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	Anglicare SQ Abri Home for the Aged
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	5117
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	Bauer St/ Heath St, SOUTHPORT, Queensland, 4215

	Activity type:
	Assessment contact (performance assessment) – site

	Activity date:
	7 January 2025 to 8 January 2025

	Performance report date:
	28 February 2025
	Service included in this assessment:
	Provider: 621 The Corporation of the Synod of the Diocese of Brisbane 
Service: 3474 Anglicare SQ Abri Home for the Aged


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 Anglicare SQ Abri Home for the Aged (the service) has been prepared by Nicole Campbell, 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.
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 Assessment contact (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others
· the provider’s response to the assessment team’s report received 4th February 2025.
· 

Assessment summary 
	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not Applicable as not all requirements were assessed

	Standard 8 Organisational governance
	Not Applicable as not all requirements were assessed


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 3(3)(b)- the approved provider ensures effective management of high-impact or high prevalence risks. The high-impact or high-prevalence risks for each consumer are identified and staff are aware of each consumer with a high impact or high prevalence risk and how to manage the risk for the individual consumer, this includes risks in the areas of management of pain, behaviour, medication, falls, and skin.  




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.
	Not 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.
	Compliant


Findings
Requirement 3(3)(b)
Consumers and representatives were satisfied with the management of risk in relation to care, however the Assessment Team identified occasions when pain and clinical care were not well managed. The Assessment Team reported the approved provider is not consistently identifying, documenting and investigating risk for all consumers. Two consumers raised concerns with the management of their pain. Two consumers were identified who did not consistently receive time sensitive medications at the scheduled time. Skin management issues were identifying in recognition, response and identification of wound management. The Assessment Team also identified two consumers with bruises which had been inadequately reported and investigated. The falls risk assessment and care plan were not updated for one consumer following a fall. The Assessment Team reported the service did not demonstrate consistent processes for managing consumers’ changed behaviours or appropriate systems for mitigating risks to consumers.
The Approved Provider in their response provided further information and evidence of the actions taken since the assessment contact. For the consumers who expressed concerns with pain the Approved Provider provided further evidence of actions that were occurring prior to and during the Assessment Contact. For one consumer the Approved Provider advised they have now updated their assessment and care plan following the Assessment Contact.
The Approved Provider acknowledged they do not currently have a system to oversee and monitor medication administration times and are currently working with the electronic medication system administrator to resolve the issue. As an interim measure hard copy medication charts had been provided to consumers with time sensitive medications to facilitate accurate administration times. 
The Approved Provider provided more detail about skin and wound management. The Approved Provider acknowledged one of the consumers with bruising had not had the incident adequately investigated for causation. In response the Approved Provider undertook a comprehensive investigation and updated both consumer’s care plans to include strategies to minimise the risk of skin impairment. The Approved Provider’s plan for continuous improvement includes refresher education on completing timely skin assessments, monitoring of skin integrity and incident investigation that is currently in progress.
The Approved Provider acknowledged the falls risk assessment and care plan were not updated promptly after the physiotherapist's review for the consumer who fell. To address this gap, the service has implemented continuous improvements to strengthen processes and clinical oversight, including care planning, monitoring charts, medical officer and allied health recommendations and reviews. 
The Approved Provider has reviewed their behaviour monitoring documentation process and escalation process to facilitate stronger clinical oversight and facilitate the application of theoretical knowledge into practice of providing a personalised approach to behaviour support. The Approved Provider has organised training in person-centred behaviour support planning which will be delivered together with clinical oversight and staff performance monitoring and management to reinforce best practices in managing consumers with changed behaviours. 
In making a decision in relation to Requirement 3(3)(b) I have considered the intent of the Requirement which is to ensure effective management of	risk related to the personal care and clinical care of each consumer. 
It is recognised the Approved Provider has taken action prior to and following the Assessment Contact however the service is still undertaking actions to address the deficits identified, including the systems and processes to identify and address consumers’ concerns, review outcomes and adjust staff practice. The Approved Provider is still undertaking improvements, and I encourage them to embed these improvements into their usual practice to ensure all consumers get care that is safe and right for each consumer and is in accordance with each consumer’s needs, goals and preferences to optimise health and well-being.
I find Requirement 3(3)(b) is Not Compliant



Requirement 3(3)(d)
The Assessment Team advised of consumer feedback on how the service had not recognised and responded to the consumer’s deterioration in a timely manner. The Assessment Team advised the service did not consistently demonstrate effective systems of oversight and monitoring to ensure timely response of decline in consumers’ conditions. Care staff can describe how any changes in a consumer’s condition are escalated to registered staff, however, registered staff did not describe consistent processes for monitoring consumers’ conditions. Consumers’ care documentation evidenced inconsistent processes and documentation to support timely identification and response of deterioration.
The Assessment Team advised a consumer became unwell over a four-day period. Documentation reflected inconsistent monitoring to assess deterioration prior to hospital transfer. Two consumers had gaps identified in their skin and wound management.
For the consumer who became unwell resulting in hospital transfer the Approved Provider responded with further evidence of regular assessments, management interventions, and observations prior to hospital transfer. 
For the consumers with wound and skin management concerns I have considered these consumers in my findings and decision for Requirement 3(3)(b).
The Approved Provider had recognised the service’s inconsistency in the timely recognition and management of deterioration prior to the Assessment Contact and commenced a number of actions through their plan for continuous improvement. Improvement activities had commenced in November 2024 with improvements which included education, performance monitoring to identify individual knowledge gaps, and staff performance evaluations against role expectations to ensure ongoing best practice in recognising and responding to deterioration.
I acknowledge the actions taken by the provider prior to the Assessment Contact. The Approved Provider was able to bring forward further evidence to support how they are managing the consumers identified in the Assessment Team report. They have also provided further and additional education and training to staff. In addition, the Approved Provider has taken further review of their systems and processes to identify any opportunities to improve or strengthen their existing structures.  
I find Requirement 3(3)(d) is Compliant. 



Standard 7
	Human resources
	

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


Findings
Requirement 7(3)(c)
The Assessment Team advised most consumers and representatives said staff are competent in their roles. The Assessment Team identified staff did not consistently demonstrate an understanding of the serious incident response scheme reporting requirements, or consistent clinical processes to effectively perform their roles. The Assessment Team reported the service’s training records demonstrate staff have not been trained in how to identify deterioration of a consumer and how to manage the deterioration of a consumer. 
The Approved Provider in their response provided further evidence to demonstrate how they support staff competency and ensure staff have the knowledge and skills to perform their roles. 
The organisation provides onboarding, mandatory training and a comprehensive induction period. Training is provided and monitored through the approved provider’s new human resource management system. Training is provided through different modes to support learning. 
The organisation had recognised the need for further training for staff in areas of deterioration and serious incident response, incident investigation and added further and additional training in these areas. 
The organisation has a draft procedure on recognising and responding to deterioration which is currently in the final approval phase. There is a current policy on Recognising and Responding to Changes in Client Condition which is available to all clinical staff to support them in performing their roles.  
The Approved Provider has implemented additional clinical oversight and monitoring of staff performance, along with monitoring trends with incidents and quality indicators to ensure delivery of safe care and services for consumers. 
The Approved Provider’s plan for continuous improvement outlines the introduction of direct support and supervision to ensure all reported incidents are investigated thoroughly to identify the potential for reportable incidents, until there is evidence that training provided has been transformed into embedded practice. 
I have placed weight on the feedback received from consumers and representatives on staff competency. While there were some areas identified for improvement, education and training in these was either underway or immediately actioned by the Approved Provider. In addition, the Approved Provider has taken further review of their systems and processes to identify any opportunities to improve or strengthen their existing structures.
I find Requirement 7(3)(c) is 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


Findings
Requirement 8(3)(d)
The Assessment Team advised the service was unable to demonstrate effective organisational governance systems pertaining to management of high-impact and high-prevalence risks, identifying and responding to abuse and neglect of consumers and managing and preventing incidents. Whilst the service has a suite of clinical, risk and incident management policies and procedures and maintains an incident management system, deficits were identified in staff and management’s understanding of what constitutes a reportable incident and identifying abuse and neglect of consumers. The Assessment Team identified incidents that should have been reported to the serious incident response scheme. The incidents included time sensitive medication not administered as prescribed, missed medications and incidents of changed behaviour not reported.  
The Approved Provider in their response provided information to demonstrate the organisational governance systems for effective risk management. The Approved Provider advised Anglicare’s Clinical Care Governance Framework, provide multiple levels of assurance. There is ongoing monitoring of incidents at site level and at organisational level. 
The Approved Provider acknowledged the Assessment Team identified gaps in the documentation, reporting and follow-up of incidents. However, demonstrated they had a continuous improvement plan supported by the Organisational Quality Assurance and Practice Development team prior to the Assessment Contact. The continuous improvement plan evidenced the Approved Provider had identified the gaps found by the Assessment Team and was progressing planned improvements. Improvements included education for clinical and care staff, training modules and ongoing monitoring of incidents by senior management. 
The Approved Provider provided evidence incidents documented in the Assessment Team report were submitted to the serious incident response scheme following the Assessment Contact.
While there have been some deficits identified in care for some consumers the Approved Provider has been responsive to information provided during the Assessment Contact and in the Assessment Team report. The Approved Provider has an understanding of high prevalent and high impact risk and have provided education to staff to ensure high impact high prevalence risks are identified and escalated. The Approved Provider does identify and respond to abuse and neglect of consumers and support consumers to live the best life they can. The Approve Provider has an incident management system that is used for managing and identifying incidents.
In making a decision in relation to Requirement 8(3)(d) I have considered the intent of the Requirement which is to ensure the organisation has systems and processes in place to identify and assess risk to the health, safety and well-being of consumers. The Approved Provider has demonstrated risk management systems and practices are present to identify and respond to risk. The organisation’s governing body does recognise they are accountable for the delivery of safe care and services and have taken immediate action to address and improve where this did not occur for all consumers.
I find Requirement 8(3)(d) is Compliant.



[bookmark: _Hlk144301213]Name of service: Anglicare SQ Abri Home for the Aged	RPT-OPS-0043 v1.2 
Commission ID: 5117	OFFICIAL: Sensitive 
		Page 13 of 13
image1.jpeg




image2.jpeg
Australian Government Engage
Empower
Aged Care Quality and Safety Commission Safeguard

w




image3.jpeg
Australian Government Engage
- Empower
© Aged Care Quality and Safety Commission Safeguard





