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This performance report
[bookmark: _Hlk103606969]This performance report for AH Orr (the service) has been considered by Melissa Buhagiar, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:2].  [2:  The preparation of the performance report is in accordance with section 40A of the Aged Care Quality and Safety Commission Rules 2018.] 

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 Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· The Assessment Team’s report for the site audit undertaken 14 June to 20 June 2022; the site audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others.
· The approved providers response to the Assessment Team’s report received on 01 August 2022.
· the following information given to the Commission, or to the Assessment Team for the site audit of the service. Eleven consumers and seven consumer representatives provided feedback to the Assessment Team.
· the following information received from the Secretary of the Department of Health (the Secretary): Exceptional Circumstances Determination dated 23 March 2021.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant

	Standard 3 Personal care and clinical care
	Non-compliant

	Standard 4 Services and supports for daily living
	Non-compliant

	Standard 5 Organisation’s service environment
	Non-compliant

	Standard 6 Feedback and complaints
	Non-compliant

	Standard 7 Human resources
	Non-compliant

	Standard 8 Organisational governance
	Non-compliant



A detailed assessment is provided later in this report for each assessed Standard.
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.
Requirement 2(3)(a)	The approved provider must demonstrate that comprehensive assessment and planning individualised relative to the risks of the consumers’ health and wellbeing and strategies are developed for identified risks.
Requirement 2(3)(b)	The approved provider must demonstrate that the goals, needs and preferences of the consumer are identified and align with care planning documentation. 
Requirement 2(3)(e)	The approved provider must demonstrate that care plans are regularly reviewed for effectiveness and trigger a review when circumstances change or when incidents impact on the needs, goals and preferences of the consumer. 
Requirement 3(3)(a)	The approved provider must demonstrate a clear understanding and effective management of restrictive practices. Staff have additional training when consumers have specialised clinical needs. 
Requirement 3(3)(b)	The approved provider must demonstrate effective management of consumers with high prevalence and high risk and ensure that incidents are documented, reviewed and investigated.  
Requirement 3(3)(d)	The approved provider must demonstrate effective systems for recognising and responding to consumers’ deterioration or changes in their mental health, cognitive or physical function, capacity or condition.
Requirement 3(3)(e)	The approved provider must demonstrate information relating to consumers’ high-risk specialised nursing needs is accurate and completed in care planning documentation to reduce potential and realised risk to those consumers. 
Requirement 3(3)(g)	The approved provider must demonstrate the service has systems to minimise infection risks, and address identified areas for improvement in standard and transmission-based precautions to prevent and control infection. 
Requirement 4(3)(g)	The approved provider must demonstrate all equipment provided is safe, clean and well maintained and regularly inspected.
Requirement 5(3)(a)	The approved provider must demonstrate the service environment is safe, clean and well maintained and the environment is welcoming providing the consumers a sense of belonging and function.
Requirement 5(3)(b)	The approved provider must demonstrate all consumers can move freely indoors and outdoors and outdoors areas are usable and regularly checked for risks. 
Requirement 6(3)(a)	The approved provider must demonstrate that all consumers and representatives are aware they can make a complaint and provide feedback through the service or externally through the Commission.
Requirement 6(3)(b)	The approved provider must demonstrate that consumers and representatives and all staff are made aware of how to access advocates and or interpreters.
Requirement 6(3)(c)	The approved provider must demonstrate appropriate action or investigation is undertaken in response to feedback and complaints, or that open disclosure is always used when things go wrong. 
Requirement 6(3)(d)	The approved provider must demonstrate feedback and complaints are reviewed and used to improve the quality of care and services and that the continuous improvement plan documents actions taken and outcomes and is evaluated for effectiveness.
Requirement 7(3)(a)	The approved provider must demonstrate that there are enough staff to meet the needs of consumers and that consumers are actively engaged.
Requirement 7(3)(c)	The approved provider must demonstrate that staff can practically demonstrate their training through their work and have regular mandatory and refresher training to keep skills current. 
Requirement 7(3)(d)	The approved provider must demonstrate that the service provides time for staff to complete mandatory training and competency in this training is assessed by observation.
Requirement 7(3)(e)	The approved provider must demonstrate regular assessment, monitoring and performance appraisals are conducted with staff.
Requirement 8(3)(a)	The approved provider must demonstrate that there are opportunities, forums and feedback available to consumers to be engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
Requirement 8(3)(b)	The approved provider must demonstrate analysis, benchmarking and trends are provided to the Board and that audit results, complaints and feedback are reviewed by the Board. Issues taken to the Board should be documented in the continuous improvement plan and regularly reviewed and actioned.
Requirement 8(3)(c)	The approved provider must demonstrate that there are effective organisation wide governance systems relating to information management; continuous improvement; financial governance; workforce governance; regulatory compliance; and feedback and complaints.
Requirement 8(3)(d)	The approved provider must demonstrate that there are effective risk management systems and incident management systems and practices to address managing high impact or high prevalence risks; identifying and responding to abuse and neglect of consumers; supporting consumers to live the best life they can and managing and preventing incidents, including the use of an incident management system.
Requirement 8(3)(e)	The approved provider must demonstrate that the clinical governance framework is effective in ensuring clinical care which is safe, effective or high quality.





Standard 1
	Consumer dignity and choice
	Compliant

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Compliant

	Requirement 1(3)(b)
	Care and services are culturally safe
	Compliant

	Requirement 1(3)(c)
	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.
	Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Compliant

	Requirement 1(3)(e)
	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.
	Compliant

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant


Findings
The Quality Standard is assessed as Compliant as six of the six specific requirements have been assessed as Compliant.
The Assessment Team interviewed consumers who confirmed that they are treated with dignity and respect. They confirmed their personal information is kept private. Staff support them to do the things they want to do and things that are important to them. Consumers expressed high level satisfaction with staff, said they were very experienced in their job roles and very kind and caring when they deliver care and services. Two consumers said they are well supported by staff in maintaining their independence, being included in activities within the service every day and assisted to participate in activities outside the service by themselves or with family and friends. Consumers confirmed they are able to make informed decisions about care and services choices and that information provided to them is accurate.
Staff interviewed were able to confirm the identity and culture of consumers sampled and articulate how consumers preferred their care and services to be provided. Care planning documentation included this information and more details about the consumers in the consumers social background sections, profiles, special needs section, spiritual care plans and charts and lifestyle care plans and charts.


Standard 2
	Ongoing assessment and planning with consumers
	Non-compliant

	Requirement 2(3)(a)
	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.
	Non-compliant

	Requirement 2(3)(b)
	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.
	Non-compliant

	Requirement 2(3)(c)
	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.
	Compliant

	Requirement 2(3)(d)
	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.
	Compliant


	Requirement 2(3)(e)
	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.
	Non-compliant


Findings
The Quality Standard is assessed as Non-compliant as three of the five specific requirements have been assessed as Non-compliant.
The following three requirements have been found to be Non-compliant.
· Requirement 2(3)(a)	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.
[bookmark: _Hlk111132492]The Assessment Team reviewed care and service records for sampled consumers and found that comprehensive assessment and planning does not occur. Consumers’ care plans are not individualised relative to the risks to each consumer’s health and well-being. The Assessment Team identified that there was a lack of assessment and documentation in relation to management of their individual conditions or a lack of strategies for incidents.
[bookmark: _Hlk107826076]The service has systems to direct assessment and planning, including consideration of risks to consumers’ health and well-being, to inform the delivery of safe and effective care and services. However, the Assessment Team identified areas for improvement in assessment and planning including risk to consumers’ health and well-being. Consumers with specialised nursing care needs have not had these needs adequately assessed, and information in their care plans is brief or not available to staff which has had negative outcomes for consumers. Information in consumers’ plans does not consistently align with information in assessments. 
The Assessment Team interviewed consumers and representatives who reported involvement in their assessment and care planning to some degree. Representatives confirmed the service involves them in decisions when changes occur and notifies them of incidents. 
The approved provider responded to the Assessment Team’s report and advised that the gaps in assessment and planning had been reviewed and updated since the Site Audit.  Further education is organised for the Registered Nurse’s development day in August/September 2022 regarding assessment and care planning including risk to consumers’ health, wellbeing and specialised nursing care needs for Registered Nurses.
I acknowledge the immediate work that the provider has initiated, however find that the approved provider is not compliant with this requirement at the time of assessment. 
· Requirement 2(3)(b)	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.
[bookmark: _Hlk108029024]The Assessment Team found that the service does not demonstrate assessment and planning identifies and addresses the consumers’ current needs, goals and preferences, including advanced care planning and end of life planning if the consumer wishes. Care planning documentation review identifies consumers are given opportunities to provide advanced care plans to identify and address their needs, goals and preferences. However other aspects of consumer’s needs, goals and preferences are not identified and addressed. 
The Assessment Team interviewed consumers and representatives and found that the goals, needs and preferences did not always align in care planning documentation with what the Assessment Team were told by the consumer. One representative said there are lots of new staff who do not understand their consumer as well as previous staff. Consumers and representatives on their behalf confirmed they had been asked about advanced care planning. 
While most gaps identified were updated during the site audit, the service does not demonstrate understanding of this requirement. 
The approved provider responded to the Assessment Team’s report and advised that a schedule of assessments and care plans review has been established for all the consumers in Orr lodge and a dedicated staff member will review each of the consumer’s assessment and care plans and update them. Once the assessments and care plan are updated, a case conference will be scheduled with the consumer where applicable and each consumer’s nominated person responsible to discuss their care plan and a copy of the updated care plan will be given to the consumer and or the person responsible. 
I acknowledge the schedule of reviews that the provider has put in place, however find that the requirement is not compliant at the time of assessment.
· Requirement 2(3)(e)	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.
[bookmark: _Hlk108032184][bookmark: _Hlk107826297]The Assessment Team found the organisation has an expectation that care plans are regularly reviewed for effectiveness and when circumstances change or when incidents impact on the needs, goals and preferences of the consumer. While the Assessment Team finds the service has plans to reschedule regular reviews, this system has not yet had time to be implemented and reviewed for effectiveness. Incidents and changes in consumers’ condition do not consistently trigger review of care plans. 
The Assessment Team identified that care plans have been reviewed within the scheduled four-month review period, however they do not consistently reflect review when changed circumstances or incidents effect consumers’ needs, goals and preferences. 
The Assessment Team discussed the gaps identified in the care plans with management and these were updated immediately. They have commenced a schedule for clinical staff to review each consumers’ care plan every four months, which will involve a case conference for consumers or representatives on their behalf; with care plan and medication charts sent via email to representatives. 
The approved provider responded to the Assessment Team’s report and advised that the gaps identified had been reviewed and updated and other identified improvements had been added to the Continuous Improvement Plan. The provider also advised that education to support staff in their understanding of episodes of changed behaviours, has been scheduled in August 2022 for all staff regarding behaviour management. Support will also be provided to all staff with Behaviour Support Documentation auditing and feedback from the audit will be provided to all staff to achieve improvement and compliance with legislation and best practice.
I acknowledge the work that the provider has initiated, however find that the approved provider is not compliant at the time of assessment.
The following requirements have been found to be Compliant.
· Requirement 2(3)(c)	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)	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.	
[bookmark: _Hlk108032618]The Assessment Team found the service demonstrates assessment and planning is based on ongoing partnership with the consumer or representatives on their behalf and includes other organisations, and other individuals and providers of other care and services, that are involved in the care of the consumer.
The Assessment Team interviewed consumers and representatives who said the service contacts them when there are any changes or incidents such as falls, behaviour changes, infections or wounds. Representatives said the new care manager has been proactive in contacting them to discuss consumers’ care needs and preferences.  Most consumers or their representatives said they have received copies of the care plans or are aware they could have them if they wanted, however two representatives said they had not been offered care plans.


Standard 3
	Personal care and clinical care
	Non-compliant

	Requirement 3(3)(a)
	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.
	Non-compliant

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Non-compliant

	Requirement 3(3)(c)
	The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised, and their dignity preserved.
	Compliant

	Requirement 3(3)(d)
	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.
	Non-compliant

	Requirement 3(3)(e)
	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.
	Non-compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 3(3)(g)
	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.
	Non-compliant


Findings
The Quality Standard is assessed as Non-compliant as five of the seven specific requirements have been assessed as Non-compliant.
The following requirements have been found to be Non-compliant.
· Requirement 3(3)(a)	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
The Assessment Team found that the service does not demonstrate each consumer gets safe and effective personal care, clinical care that is best practice, tailored to their needs and optimises their health and wellbeing. While most consumers or representatives said they are happy with their clinical and personal care, review of care planning documentation and observations identified some areas for improvement. For example; behaviour management; skin and wound care; and specialised nursing care. The service does not demonstrate clear understanding or effective management of restrictive practices. The Assessment Team acknowledge the service’s commitment to improvement in these areas.   
The Assessment Team reviewed care planning documentation and identified and observed some clinical care incidents that had not been identified by the service.  These were immediately rectified, however incident reports and investigation to prevent these issues and incidents from reoccurring were not documented. 
The Assessment Team interviewed consumers and representatives who said that staff are caring, sometimes they are short staffed and very busy, and the registered nurses are run off their feet. Representatives provided feedback that there are not enough staff at times and this impacts on consumer’s care, there is not enough time for staff to sit with consumers and spend time with them particularly in the afternoons when behaviours can escalate. 
The service does not demonstrate understanding of effective management of restrictive practices. While there is indication that consumers’ psychotropic medication is monitored by the pharmacy, the service does not have processes in place to manage and monitor each consumers’ restrictive practice in line with legislative requirements.
The approved provider responded to the Assessment Team’s report and advised that Restrictive Practices will be reviewed for all consumers. All consent forms will be reviewed and discussed with family, GP and provider.  Further education has been scheduled for all clinical staff to prevent reoccurrence of incidents that were observed by the Assessment Team.  
I acknowledge the immediate actions, however find that the approved provider is not compliant with this requirement at the time of assessment.
· Requirement 3(3)(b)	Effective management of high impact or high prevalence risks associated with the care of each consumer.
The Assessment Team interviewed consumers and representatives who advised that they are generally satisfied with the management of high impact or high prevalence risks. While the service demonstrates some effective management of high impact and high prevalence risks for some consumers, not all consumers’ high risks associated with their care are effectively managed. The Assessment Team identified issues in management of risks associated with medication management, incident management and clinical monitoring. This has impacted negatively or has to potential to negatively impact care for consumers who have cognitive impairment, declining mobility or specialised nursing needs.
The Assessment Team observed consumers who were considered to have high impact and high prevalence risks and discussed potential gaps in documentation and behaviour support with management.   The gaps were immediately rectified by management.
The organisation does not have a policy for falls management. This was raised with management who said the staff need to refer to the organisations accident/incident policy. The organisation’s accident/incident policy was noted to have limited information and no information regarding post falls management. This was also raised with management who acknowledged the feedback and said they would review the policy.
The approved provider responded to the Assessment Team’s report and advised that the clinical management team acknowledges identified gaps and has prioritized review of all consumers care plans and assessments to identify and address planning and preventative strategies for high-risk consumers. This also includes management of medications, any high-risk potential for incidents and clinical monitoring to be completed 31 August 2022. Training and education will also be scheduled for staff. A review of the consumers rooms and surrounding areas has been carried out to identify any areas of environmental risks, and escalation to management for any deterioration to consumers day to day activities and daily life. The Plan for Continuous improvement will be updated to monitor and reflect completion of the assigned item for improvement. 
I acknowledge the immediate attention that the provider has initiated to address gaps or issues identified by the Assessment Team, however it may take time to reflect the education is effective in practice for staff.
I find that the approved provider is not compliant with this requirement.
· Requirement 3(3)(d)	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.
[bookmark: _Hlk107750136]The Assessment Team found that the service does not demonstrate effective systems for recognising and responding to consumers’ deterioration or changes in their mental health, cognitive or physical function, capacity or condition. The Assessment Team identified inconsistencies with reporting and investigating consumers’ incidents and following up when consumers’ condition deteriorates. This has had negative impact on consumers particularly consumers who have changed behaviours and who experience falls or weight loss.   
The Assessment Team identified incidents of behaviours are not recorded on incidents reports and not investigated and followed up. These incidents have not been investigated or included in monitoring at a clinical governance level. Triggers have not been identified for consumers with behaviours of concern.
The approved provider responded to the Assessment Team’s report and advised that the ABH Intranet site provided information regarding managing deterioration and escalation processes and this will be further discussed at the Registered Nurses Development Day.
I find that the approved provider is not compliant at the time of assessment.
Requirement 3(3)(e)	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 reviewed care planning documentation including care plans, progress notes, monitoring charts, assessments and medical and allied health documentation within their electronic clinical documentation system which is available through password access. While their documentation includes some details about their condition, needs and preferences, the Assessment Team finds there are gaps in the documentation and some key aspects of clinical care are not documented. Information on consumers’ high-risk specialised nursing needs is missing from sampled consumers’ care planning documentation posing potential and realised risk to those consumers. 
The Assessment Team identified that there was limited information to guide staff in relation to specialised nursing for some consumers. The Assessment Team interviewed consumer and representatives who generally felt that their needs and preferences are effectively communicated between staff. One representative said they were not sure about communication between staff, they said they visit often to ensure care is provided to the consumer.
The approved provider responded to the Assessment Team’s report and advised that the information has now been updated in consumer care plans and documentation identifying consumers with high risks and associated needs and preferences.
I find that the approved provider is not compliant at the time of assessment.
· Requirement 3(3)(g)	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.
[bookmark: _Hlk106881360]The Assessment Team found the service has systems to minimise infection risks, identified areas for improvement in standard and transmission-based precautions to prevent and control infection, and staff understanding of practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics. 
The Assessment Team interviewed staff to assess their understanding of antimicrobial stewardship, the team identified that there were gaps in knowledge.  The Assessment Team observed gaps in infections control with sanitising wipes not available at shared work stations or in meal room, instructions on sanitising equipment was not available, however the Assessment Team acknowledges the service’s prompt responses to issues raised. 
The approved provider responded to the Assessment Team’s report and advised that further education on antimicrobial stewardship has been organized for the Registered Nurse Development Day to improve staff knowledge and understanding of the use of antibiotics and understanding of appropriate antibiotic prescribing and risk of increasing resistance to antibiotics. The provider also advised that they immediately rectified the issues and printed off instructions for staff on sanitising and correct mask usage and provided sanitisers and additional waste bins for PPE.  Additional slings have been purchased and labelled for each consumer.  Sanitizing wipes are available in common areas of the service for staff access where they require. 
I again acknowledge the immediate action taken by the provider, however as the processes are not yet embedded and staff knowledge has not again been tested.  I find that the approved provider is not compliant at the time of assessment.
The following requirement has been found to be Compliant.
· Requirement 3(3)(c)	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)(f)	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
[bookmark: _Hlk107748226]The Assessment Team found that while some gaps were identified in documentation for end of life care provided to consumers, observations and feedback demonstrated the needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised, and their dignity preserved.  The organisation has clinical care guidelines in relation to palliative care and end of life care. The guideline for end of life care is a guide on how to care for a deceased person. It does not have any information regarding care that is to be provided to a consumer in the end of life stage.
The Assessment Team reviewed care planning documentation and spoke with consumers and representatives and identified that sampled consumers are referred to individuals, other organisations and providers of other care and services in a timely and appropriate manner. 
Consumers and representatives on their behalf confirm that referrals are made to medical and allied health professionals when required. They can describe the input into their care provided by the speech pathologist, the podiatrist, the dietician and other specialist. They said they felt confident their doctor would be called if they were unwell. 

Standard 4
	Services and supports for daily living
	Non-compliant

	Requirement 4(3)(a)
	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.
	Compliant

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant

	Requirement 4(3)(c)
	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.
	Compliant

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant


	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Compliant

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Non-compliant


Findings
The Quality Standard is assessed as Non-compliant as one of the seven specific requirements have been assessed as Non-compliant.
The following requirement is found to be Non-Compliant.
· Requirement 4(3)(g)	Where equipment is provided, it is safe, suitable, clean and well maintained.
The Assessment Team found that not all equipment provided is safe, clean and well maintained. All mechanical lifters were due for inspection in May 2022. Many wheelchairs and mechanical lifters were observed to be dirty and did not appear to be well maintained. Some mechanical lifter slings were observed to be worn, frayed and unsafe. Management confirmed that a new supply of lifter slings had been ordered and it was intended that each consumer have their own sling. Management did not provide information relating to how they are managing the risk to consumers using mechanical lifters that are overdue for inspection.
The Assessment Team observed that an electronic wheelchair showed significant signs of wear and tear and was very dirty. Another wheelchair had frayed arm supports, the wheels and base were dirty and other parts had splash marks.
The Assessment Team did however observe the equipment used for lifestyle services to be safe, suitable, clean and well maintained.
The approved provider responded to the Assessment Team’s report and advised that a cleaning schedule for all equipment is in place including wheelchair and mechanical lifters. Individual slings for consumers have been ordered and received and are now labelled for each consumer and placed in their room. Staff are able to access the slings for transfers. Staff are aware to inform acting care manager if any sling is missing or undue wear and tear occurs for immediate replacement. The service advised that they have made numerous attempts to book in the service for the mechanical lifters and this service has now been completed, the beds are currently being serviced. Staff have been advised to escalate any issues with mechanical equipment functionality.
I acknowledge the immediate attention to address these issues, however I find the approved provider is not compliant with this requirement at the time of assessment.
The following requirements have been found to be Compliant.
· Requirement 4(3)(a)	Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
· Requirement 4(3)(b)	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
· Requirement 4(3)(c)	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)	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)	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
· Requirement 4(3)(f)	Where meals are provided, they are varied and of suitable quality and quantity.
The Assessment Team reviewed care plans and observed interaction of staff with consumers which confirmed consumers receive safe and effective services and support that meet consumers’ needs, goals and preferences. Staff practices and interactions with consumers observed by the Assessment Team demonstrated staff promote consumers independence, health, wellbeing and quality of life. Care planning documents included information about the services and supports consumers need to help them do the things they want to do. 
The Assessment Team interviewed consumers and representatives who confirmed they can talk to staff when they are feeling low and their emotional, spiritual and psychological wellbeing needs, goals and preferences are supported. Consumers interviewed confirmed that they are supported by the service to do the things they like to do, they are supported to keep in touch with people who are important to them within the service and outside of the service. Consumers confirmed they are provided a variety of meals of good quality and size and they know how to access food between meals. Staff support their emotional, spiritual and psychological wellbeing and they can access pastoral care or wellbeing visits regularly or as required.
Each care plan reviewed contained a consumer social background section, profile and a special needs section. There is also a dedicated lifestyle domain and a dedicated spiritual domain in the care plan describing observations/needs, goals and interventions for each consumer. These are reviewed at least annually or as required when there are changes implemented. Activity charts are kept up to date daily by staff when consumers attend group activities, receive pastoral care, go on an excursion, receive visitors and any other activities. The activity charts can be used for monitoring and reviewing purposes by staff at all levels and for case conferences. 
Documentation reviewed and interviews with consumers and staff confirmed information about the consumer’s condition, needs and preferences is communicated within the organisation and with others where responsibility for care is shared.
Care plans reviewed and observations by the Assessment Team confirmed services and supports assist consumers to participate in their community and do things of interest to them. Interviews with staff confirmed consumers are supported to participate in activities within and outside the service and have social and personal relationships with other people.


Standard 5
	Organisation’s service environment
	Non-compliant

	Requirement 5(3)(a)
	The service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function.
	Non-compliant

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Non-compliant

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Compliant


Findings
The Quality Standard is assessed as Non-compliant as two of the three specific requirements have been assessed as Non-compliant.
The following requirements have been found to be Non-compliant.
· Requirement 5(3)(a)	The service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function.
The Assessment Team found the service environment is not welcoming, is not easy to understand and does not optimise consumers’ independence, interaction and function. The service environment is not safe, clean and well maintained which significantly impacts negatively on how welcoming the environment is and limiting the consumers’ sense of belonging and function.
The Assessment Team observed the service to have a large ground floor foyer and reception area which is shared with a co-located service. There is a private meeting room, café, indoor dining area, outdoor dining area, courtyard, playground and chicken hutch. The level one shared area mirrors the ground floor in size extending about 30 metres from one side of the building all the way across to the other size of the building. There is a large meeting room, adjoining this area is a library and computer room, a cinema, a chapel, a quiet room, an activities room and a physiotherapists office and exercise room. However, the environment was observed to be not welcoming with many areas untidy, containing items that should be disposed or are being used for storage. There was noted to be 8 large boxes in the private meeting room, a trolley opposite the dining room has a broken picture frame and other miscellaneous items on it, the outdoor dining furniture is dirty, some chairs do not have cushions, many cushions have varying levels of mould on them, the playground equipment is very dirty and covered in large spiderwebs with live spiders in them, the chicken hutch netting roof is weighed down with leaf litter, the cinema is being used for storage, the library and computer room has many large pieces of equipment obstructing access to one of the two chairs and most of the library shelving/books and two unhung paintings. 
The approved provider responded to the Assessment Team’s report and advised that they have recently undergone a major renovation upgrade to the downstairs administration area and areas upstairs had been used as temporary offices.
I have considered the approved provider’s response and acknowledge that the refurbishment works may have impacted on the environment being unwelcoming, however also note at the time, the outside areas was also deemed unwelcoming due to the furniture being dirty, with equipment having mould and spiders on them.  The photos that the provider has furnished appear more welcoming, however at the time of assessment this was not the case.
I find at the time of assessment, that the approved provider was not compliant with this requirement.    
· Requirement 5(3)(b)	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
The Assessment Team observed that the service environment was not safe, clean or well maintained. Not all consumers were able to move freely indoors and outdoors and outdoors areas were unusable due to uncleanliness. 
The Assessment Team partially audited a random sample of the environment on 20 June 2022 in the memory support unit including the corner lounge area adjacent to Clissold Street and the outdoor area adjacent to Clissold Street. The area audited included the pathway continuing around the corner to the outdoor area adjacent to the memory support unit’s dining area. The lounge area contained a stained chair and the carpet had large dark brown stains on it. The door to access the outdoor area was locked and did not have the keycode posted by the lock. The outdoor area had a temporary orange barrier mesh which was not erect and presented a trip hazard itself. There was litter on the ground, the pathway had slippery mouldy patches on it and parts of the pathway were covered by overhanging flax plants. The outdoor area outside the memory support unit’s dining room was generally not well maintained, untidy and not clean. The transparent roof cladding had a large build-up of leaf litter on it and the paving area posed a trip hazard with 3 metals screws protruding. The outdoor furniture showed significant signs of wear and tear and was not clean. The shutter lock on the door accessing the memory support lounge was broken and the large wooden shutter was swinging free when people used to the door.
The entrance door to the memory support presents a hazard to consumers, staff and visitor safety. The Assessment Team reported this to staff in the area, management and the maintenance manager but it was not recorded on the maintenance log as at 20 June 2022 and was not fixed. 
Many of the items above were addressed when reported to management but most were still outstanding at the end of the site audit.
The Assessment Team observed that the incident management system was not being effectively applied by staff who did not identify and report hazards about the environment which increase the risk of harm to consumers. The incident management systems procedures were reviewed by the Assessment Team and recorded the service is committed to ensuring that all incidents and near misses which occur in relation to the provision of services are managed consistently and effectively, and that workers can identify, manage, report and resolve incidents. Incident identification information states that if a worker observes an incident or a consumer or member of the public notifies a worker about an incident that does or could cause permanent or temporary detriment to a consumer, worker or other stakeholder, then the worker must report the incident to a registered nurse or immediate supervisor. The Assessment Team observed that this was not occurring when many hazards were in plain sight of staff resulting in many hazards not being identified, not being reported and remedial actions not being logged onto the maintenance system. 
The approved provider responded to the Assessment Team’s report and advised that the carpeted area has been replaced and the courtyards have been cleaned. The barrier mesh was a temporary instalment for tradespeople completing works and has since been removed. Other identified issues have been rectified. The provider furnished photos of the areas following cleaning works. 
I find that the approved provider is not compliant at the time of assessment.
The following requirement was found to be Compliant.
· Requirement 5(3)(c)	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
The Assessment Team found that The Assessment Team found that not all furniture, fittings and equipment provided is safe, clean and well maintained. Observations confirmed many furniture, fittings and equipment were not well maintained and suitable for the consumer. Outdoor areas and/or furniture were observed to be unclean and unsafe including in the memory support unit where there is an increased risk of harm to more vulnerable consumers. Many wheelchairs and mechanical lifters were observed to be dirty and did not appear to be well maintained. Some mechanical lifter slings were observed to be worn, frayed and unsafe.
The Assessment Team interviewed consumers who said that the feel safe and the environment is kept clean.
The approved provider responded to the Assessment Team’s report and advised that the areas observed throughout the audit has since been rectified and produced evidence of this.  I have considered the information that the Assessment Team and approved provider have furnished and due to the refurbishment works, I consider that the issues that have been raised in this requirement have also been addressed in Requirements 5(3)(a) and 5(3)(b), which were found to be not compliant.
I therefore find that the approved provider is compliant with this requirement.


Standard 6
	Feedback and complaints
	Non-compliant

	Requirement 6(3)(a)
	Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
	Non-compliant

	Requirement 6(3)(b)
	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
	Non-compliant

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Non-compliant

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Non-compliant


Findings
The Quality Standard is assessed as Non-compliant as four of the four specific requirements have been assessed as Non-compliant.
The following requirements have been found to be Non-compliant.
· Requirement 6(3)(a)	Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
The Assessment Team interviewed consumers and representatives who indicated they were aware they could make a complaint and provide feedback through the services Feedback and Complaints Forms. A limited number of these forms were observed throughout the service for this to occur. 
However, consumers and representatives were not aware of processes for making external complaints including to the Commission. The Assessment Team observed that there were no Commission ‘Do you Have a Concern’ brochures on display at the service although there was a Commission poster in some areas of the service. One consumer said if she had a complaint she would go to the ‘senior girl’ in the office. She said she does not know how to raise an external complaint.
Management advised that staff are able to provide feedback at toolbox talks however this is not documented and it is unclear how it is used in the feedback process at the service. 
The team was advised that all complaints and feedback received through the services internal complaints system, verbally or via email are logged into the service’s feedback and complaints register with any complaints escalated to the executive care manager of chief executive officer as necessary. The feedback and complaints register for 2021/2022 reviewed had limited information with regard to how complaints have been managed including any escalation, actions taken or outcome for the consumer. Minimal information was provided under the section ‘resolved’ for each item such as “monitoring and redirect other resident” or “refresher training” and often this was just completed with a tick and a date. No evaluation of actions taken or follow up was documented in the register.
The approved provider responded to the Assessment Team’s report and advised that additional displays will be set up on the first floors of the facility for easy access and will include additional brochures with access to language services and how to raise a complaint externally. The provider also advised that the complaint register has been updated to include evaluation of actions taken and escalation required, where applicable. This will be monitored through the Operations meeting as a standing agenda item.
I acknowledge the immediate actions that the provider has taken, however find that the approved provider is not compliant at the time of assessment.
· Requirement 6(3)(b)	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
The Assessment Team found the service does not provide adequate Information to consumers with regard to access to advocates, language services or other methods for raising and resolving complaints. Brochures or posters on advocacy services such as Older Persons Advocacy Network (OPAN) or Translating and Interpreting Service (TIS) were not displayed or provided to consumers. 
The Assessment Team interviewed consumers and representatives who said that there used to be a community support person who could speak Italian, but they do not come anymore. Some consumers and representatives were unaware of any external services that could assist them if they had a concern. 
Most staff said they were not sure what advocacy services were available to consumers, however said that if the consumer had reverted back to their original language they would seek the support of family if necessary.
The Assessment Team observed minimal information regarding advocacy services on display at the service. One display stand in a corridor near the entrance included some Seniors Rights Service brochures but no other information with regard to advocacy services, language services or other methods for raising and resolving complaints externally were observed. All brochures on display were in English. This feedback was provided to management and the following day of the site audit the Assessment Team observed brochures such OPAN services and Commission ‘Do You Have A Concern’ brochures in various languages had been added to the display stand.
The approved provider responded to the Assessment Team’s report and advised that additional complaints and advocacy brochures will be sourced from appropriate services. The provider will also develop a draft Advocacy Policy & procedure as a guide for staff. 
I find that the approved provider is not compliant with this requirement at the time of assessment.
· Requirement 6(3)(c)	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
The Assessment Team found that the service was unable to demonstrate appropriate action or investigation is undertaken in response to feedback and complaints, or that open disclosure is always used when things go wrong. 
The Assessment Team interviewed consumers and representatives who said the service is very responsive to their complaints and several representatives who have made a complaint said that they have received an apology from management. However, some representatives said that sometimes it has taken a while to respond to complaints and they have had to complain more than once before action has been taken. One representative said that they had raised a complaint in October 2021, and do not feel that is has been adequately resolved and the issue is still occurring. The Assessment Team reviewed the complaints register and identified for a representative who had complained of several occasions that there had been no apology following any of the complaints and no follow up or evaluation of the issue.
The Assessment Team interviewed staff who were mostly unable to describe what open disclosure means and the actions taken in response to complaints, despite this being a mandatory training requirement.   
The approved provider responded to the Assessment Team’s report and furnished additional documentation, however this did not persuade me that the provider was compliant with this requirement.
I find that the approved provider is not compliant with this requirement.
· Requirement 6(3)(d)	Feedback and complaints are reviewed and used to improve the quality of care and services.
The Assessment Team found the service has not ensured that feedback and complaints are reviewed and used to improve the quality of care and services. Some representatives have complained on more than one occasion before any actions have been taken. 
The service’s continuous improvement plan for 2021/2022 indicates that most opportunities for improvement have not been fully actioned or analysed to ensure outcomes have been achieved. 
The Assessment Team reviewed relative and staff surveys for November 2021 and April 2022 were reviewed by the Assessment Team. Survey results are benchmarked with similar services and comments recorded. Relative survey for April 2022 indicates the service is below benchmark for assessment and care planning, meals and dining and complaints and feedback. The service’s continuous improvement plan identifies some planned actions for care planning and case conference reviews that are recorded as “in progress” with review dates for September 2022. No other planned actions are recorded since the April 2022 survey with regard to complaints and feedback. 
The approved provider responded to the Assessment Team’s report and advised that the survey feedback actions have been added to the continuous improvement plan with a facilitation implementation date of August 2022 and end of 2022 to evaluate effectiveness of improvement activities. 
I find that the approved provider is not compliant with this requirement, as it has not been demonstrated that feedback and complaints have been used to improve the quality of care and services.


Standard 7
	Human resources
	Non-compliant

	Requirement 7(3)(a)
	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.
	Non-compliant

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Compliant

	Requirement 7(3)(c)
	The workforce is competent, and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Non-compliant

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Non-compliant

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Non-compliant


Findings
The Quality Standard is assessed as Non-compliant as four of the five specific requirements have been assessed as Non-compliant.
The following four requirements have been found to be Non-compliant.
· Requirement 7(3)(a)	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.
The Assessment Team interviewed consumers and representatives who stated that staff are kind and caring but that there are not enough of them. Several consumers and representatives provided information about staff shortages impacting on consumer care and services. Representatives said that new or agency staff do not know how to manage their relative’s behaviours or needs, and this makes it difficult for the consumer. Other feedback included that there was often a long wait for call bells to be responded to.
The Assessment Team interviewed staff who said there is usually not a problem in the unit when there is a full complement of staff however, the unit is often short staffed as care workers are sent to other areas (usual Bethel Lodge) when they are short staffed. Staff said it was often difficult to replace staff who called in sick or when an agency staff did not turn up. Another care worker said that staff are sometimes rushed and do not finish on time and will be offered afternoon shifts when the service is short staffed.
The Assessment Team observed up to five consumers sitting on their own in the ground floor sitting area for long periods of time not engaged in activities, other consumers or staff. One consumer was in a wheelchair placed in front of a window looking out onto a wall.
The Assessment Team observed a consumer with her drink out of reach and with her meal out of reach at lunchtime. No staff were observed assisting the consumer at this time. One consumer was observed on another occasion in the corridor asleep on the walker with her head on the arm of the walker. There were no staff around at the time. The Assessment Team alerted staff who woke the consumer and guided her back to her room. 
Call bell records requested of the chief executive officer were not provided although the Assessment Team were advised that call bells were being monitored. It was noted in the continuous improvement plan that on 6 September 2021 consumers had complained of staff not answering call bells on time. The outcome of this complaint was “call logs not being cleared by staff causing calls not to come through. Staff to ensure call logs are cleared. Quotes obtained to upgrade to improve functionality.” During the site audit the call bell system was in the process of being upgraded. It was unclear if any further investigation or review of call bell response times was monitored.
The approved provider responded to the Assessment Team’s report and advised that it has processes and procedures to recruit, induct and train new and current employees.  There is also a process that is strictly followed when it comes to staff shortages and provided agency records. The provider furnished information to support their compliance with this requirement, however I must place weight on the information provided by the consumers and staff and the observations made by the team in relation to staff shortages impacting on the delivery and management of safe and quality care and services.
I find the approved provider is not compliant with this requirement.
· [bookmark: _Hlk111125669]Requirement 7(3)(c)	The workforce is competent, and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
The Assessment Team found that the service has a system to ensure staff have qualifications and training for their roles, including induction, mandatory and refresher training. However, documentation reviewed, and staff practices observed identify that staff do not always have the skills and knowledge to effectively perform their roles. 
The Assessment Team interviewed consumers and representatives with some saying that staff know what they are doing and appeared well trained, however, some consumers they were not sure if staff were well trained.  
Clinical education meeting minutes reviewed are unclear how orientation is monitored and provided when trainers are not always available to provide training in a timely manner in accordance with the service’s guidelines.  Staff records for carer induction checklist for 15 February 2022 were not always signed or date. Some activities were left blank.
The services does not have a schedule for regular competency training. Competency training for the next 12 months is determined at clinical governance education meetings each year, with the exception of fire training and manual handling which are done annually.
Deficiencies in Standard 3 indicate that staff care is not always best practice with regard to pain management, behaviours management nutritional care and restrictive practices. 
The approved provider responded to the Assessment Team’s report and furnished several spreadsheets to support their compliance, however the records provided did not persuade me that the workforce is competent, and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
I find that the approved provider is not compliant with this requirement.
· Requirement 7(3)(d)	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
The Assessment Team observed the service has systems and process in place to provide training to deliver outcomes required by these Standards. However, the service’s electronic training records did not provide sufficient information for management to ensure that all staff had received mandatory training in the required timeframe.
The Assessment Team interviewed consumers and representatives who have raised concerns where they felt staff are not adequately trained. Some staff commented with regard to insufficient staff and its impact on the ability of staff to perform their roles including being up to date with training. Some representatives said they were satisfied with the care staff provided to consumers but said they could do with more staff. One representative said that some staff are excellent others do not know the consumer’s care needs and need more training around behaviour management.
Deficiencies in Standards 2 and 3 would indicate that while most staff have had training it has not been effective in providing safe quality care and services.
The Assessment Team interviewed staff with one staff member saying that they could not recall SIRS training and had done open disclosure training a long time ago and that any incident observed would be passed on to the registered nurse. Another staff member described open disclosure as ‘confidentiality’.
Staff also advised they need more training around behaviour management.
A clinical staff member did not demonstrate clear understanding of antimicrobial stewardship. They said their role in antimicrobial stewardship was to make sure they gave the correct antibiotic to the correct consumer at the correct time as the doctors ordered it. Staff also advised they need more training around behaviour management.
The approved provider responded to the Assessment Team’s report and furnished additional documentation including training records.  This did not persuade me of the compliance for this requirement.
I have found that the approved provider is not compliant with this requirement.
· Requirement 7(3)(e)	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
The Assessment Team found that the organisation is unable to demonstrate that it undertakes regular assessment, monitoring and review of the performance of each member of the workforce.
The Assessment Team interviewed staff who said that they thought they had a performance appraisal last year however some staff advised they could not remember the last time they had a performance appraisal. The chief executive officer advised that staff appraisals are completed every three to five months for new staff and annually after that. The Assessment Team were not provided with any staff appraisal schedule or records to review although these had been requested.
Management advised that no staff have required to be performance managed in 2022. Management advised that any staff files provided for review would have to include redacted information due to privacy issues. When asked to provide additional information for staff performance managed in 2021, management advised a staff member had to undergo further training in dignity and personalised care, dementia understanding and to be monitored in 3 months, following the first review no further reviews were undertaken. 
The approved provider responded to the Assessment Team’s report, however did not provide any additional documentation that supports their compliance with this requirement.
I find that the approved provider is not compliant with this requirement.
The following requirement has been found to be Compliant.
•	Requirement 7(3)(b)	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
The Assessment Team found most consumers and representatives interviewed stated that staff are kind, caring and respectful of them, although some consumers and representatives said staff are busy but they do their best, they are not able to have one on one time with consumers.
The Assessment Team generally observed staff to be caring and respectful when interacting with consumers and representatives. However, when staff were busy they were unable to provide care. 


Standard 8
	Organisational governance
	Non-compliant

	Requirement 8(3)(a)
	Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
	Non-compliant

	Requirement 8(3)(b)
	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
	Non-compliant

	Requirement 8(3)(c)
	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.
	Non-compliant

	Requirement 8(3)(d)
	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.
	Non-compliant

	Requirement 8(3)(e)
	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.
	Non-compliant


Findings
The Quality Standard is assessed as Non-compliant as five of the five specific requirements have been assessed as Non-compliant.
The following requirements have been found to be Non-compliant.
· Requirement 8(3)(a)	Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
The Assessment Team found that the organisation was unable to demonstrate that consumers at the service are involved in the design, delivery or evaluation of care and services.
The service was unable to provide information regarding consumers or representatives involvement in service level representation to the Board in decision making such as a consumer engagement document identifying how consumers can contribute to decisions that make a difference at the service and how this information influences the organisation and governance decisions.
The Assessment Team interviewed management who advise they engage with consumers and representatives through resident meetings and surveys. However, evidence provided did not indicate consumers and representatives are actively engaged or represented in corporate decision making in their care and services. Several representatives said they did not attend resident meetings. The service was unable to demonstrate that actions are taken by the service when feedback is received. 
The organisation has not yet implemented a Partners in Care Program allowing for the possibility of visitation of essential carers during the outbreaks. Several representatives commented that they were not allowed visitation during lockdown even though they were providing essential care such as supporting consumers with their meals or emotional support.
The approved provider responded to the Assessment Team’s report and advised that Ashfield Baptist Homes has developed a Partners in Care Program and will be piloting a new Partners in Care Program being developed by Sydney Local Health District RACF Outreach Team (currently on hold due to increased workload of Covid-19). The provider did not furnish any details on their Partners in Care Program. 
I have reviewed the information included with the response, however do not see evidence of how engagement with consumers has reflected the development, delivery and evaluation of care and services.
I find that the approved provider is not compliant with this requirement. 
· Requirement 8(3)(b)	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
The Assessment Team found that deficiencies across the Quality Standards demonstrate that the services currently delivered do not provide a culture of safe, inclusive and quality care and services or that the governing body is accountable for their delivery. While the governing body has systems to provide it with information about services, and has identified some deficiencies at AH Orr Lodge, actions to address deficiencies have not been commensurate with the risks at the service as demonstrated through recommendations of non-compliance across the Quality Standards. 
The Assessment Team discussed with management how the governing body promotes a culture of safe, inclusive and quality care and asked a number of specific questions in relation to this. Management advised that the Board's primary ways of satisfying itself that the Quality Standards are being met is through reports from the care governance committee, the finance and investment committee and nomination and governance committee, which meets regularly and considers a range of information in relation to services including accounting and audit reporting, clinical information and interactions with the Commission. The meetings proceedings are reported to the Board. 
Management provided examples of reports which go to the Board covering a range of issues to ensure the Board is kept abreast of issues across the organisation. 
The Assessment Team however noted that there were gaps in relation to the information reported to the Board including audits results and trends for complaints. Policy reviews were broadly reported, and critical incidents register and visiting restrictions updates were provided verbally to the Board. 
The Assessment Team noted feedback from the most recent Board meeting did not address clinical governance, feedback and complaints or critical incidents. It was not apparent that the governing body had identified the extent of issues at the service and while some actions were taken, they have not been commensurate with the risks as demonstrated by the recommendations of non-compliance during the site audit. 
The approved provider responded to the Assessment Team’s report and advised during the abovementioned meeting, there was significant care related discussion given the COVID outbreak.  I have reviewed the information that the provider has furnished and meeting minutes of care governance and board meetings and note that the Quarterly report identifies trends, however but did not identify individual audit results showing deficiencies in relation to individual services.  
I find that the approved provider is not-compliant with this requirement.
· Requirement 8(3)(c)	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
The Assessment Team found the organisation is unable to demonstrate that it has effective governance systems in relation to information management, continuous improvement activities, workforce governance, regulatory compliance and feedback and complaints.
The Assessment Team found that the organisation’s systems for information management does not provide sufficient, consistent or readily available information for staff and management to perform their roles effectively. Clinical documentation is inconsistent, monitoring charts are not routinely completed, policies and procedures were minimal with regard to procedures. They mainly provide one page overarching statements of policy and roles and responsibilities. They do not provide sufficient information regard procedures to guide staff in their roles. 
The Assessment Team interviewed management who advised opportunities for improvements are identified through a range of measures included feedback from various meetings, surveys, feedback forms, audit data and legislative changes. The Assessment Team noted that meetings have not been held regularly. The service does not have effective continuous improvement systems in place. The service’s systems to collect and review the feedback of consumers and their experience is not included as part of the quality improvement system. The continuous improvement plan has not been evaluated for the effectiveness of actions taken despite being recorded as closed. 
The service provided information regarding financial reporting and budgets. Policies provide guidelines for delegations of approval. Management said it was identified the need to progressively replace single beds with king singles. This issue was taken to consumers and approved by the Board.
The Assessment Team identified issues in relation to sufficiency of staff, staff competency and knowledge, effectiveness of staff training and support and monitoring and review of staff performance demonstrate that governance systems in relation to workforce management have not been effective.
The Assessment Team interviewed management in relation to regulatory compliance who advised that the organisation tracks changes in aged care law through peak body and industry alerts and the organisation's internal legal teams. 
While management outlined changes made and education provided in relation to the introduction of SIRS, not all incidents which appear to fit the criteria of a SIRS incident are reported as such. Incident management does not routinely include analysis of incidents to identify contributing factors and the development of effective measures to prevent future occurrences. There was no evidence in some incidents of consultation with consumer or representatives or education and training as recommended.
Investigations into incidents do not indicate that emotional support is being provided as necessary to all parties involved in an incident including consumers or staff as a result of an incident. 
The Assessment Team identified deficiencies in relation to the consumers being made aware of avenues for raising concerns and being made aware of advocacy and other services that may assist in raising concerns. Issue were also identified in relation to actions to resolve complaints, staff knowledge of open disclosure and initiating improvements in response to complaint processes. 
The approved provider responded to the Assessment Team’s report and advised the governance systems for ABH are under review by the executive management team to ensure steps are taken to mitigate significant incidents and deficiencies in effectiveness of interventions are evaluated and documented. This will include review of current reporting protocols, escalation process, immediate actions and evaluations undertaken.
I find that the approved provider does not demonstrate that there are effective organisation wide governance systems that address this requirement.
I find that the approved provider is not compliant with this requirement.
· Requirement 8(3)(d)	Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
The Assessment Team was provided a documented risk management framework. However, while the organisation has policies and procedures in relation to risk management, deficiencies identified during this site audit show that the procedures are not always followed to ensure risks are identified and managed.
The Assessment Team found that incident management does not routinely include analysis of incidents to identify contributing factors and development of effective measures to prevent future incidents occurring. In addition, when consumers experience multiple incidents, which indicate that existing prevention measures are not effective, there is no review of existing measures or development of new interventions. Some deficiencies that are related to the ineffective incident management system include; nutrition and hydration, wound management, pain management, medication management behaviour management and risks associated with deteriorating consumers not being identified and responded to in a timely manner.
Some incidents have not been identified and reported as SIRS incidents where the incidents documentation indicates they would fit the criteria for SIRS reports.  The service does not record behaviour on incidents reports. They said the care manager reviews behaviour charts and reports findings to the executive manager each month in the care manager’s report. The March, April and May 2022 care manager’s reports all state “no incidents of behaviours”.
The approved provider responded to the Assessment Team’s report and advised that the governance systems for ABH are under review by the executive management team. The provider also advised that Behaviour Management is included the Mandatory Education/RN Development to review interventions/referrals/review of prevention measures.
I find that the approved provider is not compliant with this requirement. 
· Requirement 8(3)(e)	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 identified while the organisation has a clinical governance framework in place, deficiencies identified in relation to Standard 2 and 3 Requirements demonstrate that the clinical governance framework has not been effective in ensuring clinical care which is safe, effective or of high quality.
The Assessment Team found some staff were unable to demonstrate knowledge of antimicrobial stewardship; this included a clinical staff member. It was also identified that most staff did not have a reasonable knowledge of open disclosure and open disclosure has not always been practiced in a timely manner. The Assessment Team also identified regarding infection control management and antimicrobial stewardship and in relation to minimising the use of restrictive practices.
The approved provider responded to the Assessment Team’s report and advised the governance systems for ABH is under review by the executive management team. The provider also reiterated that there are a number of agenda items resulting from this assessment that are included on the Mandatory/Registered Nurse Development Day to refresh skills.
[bookmark: _GoBack]I find that the approved provider is not compliant with this requirement.



Name of service: A H Orr.  Commission ID: 0007	RPT-ACC-0122 v3.0
	Sensitive
Page 2 of 2
image1.jpeg




image2.jpg
Engage
Empower
Safeguard





