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This performance report is published on the Aged Care Quality and Safety Commission’s (the Commission) website under the Aged Care Quality and Safety Commission Rules 2018.

This performance report
This performance report for Amana Living Mosman Park Care Centre (the service) has been prepared by M Glenn, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A 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.
Material relied on
The following information has been considered in preparing the performance report:
the Assessment Team’s report for the assessment contact (performance assessment) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers, representatives, staff, management and others;
the provider’s response received 12 March 2025 acknowledging the Assessment Team’s report and recommendations; and 
a performance report dated 4 July 2024 for a site audit undertaken 21 May 2024 to 23 May 2024. 
· 

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not applicable

	Standard 3 Personal care and clinical care
	Not applicable

	Standard 6 Feedback and complaints
	Not applicable

	Standard 7 Human resources
	Not applicable

	Standard 8 Organisational governance
	Not applicable


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
There are no specific areas identified in which improvements must be made to ensure compliance with the Quality Standards. The provider is required to actively pursue continuous improvement in order to remain compliant with the Quality Standards. 


Standard 2
	Ongoing assessment and planning with consumers
	

	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.
	Compliant


Findings
Requirement 2(3)(a) was found non-compliant following a site audit undertaken in May 2024 as for consumers with risks, assessment and planning was not always completed in line with organisational policies and procedures. The provider has implemented a range of actions to address the non-compliance, including, but not limited to, education to staff in relation to falls management, neurological observations and restrictive practices; a dedicated admissions coordinator role to oversee admissions; review of physiotherapy hours to allow for a greater volume of assessments to be completed; and reviewed and amended the entry checklist and mobility assessments.
At the assessment contact in March 2025, care files sampled evidenced effective assessment and planning, with risks associated with fluid restriction, diabetes, falls and medications identified and appropriate management strategies implemented. Care files include current information, reflective of care and services consumers require on a day-to-day basis. A number of consumers entered the service during the assessment contact; medication regimes and other clinical needs of these consumers were documented and communicated through a huddle ensuring the care team was well informed about the consumers prior to their arrival. Registered staff were also observed conversing with hospital staff, medical officers and allied health professionals, about these consumers. 
Based on the Assessment Team’s report, I find requirement 2(3)(a) compliant. 


Standard 3
	Personal care and clinical care
	

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


Findings
Requirement 3(3)(b) was found non-compliant following a site audit undertaken in May 2024 as post falls observations were not always completed in line with procedures, and consumers subject to restrictive practices did not consistently have informed consent or behaviour support plans. The provider has implemented a range of actions to address the non-compliance, including, but not limited to, a falls management checklist to aid in incident review; education to staff in incident management and investigation, falls management, and neurological observations; ensuring consumers subject to restrictive practices have behaviour support plans in place and required consents; and a clinical risk register and process to identify and manage consumers with high impact or high prevalence risks.
At the assessment contact in March 2025, processes to identify, assess, plan for, and manage high impact or high prevalence risks associated with the care of consumers were demonstrated. Care files sampled evidence appropriate and effective management of risks relating to falls, including post falls, skin integrity/pressure injuries, and complex care management. Care files also evidence involvement of medical officers and allied health professionals in the assessment and management of consumers’ identified high impact or high prevalence risks. Clinical and care staff interviewed described clinical risks associated with the care of consumers, as well as management strategies in alignment with details documented in consumers’ care files. Consumers and representatives interviewed are satisfied with processes in place to identify and manage consumers’ clinical risks.
Based on the Assessment Team’s report, I find requirement 3(3)(b) complaint. 



Standard 6
	Feedback and complaints
	

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


Findings
Requirement 6(3)(d) was found non-compliant following a site audit undertaken in May 2024 as an effective system to manage feedback and complaints was not demonstrated. The provider has implemented a range of actions to address the non-compliance, including, but not limited to, integrating complaints and feedback into the plan for continuous improvement to ensure issues are tracked, monitored and actioned; training to staff on complaints management; and adding feedback and complaints as an agenda item to staff meetings to improve transparency and accountability. 
[bookmark: _Hlk193267659]At the assessment contact in March 2025, feedback and complaints were found to be used to improve care and service provision. Feedback and complaints data is analysed to identify trends, with the data used to inform improvement opportunities. Consumers interviewed are confident the service responds to feedback and they have noted improvements in response. 
Based on the Assessment Team’s report, I find requirement 6(3)(d) compliant. 

Standard 7
	Human resources
	

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


Findings
Requirement 7(3)(e) was found non-compliant following a site audit undertaken in May 2024 as the organisation did not have a process to monitor if services were up to date with staff performance reviews; and there was no evidence demonstrating staff performance was monitored to ensure duties and responsibilities were maintained to provide safe and quality care and services. The provider has implemented a range of actions to address the non-compliance, including, but not limited to, new software that tracks and alerts staff as to what action is needed to progress through the performance appraisal process and provides visibility to management; and greater management presence on the floor to monitor staff and daily review of clinical progress notes.
At the assessment contact in March 2025, effective processes to regularly assess, monitor and review the performance of each member of the workforce were demonstrated. Staff appraisals include self-assessments and competency assessments for managers to complete, and service reports demonstrate all staff are up to date with annual performance appraisals. Staff practice is regularly monitored through observation, and daily review of clinical progress notes, and general staff performance issues are also discussed in team huddles. Management also review incidents and discuss any related performance issues immediately with staff following an investigation. Staff interviewed confirm the presence of management monitoring the floor and are familiar with the manager providing directives, support and advice to them as part of the monitoring process.
Based on the Assessment Team’s report, I find requirement 7(3)(e) compliant.


Standard 8
	Organisational governance
	

	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.
	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.
	Compliant


Findings
Requirements 8(3)(d) and 8(3)(e) were found non-compliant following a site audit undertaken in May 2024 as incidents were not always recorded and used for trending and analysis; and monthly antimicrobial usage reports were not reviewed, not all infections had an incident form created and not all incidents were closed off and, therefore, not included in monthly analysis to provide accurate trending and analysis. The provider has implemented a range of actions to address the non-compliance, including, but not limited to, organisational risk management processes relating to the management of high impact or high prevalence risks and managing and preventing incidents; training/education/toolbox talks to staff on incident investigation management, open disclosure, serious incident response scheme (SIRS) reporting requirements, infection reporting, antimicrobial stewardship, and minimisation of restrictive practice; a clinical risk register identifying consumers with high impact or high prevalence risks; establishing and embedding an organisational clinical governance framework, including monitoring and reporting mechanisms; communicating with medical officers in relation to documenting the need for long term antimicrobial use; and ensuring consumers subject to chemical restraint have had a risk discussion, consent obtained and a behaviour support plan in place. 
At the assessment contact in March 2025, effective risk management systems and practices were demonstrated. A clinical risk register is maintained and clearly identifies consumer risks. Clinical staff interviewed understand systems and processes to manage high impact or high prevalence risk, and the management team are knowledgeable of consumers who have identified risks and the impact providing care has on staffing levels. Data for a 3-month period reviewed from the SIRS register shows use of open disclosure, investigation and follow-up, review of management strategies and care plans, provision of further education to staff, and in some cases, performance management. A policy and procedure is in place to support consumers’ choice and decision making and manage risk, and related education is provided to staff. An effective incident management system is in place. Data for a 3-month period sampled shows each incident is reported and includes a description of the event, staff action, notifications, investigation, follow-up, and management review. Management use the incident management system to inform key performance indicators which are discussed at a range of service and management level meetings. Review and analysis of this information is undertaken, and development of continuous improvement activities occur when a trend is identified. 8(3)(e)	
An effective clinical governance framework, supported by policies, procedures, staff training and education is in place to ensure good clinical outcomes for consumers. Clinical information in the form of key performance indicators is collected monthly and analysed and reported through the organisation’s quality systems and a range of meeting forums. A clinical incidents review meeting is also conducted where consumers identified with a clinical risk are reviewed, resulting in review of care plans and implementation of new care procedures/practices. Documentation sampled shows transparent systems that include discussion and notification to key stakeholders when adverse events occur and an apology is given. Infections are reported through the incident management system, with infection reports generated to assist with trending and analysis. Infections are reported to and reviewed by the medical officer and where appropriate, pathology testing occurs to identify the best form of treatment prior to commencement of antibiotics. Consumers subject to restrictive practice have consent in place and an assessment undertaken that informs a behaviour management plan. All consumers subject to restrictive practice are reviewed at least 3 monthly and more often if necessary. There are processes to identify where restrictive practices can be minimised, which was evidenced through consumer care files. 
Based on the Assessment Team’s report, I find requirements 8(3)(d) and 8(3)(e) compliant. 
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