumers and representatives are satisfied with the way the service supports consumers’ spiritual, emotional and psychological well-being and information relating to these aspects is included in care plan documents. Consumers indicated they generally participate in activities both within and outside the service environment and the service’s approach to ensure consumers participate in leisure interests and activities and the program meet their needs and preferences is regularly reviewed and evaluated. 
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Compliant with Requirement (3)(a) in Standard 4 Services and supports for daily living.
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.
The Assessment Team found overall, consumers sampled considered that they feel they belong in the service and feel safe and comfortable in the service environment. The following examples were provided by consumers during interviews with the Assessment Team:
· the environment is safe, comfortable, well maintained and clean;
· consumers can find their way around easily and get to key locations;
· consumers can access outdoor areas when they wish; and
· the design of furniture and fittings helps consumers to be independent and adds to the comfort of the environment.
The Assessment Team observed the service environment to be safe, secure and welcoming. Management described the features of the service environment that are designed to support functioning of people with a cognitive impairment. These features include way-finding objects and pictures, colour schemes, decorations, shared spaces and activity rooms to increase consumer interaction. Two of the five floors of the service are yet to be opened, with the ground floor being allocated to specific secure dementia care. Consumers are generally able to move freely both indoors and outdoors. 
There are preventative and reactive maintenance processes in place and staff described how maintenance tasks are reported, actioned and resolved. Additionally, staff were able to describe processes for reporting incidents and hazards. Cleaning processes are in place and staff described their responsibilities for cleaning. 
Furniture, fittings and equipment were noted to be safe, clean, well maintained and suitable for the consumer. Contracted services are utilised to maintain and inspect aspects of the service environment and equipment. There are monitoring processes to ensure a safe and comfortable service environment is maintained. 
Based on this evidence, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Compliant with all Requirements in Standard 5 Organisation’s service environment.
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.
The Assessment Team found overall, sampled consumers considered that they are encouraged and supported to give feedback and make complaints, and appropriate action is taken. The following examples were provided by consumers and representatives during interviews with the Assessment Team:
· felt they could make complaints and felt safe to do so;
· know how to make a complaint and were happy to raise any issues with staff or management; and 
· felt the service actioned their concerns, although sometimes required a bit of prompting.
Consumers and representatives are provided with information relating to internal and external feedback and complaints avenues and advocacy services on entry. However, information in relation to external feedback mechanisms and advocacy was not easily accessible to consumers, with management indicating this information was available at reception and consumers only need to ask. The provider’s response indicates information on advocacy services is now readily available to consumers, including in the foyer area. Consumers and representatives sampled were aware of complaints avenues and felt comfortable to raise any concerns.  
Staff described how they support consumers to raise concerns. Management and staff demonstrated an awareness of open disclosure principles and practices and policy and procedure documents relating to open disclosure processes are available to guide staff practice.  
A complaints register is maintained and documentation viewed demonstrated feedback and complaints are reviewed and used to improve the quality of care and services. 
Based on this evidence, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Compliant with all Requirements in Standard 6 Feedback and complaints.
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 three of the five specific Requirements have been assessed as Non-compliant. 
[bookmark: _Hlk98752305]The Assessment Team recommended Requirements (3)(a), (3)(c), (3)(d) and (3)(e) in Standard 7 Human resources not met. The Assessment Team found the organisation was unable to demonstrate: 
· how the workforce is planned to enable safe and quality care to consumers;
· [bookmark: _Hlk98752652]members of the workforce are competent and have the knowledge to effectively perform their roles;
· [bookmark: _Hlk98752669]all staff have been trained and supported to deliver the outcomes as required by these Standards; and
· [bookmark: _Hlk98752683]they are monitoring and reviewing the performance of each staff member.
I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the provider’s response and find the service Non-compliant with Requirements (3)(a), (3)(c) and (3)(d) and Compliant with Requirement (3)(e). I have provided reasons for my findings in the specific Requirements below.
In relation to Requirement (3)(b) in this Standard, most consumers sampled indicated staff were always kind and respectful when providing care needs. Staff knew consumers well and described preferences, needs, physical abilities and how they support them. During the Site Audit, staff interactions were observed to be kind, caring, inclusive and respectful.
Based on the evidence documented above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, Compliant with Requirements (3)(b) and (3)(e) in Standard 7 Human resources. 
Assessment of Standard 7 Requirements 
Requirement 7(3)(a)	Non-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.
[bookmark: _Hlk98752802]The Assessment Team were not satisfied the service demonstrated how they plan the workforce to enable safe and quality care to consumers. The Assessment Team’s report provided the following evidence relevant to my finding:
· Consumers indicated that due to mix of regular and agency staff they are not getting the care they require. Three consumers provided feedback relating to insufficiency of staff and described impacts to care and services, including time sensitive medications being administered late impacting on physical health and well-being; waiting five days for a shower due to staffing problems and issues with communicating with staff; and often being left in the toilet or shower for long periods waiting for staff assistance.
· Six staff advised they were concerned of the care being provided by agency staff as they did not always know the right procedures which takes the permanent staff away from providing care to consumers. 
· A clinical staff member said they struggle to get all consumers’ clinical needs met as they have to complete medication rounds and they just don’t have the time to do everything. 
· The roster showed that over a fortnight period between January and February 2022, there were 10 vacant shifts for care staff and seven vacant shifts for clinical staff, noting six vacancies were night shift.
· Where the shifts were vacant, the service was not able to secure staff from their staffing pool or agency. 
· Management indicated the high number of staff vacancies reported during this period was due to staff receiving COVID-19 vaccination boosters.
· Management said there had been no call bell analysis conducted since they had commenced employment approximately two months ago and did not know if this was something that had occurred in the past. 
· A call bell monitoring report provided averaged between 26 and 42 calls per day. All call bells were in excess of 10 minutes.
The provider did not dispute the Assessment Team’s recommendation. The provider’s response included planned actions to address the deficits, including implementing monthly call bell audits with information gathered to be passed onto consumers, representatives and staff through meeting forums.  
I acknowledge the provider’s response and actions planned to address deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the service did not effectively demonstrate there were adequate numbers and mix of staff to deliver safe and quality care and services
In coming to my finding, I have placed weight on feedback provided by consumers indicating insufficient staffing numbers to provide quality care and services, which has resulted in impacts to provision of care and health and well-being. Consumer feedback was further supported through call bell reports demonstrating extended wait times which have not been identified or actioned. I have also considered feedback provided by clinical and care staff indicating staffing levels and mix are not sufficient to support the effective delivery of care and services to consumers. Staff feedback was further supported through roster documentation indicating 17 shifts were not filled in a two week period.
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(a) in Standard 7 Human resources.
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)	Non-compliant
The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
The Assessment Team were not satisfied the service demonstrated members of the workforce are competent and have the knowledge to effectively perform their roles. The Assessment Team’s report provided the following evidence relevant to my finding:
· Clinical staff are not competently following entry assessment procedures, reviewing care instructions or monitoring consumers with known clinical needs, including for Consumers B, C, A and F as evidenced in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care. 
· Staff did not demonstrate competence in infection control procedures. Including use of personal protective equipment, actions to take in the event of an outbreak, knowledge of the Outbreak management plan and antimicrobial stewardship principles. 
· Management stated staff competencies were not always completed in line with the service’s policies and procedures and they rely on staffs’ previous experience.
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
· Following review, the 28 day admission assessment has been simplified.
· A change of mask procedure has been developed, mask audits have been conducted and staff receive one-to-one education to ensure they aware of the need to change masks.
· To date, 54 of 84 staff have completed hand hygiene and donning and doffing competencies. The service aims to have this training completed by 18 March 2022. 
· In relation to antimicrobial stewardship, staff had difficulty articulating their knowledge. The impression gained by the Assessment Team is not reflective of staffs’ knowledge. Clinical staff are receiving toolbox training on antimicrobial stewardship. 
· The organisation has a planned approach to provide ongoing training to staff. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the workforce was not sufficiently competent or had the qualifications and knowledge to effectively perform their roles. In coming to my finding, I have considered outcomes for consumers highlighted in Standard 3 Personal care and clinical care which indicate staff skills and knowledge are not adequate to support the delivery of safe and effective personal and clinical care and the outcomes in Standard 2 Ongoing assessment and planning with consumers. 
I have considered evidence which demonstrates staff have not provided care in accordance with best practice processes, initiated directives and monitoring processes for care following consumers’ return from hospital or demonstrated appropriate management of medications, diabetes, restrictive practices and practices to minimise spread of infection. I have considered that due to lack of staff clinical monitoring and response to changes in consumers’ conditions this has resulted in negative impacts for some consumers highlighted in Standard 3 Personal care and clinical care. 
The outcomes highlighted in Standard 2 Ongoing assessment and planning with consumers indicate staff skills and knowledge are not adequate to ensure consumers’ goals, needs and preferences for personal, clinical and lifestyle aspects of care are effectively identified through assessment or planned for and reviewed for effectiveness.  
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(c) in Standard Human resources.
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 were not satisfied the service demonstrated that all staff have been trained and supported to deliver the outcomes as required by these Standards. The Assessment Team’s report provided the following evidence relevant to my finding:
· Position description forms are provided to new recruits which they are required to read and sign acknowledging their roles, and organisational policy indicates all employees are to attend and adequately complete a suite of compulsory training topics every year. This had not occurred for at least 32 staff.
· Six staff indicated they were not provided with an induction to the service or given training during the onboarding process.
· The training register indicates there has been no training provided at the service since the initial onboarding of personnel when the service opened in June 2021.  
· When staff were asked about training, the majority were not able to confirm they had received any. 
· Management stated they relied on staffs’ previous experience in the industry, expecting them to provide some orientation and train new recruits in the service’s processes.
· A clinical staff member said agency care staff sometimes do not know specific care arrangements and are not buddied with others to ensure the right procedures are followed. 
· Agency staff do not receive orientation unless it is their first shift. A checklist is completed to provide basic information to the agency if they have not worked at the service before which only covers the geography of the home, emergency procedures and home routines.
· Six agency staff members stated they had not been provided access to the service’s database, therefore, other than what was provided to them at handover, they had no idea of consumers’ care needs and preferences.
· Management indicated staff had been provided some competency training relating to hand washing and donning and doffing. They indicated 60% of staff had completed the training, however, they had not signed the register to demonstrate attendance. 
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
· Orientation training is held monthly. Additional sessions have been scheduled.
· Clinical and care staff training days have been scheduled. Training relating to psychotropic medications is booked for March 2022. 
· Handwashing and donning and doffing training is completed with individual staff members. Thirty of 84 staff are yet to complete this training. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the service did not adequately demonstrate processes to ensure the workforce is trained, equipped and supported to deliver the outcomes required by these Standards.
I have considered that the service has not ensured the workforce is supported to undertake training, learning and development opportunities to meet the requirements of their role. In coming to my finding, I have considered that aside from initial training undertaken during onboarding processes, there was no evidence that any further training had been offered to staff in the eight months since the service commenced operation. This was supported through feedback from staff who were unable to confirm any training had been provided. I have also considered feedback from agency staff which indicates orientation processes are not effective and they had not been provided access to the electronic care system resulting in agency staff indicating they had no idea of consumers’ care needs and preferences.  
In coming to my finding, I have also relied upon evidence and outcomes in Standard 2 Ongoing assessment and planning with consumers indicating deficits relating to assessment, planning and review processes and Standard 3 Personal care and clinical care relating to management and monitoring of consumers’ personal and/or clinical care needs. 
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(d) in Standard 7 Human resources.
Requirement 7(3)(e)	Compliant
Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
[bookmark: _Hlk98752615]The Assessment Team were not satisfied the service demonstrated they are monitoring and reviewing the performance of each staff member. The Assessment Team’s report provided the following evidence relevant to my finding:
· The service has been operating for seven months with changes to upper management approximately two months ago. 
· The performance appraisal policy requires staff to undertake an appraisal after six months. Management indicated they are still getting to know staff before performance appraisals are completed. Staff appraisals have been scheduled from February 2022 onwards.
· There was no evidence provided to show that any performance appraisals have been completed. 
· The manager said they have introduced a process where if they see a staff member doing something incorrectly they will correct it. 
· During the Site Audit, staff were observed not to be monitored to ensure they were meeting infection control processes. 
· Clinical staff are not completing all assessments in line with entry procedures resulting in consumers not receiving the required care. There was no evidence to show the service was monitoring staff performance, their obligations against the requirements of their roles or that they were following policies and procedures as required.
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
· Performance appraisals are not undertaken after six months. There is no prescribed period for performance appraisals stipulated in the legislation. A schedule is in place to ensure these are completed in a timely manner. 
· Best practice would suggest all staff are continually evaluated as they work and receive feedback on a shift by shift basis. 
I acknowledge the provider’s response and the supporting documentation provided. However, based on the Assessment Team’s report and the provider’s response, I have come to a different view to that of the Assessment Team’s recommendation of not met and find the service Compliant with Requirement (3)(e). 
I acknowledge the provider’s response indicating there is no prescribed period for performance appraisals stipulated in legislation. However, the Assessment Team’s report indicates this is the service’s policy. In coming to my finding, I have placed weight on evidence indicating the service has only been operating for approximately seven months and there has been a recent change in management. As such, I find it is reasonable to expect that staff appraisal processes have not been implemented. Staff appraisals were noted to have been scheduled to occur in February 2022, providing time for the new management team to get to know the staff.  
In relation to staff practices, including infection control and assessment, I have considered the evidence in other Requirements which reflect the core deficiency associated with the evidence. As such, I find this information more aligned with Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care Requirement (3)(g) and have considered this information in my findings for those Standards/Requirements.
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Compliant with Requirement (3)(e) in Standard 7 Human resources. 

[image: ]STANDARD 8 	NON-COMPLIANT
Organisational governance
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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 three of the five specific Requirements have been assessed as Non-compliant.
[bookmark: _Hlk98752364]The Assessment Team have recommended Requirements (3)(c), (3)(d) and (3)(e) in Standard 8 Organisational governance not met. The Assessment Team found the organisation was unable to demonstrate:
· how they ensure governance systems are monitored for effectiveness, specifically in relation to information management, workforce governance and regulatory compliance;
· the risk management framework relating to management of high impact or high prevalence risk is used effectively; and
· the clinical governance system ensures that the principles of Requirement (3)(e) in Standard 8 are met.
I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the provider’s response and find the service Non-compliant with Requirements (3)(c), (3)(d) and (3)(e). I have provided reasons for my findings in the specific Requirements below.
In relation to Requirements (3)(a) and (3)(b) in this Standard, consumers are engaged in the development, delivery and evaluation of care and services through meeting forums, surveys and feedback processes. Resident meeting minutes demonstrated consumers have input and provide feedback into care and service delivery.
The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery. Monthly key performance indicators relating to clinical data, hazards, recruitment, feedback and complaints and continuous improvement are discussed with Directors and reported to the Board. The governing body communicates with consumers and staff through a range of different avenues, ensuring they are kept up-to-date in relation to the organisation.
Based on the evidence documented above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, Compliant with Requirements (3)(a) and (3)(b) in Standard 8 Organisational governance. 
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 were not satisfied the service demonstrated how they ensure governance systems are monitored for effectiveness, specifically in relation to information management, workforce governance and regulatory compliance. The Assessment Team’s report provided the following evidence relevant to my finding:
Information management
· Care planning information was not available for 27 of 59 consumers.
· Six care staff stated they did not have access to the electronic care system and had not been trained on how to use it so they could not access care plans. 
· Three clinical staff indicated while they knew policies were available on the electronic system, they were unable to access the policies easily when required. They said they had not received any training on how to find the information.
· Staff said they rely on handover information to know what they need to do, however, the Assessment Team observed not all required information is handed over and they were noisy and disorganised. 
Workforce governance
· Workforce governance systems do not ensure sufficient, ongoing staff to ensure consumers are provided with quality care and services. 
· The governance system does not ensure staff understand and practice their responsibilities and accountabilities. 
· Not all staff have had induction training or sufficient training in policies, procedures and guidelines and staff are not monitored to ensure they are providing safe and effective care.
Regulatory compliance
· The service was unable to demonstrate it minimises and monitors the use of chemical and environmental restraint in line with the Quality of Care Principles 2014. Management were not aware of consumers subject to environmental restraint and one consumer had no informed consent for the use of a psychotropic medication. 
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
In relation to information management
· Assessments had been completed, however, the Registered nurse had not signed off on the care plans. Fifty-five care plans were available for staff to access by the end of the Site Audit. 
· Staff have received training on the electronic care system. Ongoing training continues individually and at orientation. Staff are shown how to access policy and procedure documents during orientation. 
In relation to workforce governance
· Recruitment continues to ensure consumers are provided with quality care and services. 
· The Board has a standing agenda item relating to staffing, recruitment and training. 
· Several additional training sessions have been scheduled for clinical and care staff. 
· Members of senior management have commenced attending handover and observing practice on the floor. 
In relation to regulatory compliance
· The Board has a standing agenda item to discuss use of restrictive practices and monitors use of psychotropic medication where the medication is used primarily for influencing consumers’ behaviour. 
· Registered nurses are made aware of the need to trial all strategies prior to administering psychotropic medication. 
· All consumers requiring chemical or environmental restraint have an authorisation completed.  
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, while the organisation demonstrated effective organisation wide governance systems relating to continuous improvement, financial governance and feedback and complaints, governance systems relating to information management, workforce governance and regulatory compliance were not effective to ensure accountability and action at all levels of the organisation.
In relation to information management, I have considered that while there are information management systems, information relating to provision of care and services, how consumers wish care and services to be delivered and changes in their condition and care needs is not effectively communicated or available to staff to guide and assist with delivery of care. Additionally, staff indicated that while they know where to access this information, they were not proficient in use of the electronic care system. 
In relation to workforce governance, I have considered that evidence provided by the Assessment Team in relation to Standard 7 Requirements (3)(a), (3)(c) and (3)(d) demonstrate the organisation’s workforce governance systems are not effective. I find the organisation’s processes have not ensured the workforce has been sufficiently supported to deliver safe and quality care and services to consumers.  
In relation to regulatory compliance, I have considered that use of restrictive practices, including chemical and environmental restraint, have not been implemented in line with legislative requirements. Behaviour support plans and restraint authorisations for consumers subject to restrictive practices had not been completed, in line with legislative requirements. 
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(c) in Standard 8 Organisational governance.
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.
[bookmark: _Hlk98752485]The Assessment Team were not satisfied the service demonstrated the risk management framework relating to management of high impact or high prevalence risk and supporting consumers to live the best life they can is applied effectively. The Assessment Team’s report provided the following evidence relevant to my finding:
· In relation to high impact or high prevalence risks, validated assessment tools have not been used to manage risks for some consumers and clinical management plans have not been implemented to ensure consumers’ conditions are managed. Risks identified related to falls, diabetes, swallowing and medications.
· Two clinical staff were unsure of their scope within the organisation and what they are actually able to do in relation to falls and assessment. 
· In relation to supporting consumers to live the best life they can, while a policy is in place relating to consumers wishing to take risks, there is no evidence to show risks are managed in line with the policies. 
· Clinical monthly meetings review how the service manages clinical events. Information in meeting minutes was general and did not support how the service manages clinical care to ensure consumers are provided basic care that is safe and appropriate. The information only provided specific diagnoses of consumers and not how it would be monitored. 
· Policy and procedure documents are available relating to abuse and neglect, risk management, clinical and care, clinical quality and safety management, incident management and escalation, Serious Incident Response Scheme reporting and restrictive practices and minimisation. 
· Staff said they had not been educated about the policies, and were unable to show how they would access policy and procedure documents if required. 
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response included, but not limited to:  
· Assessments, including risk, and/or related documentation have been completed for consumers highlighted in the Assessment Team’s report. 
· Developing a document detailing the scope of practice for Enrolled nurses in residential aged care. 
· Reviews are ongoing and daily in relation to incidents and acknowledge formal documentation of these may have been lacking. As a result, weekly multi-disciplinary meetings have been recommenced. 
· There is no impediment to any staff member accessing all information in the electronic system. One-to-one ongoing training has been arranged for staff. 
I acknowledge the provider’s response, the supporting documentation provided and the actions taken in response to deficits highlighted. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the service did not demonstrate effective risk management systems and practices.
I have considered that risks to consumers’ health, safety and well-being have not been effectively identified and assessed. In relation to management of high impact or high prevalence risks, validated risk assessment tools were noted to have not been completed or appropriate management strategies implemented for consumers with known clinical risks. The organisation’s risk framework did not identify areas of high impact or high prevalence risks, specifically in relation to appropriate management of medications, diabetes and restrictive practices. Information documented in the Assessment Team’s report highlights issues in relation to these specific clinical risk areas.
Additionally, while management were aware of a consumer (Consumer A) who chose to partake in an activity which included an element of risk, consultation with the consumer and/or representative, appropriate risk assessment and development of risk mitigation strategies had not been undertaken. I have also considered that risk assessments for Consumer A, completed during the Site Audit and included in the provider’s response, do not clearly articulate the risks to the consumer and others associated with the activities or sufficient risk strategies to mitigate or manage the risks.  
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(d) in Standard Organisational governance.
Requirement 8(3)(e)	Non-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 were not satisfied the service demonstrated the clinical governance system ensures that the principles of Requirement (3)(e) in Standard 8 are met. The Assessment Team’s report provided the following evidence relevant to my finding:
· The service does not follow or understand the principles of minimisation of restraint and did not demonstrate an understanding what constitutes a restraint.
· Whilst a restrictive practice minimisation and usage policy is in place, the service could not demonstrate they understand and apply restrictive practice. 
· During the entry meeting, the service stated they did not have any consumers where restrictive practices are applied. However, the Assessment Team identified six consumers subject to environmental restraint and one consumer who would be considered to be chemically restrained.
· While antibiotic usage is monitored, reviewed and reported to the governing body, there was no evidence to show that this is discussed at clinical governance meetings. 
· Staff said they did not understand how they minimise the need for or use of antibiotics or what charting or recording needs to be completed where a consumer is confirmed to have an infection.
The provider’s response directly addressed the deficits highlighted in the Assessment Team’s report and included further context to the evidence provided, as well as supporting documentation and actions initiated in response. The provider’s response indicated psychotropic medications have been discussed previously with the consumer and/or representative. Restrictive practice assessments and authorisations have been completed for these consumers. 
I acknowledge the provider’s response and the associated documentation provided. However, based on the Assessment Team’s report and the provider’s response, I find at the time of the Site Audit, the organisation’s clinical governance framework was not effective. 
I have considered management and staff practices have not supported the effective implementation of the clinical framework, including management and staff not acting in accordance with the service’s policies and procedures. In relation to minimising use of restraint, I find the organisation’s monitoring processes were not effective. Management could not provide the Assessment Team with an accurate number of consumers subject to restrictive practices, and where restrictive practices were used, practices were not in line with best practice care. Additionally, six consumers had not been identified as being subject to environmental restraint resulting in the appropriate consultation, assessments and authorisations not being implemented. 
In relation to antimicrobial stewardship, while I have considered that that there was no evidence to suggest antibiotic use was discussed through Clinical governance meetings, the Assessment Team’s report indicated antibiotic use is monitored and reviewed. However, the Assessment Team’s report did not put forward any evidence to indicate how this information is or is not used. In relation to staff not demonstrating an understanding of minimising antibiotic use or of documentation requirements where consumers are identified with an infection, I have considered this evidence in Requirements which reflect the core deficiency associated with the evidence. I find that the evidence relates to ensuring minimisation of infection related risks. As such, I find this information more aligned with Standard 3 Personal care and clinical care Requirement (3)(g) and have considered this information in my finding for that Requirement. 
I have also considered outcomes in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care. The findings in these Standards indicates the organisation’s clinical governance framework is not effective with deficits highlighted not being identified by the service’s or organisation’s own monitoring processes. 
For the reasons detailed above, I find Oryx Communities AP Pty Ltd, in relation to The Queenslea, to be Non-compliant with Requirement (3)(e) in Standard Organisational governance.

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 Requirement (3)(d)
· Ensure consumers are supported to take risks and the consequences of these risks are discussed and agreed management strategies implemented in consultation with consumers and/or representatives. 
· Review processes, policies and procedures relating to supporting consumers to exercise choice and independence and take risks to enable them to live the best life they can. 
Standard 2 Requirements (3)(a), (3)(b), (3(d) and (3)(e)
· Ensure staff have the skills and knowledge to initiate assessments and develop and/or update care plans, including in relation to lifestyle aspects of care and in response to changes in consumers’ health and well-being.  
· Ensure assessments are initiated and care plans are reviewed and updated in response to consumers’ changing condition and clinical incidents and recommendations from external health services are incorporated into care plans. 
· Ensure consumer care plans are reflective of consumers’ current and assessed needs and preferences to enable staff to provide quality care and services.
· Ensure consumers, representatives and staff have access to care plan documents. 
· Ensure policies and procedures in relation to assessment, care planning and review are effectively communicated and understood by staff. 
· Monitor staff compliance with the service’s policies, procedures and guidelines in relation to assessment, care planning and review. 
Standard 3 Requirements (3)(a), (3)(b), (3)(e) and (3)(g)
· Ensure staff have the skills and knowledge to:
· provide appropriate care relating to restrictive practices, medication management and diabetes;
· initiate appropriate assessments, develop management plans and monitor effectiveness of management plans, including in relation to restrictive practices and diabetes;
· identify and implement changes to care and service needs, such as General practitioner and/or external health provider recommendations;
· implement standard and transmission based precautions to prevent and control the spread of infection; and
· implement practices to promote appropriate antibiotic prescribing.
· Review information exchange processes, including handovers, to ensure sufficient, relevant and up-to-date information is provided to staff to enable appropriate delivery of care and services to consumers. 
· Ensure policies, procedures and guidelines in relation to management high impact or high prevalence clinical risks, personal care, restrictive practices, medication management, infection control and antimicrobials are effectively communicated and understood by staff. 
· Monitor staff compliance with the service’s policies, procedures and guidelines in relation to management high impact or high prevalence clinical risks, personal care, restrictive practices, medication management, infection control and antimicrobials. 
[bookmark: _Hlk80187611]Standard 7 Requirements (3)(a), (3)(c) and (3)(d)  
· Ensure appropriate and adequate staffing levels and skill mix are maintained to deliver care and services in line with consumers’ needs and preferences. 
· Ensure staff skills and knowledge are monitored and tested to ensure staff are competent to undertake their roles.
· Ensure staff are provided appropriate training, including training to address the deficiencies identified in five of the eight Quality Standards.
Standard 8 Requirements (3)(c), (3)(d) and 3(e)   
· Review the organisation’s governance systems in relation to information management, workforce governance and regulatory compliance. 
· Review the organisation’s risk management processes in relation to managing high impact or high prevalence risks associated with the care of consumers and supporting consumers to live the best life they can. 
· Review the organisation’s clinical governance framework in relation to Non-compliance identified in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care. 
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