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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 Ardrossan Community Hostel (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.
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 - Site; the Assessment Contact - Site report was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff and others;
the provider’s response to the Assessment Team’s report received 17 February 2023; and
the Performance Report dated 16 June 2022 for a Site Audit undertaken from 3 May 2022 to 5 May 2022.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Not applicable as not all requirements have been assessed

	Standard 3 Personal care and clinical care
	Not applicable as not all requirements have been assessed 

	Standard 4 Services and supports for daily living
	Not applicable as not all requirements have been assessed 

	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.
Standard 8 Requirement (3)(e)
Review the organisation’s clinical governance framework and systems relating to antimicrobial stewardship, and monitoring of consumer infections and restrictive practices.
Review reporting processes to ensure key information relating to clinical care is shared with the organisation and the Board and used to identify opportunities for improvement in delivery of consumers’ care and services.


Standard 1
	Consumer dignity and choice
	

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


Findings
Requirement (3)(d) was found non-compliant following a Site Audit undertaken from 3 May 2022 to 5 May 2022 where it was found each consumer was not supported to take risks to enable them to live the best life they can. The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to, developed risk assessments for all consumers identified as taking risks requiring supports.
At the Assessment Contact undertaken on the 1 February 2023, processes to support consumers to take risks to enable them to live the best life they can were demonstrated. Where consumers partake in activities which include an element of risk, these have been identified and risk assessments completed in consultation with consumers and/or representatives. Allied health specialists had been involved in risk assessment processes, where required. Risk mitigation strategies for sampled consumers was demonstrated to support consumers’ to undertake activities safely. However, care files sampled did not consistently or clearly outline current consumer capabilities as outlined in risk assessments. Lifestyle staff identified consumers who are supported to take risks and supports offered to mitigate risks. Consumers sampled recalled involvement in risk assessment processes.
For the reasons detailed above, I find Requirement (3)(d) in Standard 1 Consumer dignity and choice compliant.


Standard 3
	Personal care and clinical care
	

	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.
	Compliant 

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


Findings
Requirement (3)(a)
Care files sampled demonstrated consumers receive effective personal and/ clinical care, and risks associated with care are identified. Clinical staff review consumers’ care on a daily basis and meet weekly to discuss consumers’ care needs to ensure interventions are appropriate and monitored. Care files sampled demonstrated provision of effective and appropriate care provided, including in relation to diabetes, medication and behaviour management. Staff were knowledgeable of sampled consumers’ personal care needs and explained how they would escalate concerns if a consumer refused personal care. Additionally, staff described best practice guidelines in relation to clinical care, and how they access a range of policies and procedures. Consumers and representatives sampled expressed satisfaction with the personal and clinical care provided to consumers.
For the reasons detailed above, I find Requirement (3)(a) in Standard 3 Personal care and clinical care compliant.
Requirement (3)(b)
Requirement (3)(b) was found non-compliant following a Site Audit undertaken from 3 May 2022 to 5 May 2022 where it was found the service did not demonstrate effective management of high impact or high prevalence risks, specifically in relation to responsive behaviours, restrictive practices and diabetes. The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to:
All staff have undertaken online training in diabetes, medication, dementia and managing changing behaviour. 
Provided all staff a copy of the service’s Restrictive practices (policy) and undertaken discussions during handover and at toolbox meetings. 
Developed a Behaviour evaluation form and a Register showing actions taken when behaviour incidents occur.
In consultation with representatives and the Medical officer, reassessed all consumers displaying changed behaviours and completed Behaviour support plans.
At the Assessment Contact undertaken on the 1 February 2023, care files sampled demonstrated effective management of risks associated with the care of consumers, including in relation to diabetes, medication, pain and behaviour management. Staff were knowledgeable of sampled consumers’ high impact or high prevalence risks and described how they identify, assess, and manage such risks. Additionally, clinical and care staff confirmed consumers’ rooms are no longer locked, enabling them to go in and out of their room as they wish. Consumers and representatives were satisfied with personal and clinical care and described delivery of tailored care in line with service guidelines and care planning in relation to monitoring and management of diabetes, behaviour and medication.
For the reasons detailed above, I find Requirement (3)(b) in Standard 3 Personal care and clinical care compliant.


Standard 4
	Services and supports for daily living
	

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


Findings
Requirement (3)(b) was found non-compliant following a Site Audit undertaken from 3 May 2022 to 5 May 2022 where it was found the service had not ensured services and supports for daily living promoted one consumer’s emotional and/or psychological well-being. The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to, application of electronic alerts to consumers identified as requiring engagement due to impaired abilities and provided dementia support training to staff.
At the Assessment Contact undertaken on the 1 February 2023, consumers and representatives sampled confirmed the services and supports for daily living promote each consumer’s emotional, spiritual, and psychological well-being. Documentation showed consumers are engaging in the lifestyle program and there are activities available to meet their individual spiritual needs. Staff were observed providing consumers with emotional support and were able to provide examples of how they have supported consumers who require additional support. For example, lifestyle staff said they have identified consumers who do not or cannot engage in activities and ensure they are offered alternative supports to engage, including providing one-on-one time with staff.
For the reasons detailed above, I find Requirement (3)(b) in Standard 4 Services and supports for daily living 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.
	Non-compliant


Findings
Requirement (3)(d)
Requirement (3)(d) was found non-compliant following a Site Audit undertaken from 3 May 2022 to 5 May 2022 where effective risk management systems and practices, specifically in relation to managing and preventing incidents and supporting consumers to live the best life they can were not demonstrated. The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to:
Developed an Aged care manager role to improve organisational governance. 
Provided training to staff on the incident management system, the Serious Incident Response Scheme (SIRS) and restrictive practices.
Developed a Behaviour evaluation form to improve monitoring processes for consumers with changed behaviours. 
Revised monitoring processes to ensure incidents are reported, actioned and followed up appropriately. 
Reviewed all consumer files to ensure risk assessments are completed for all identified risks. 
Updated the emergency evacuation plan to identify any consumer who chooses to lock their bedroom door at night.
At the Assessment Contact undertaken on the 1 February 2023, the organisation demonstrated risk management systems and processes to identify and assess risks to the health, safety and well-being of consumers. High impact or high prevalence risks are monitored, with numerical data on key clinical indicators reported in monthly Safety and quality reports. Policies and procedures are available to guide practice and clinical audits are planned, although currently behind schedule. There are systems and monitoring processes for ensuring allegations and incidents of abuse are reported, and while there have been no submissions to SIRS to date, staff were knowledgeable of processes and confirmed they had undertaken training. The organisation’s incident management system informs management of trends or risks and is supported by policies and staff training. The lifestyle program and risk assessment processes ensures consumers are supported to live their best lives which is monitored through consumer feedback mechanisms. 
For the reasons detailed above, I find Requirement (3)(d) in Standard 8 Organisational governance compliant.
Requirement (3)(e)
Requirement (3)(e) was found non-compliant following a Site Audit undertaken from 3 May 2022 to 5 May 2022 where the organisation’s clinical governance framework was found to be ineffective, specifically in relation to minimising use of restraint. The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to, amended Risk assessments to include assessments for specific risks; provided training and education to staff on restrictive practices and the Board have undertaken training in risk management; and revised the Safety and quality report include more detailed key performance indicators, including behaviour management and risks.
At the Assessment Contact undertaken on the 1 February 2023, the Assessment Team found while improvements had been implemented, the organisation was unable to demonstrate elements of the clinical governance framework, specifically in relation to antimicrobial stewardship and restrictive practices, are effectively used to identify, review and monitor trends and clinical outcomes. The Assessment Team provided the following evidence and information collected through interviews and documents which are relevant to my finding:
Antimicrobial stewardship
Management said antimicrobial stewardship is promoted and the use of antimicrobial therapies are monitored. However, the service could not demonstrate staff have received training in antimicrobial stewardship, antimicrobial therapies are actively monitored or the Board receives or seeks information relating to antimicrobial stewardship to understand trends or continuous improvement opportunities.
· Monthly infection logs record the type of infection, antibiotic prescribed, if pathology was requested and if treatment was effective. Logs for December 2022 and January 2023 were only partially complete and there were no comments to indicate effectiveness of treatment. 
· Antimicrobial stewardship did not feature in the Safety and quality report to the Board in December 2022. 
· An Antibiotics report listed the number of antibiotic treatments prescribed each month. The report does not include data illustrating whether antibiotics were for new or existing infections, how many consumers, the type of infections, if based on pathology results or whether they were effective and resolved.
Management acknowledged that whilst antimicrobial stewardship principles and the effectiveness of antimicrobial therapy is assessed for individual consumers, current statistics do not provide commentary, analysis or identification of trends and improvement activities.
Restrictive practices
The Restrictive practices policy states reporting of restrictive practices are to be shown in the monthly Safety and quality report. The report for December 2022 only included statistics for physical restraint, with no further elaboration on other forms of restrictive practice.
To date, the organisation has not had a psychotropic or restrictive practice register, however, a spreadsheet in being finalised. Management were unable to report on trends or obtain data on psychotropic medication and restrictive practices without consulting individual consumer records.
Clinical governance
The Board meets regularly to discuss care and services for the acute and aged care sectors, however, the organisation did not provide documented evidence clinical trends are analysed and discussed. Board meeting minutes for January 2023 did not include discussion of clinical outcomes or the Safety and Quality report. 
The Safety and Quality Report has not included data on infections, antimicrobial stewardship, restrictive practices (excluding physical restraints) or psychotropic medication.
An auditing and indicator program is used to monitor the effectiveness of care and services. Of the five audits commenced since September 2022, one is fully complete and two audits are mostly complete.
· An audit on Consumer information, conducted in August 2022, showed the organisation was performing below benchmark, however, an action plan has not yet been completed.
All current senior staff members, including the Chief executive officer, Director of nursing, Quality manager and Aged care manager commenced within the last 12 months and advised there has been a significant review and evaluation of care and services. A number of deficiencies identified during the Assessment Contact had been self-identified and documented in the organisation’s Risk register, including planned actions. This included identification of non-compliance with practices, documentation and reporting to the Board for psychotropic medication and restrictive practices. A psychotropic medication register is nearing completion.
[bookmark: _Hlk124244622]The provider’s response was limited to commentary directly relating to deficits identified in the Assessment Team’s report. Documentation to support the assertions made was not provided. The response indicated that every matter raised in this Requirement is being addressed, and that the organisation has the right people and systems in place to ensure the clinical governance framework is effective. The provider’s response included, but was not limited to:
In relation to antimicrobial stewardship
An antimicrobial stewardship resource folder has been developed and the Aged Care Quality Standards and antimicrobial stewardship training has been set for all conical and care staff for March 2023.
Monitoring of monthly infections is attended and recorded in the database and person-centred software program. Antimicrobial therapies are monitored and reported quarterly by the Clinical nurse. The documents for December 2022 and January 2023 were working documents only for the Clinical nurse who then inputs the data into the electronic system for reporting purposes.
In relation to restrictive practices
The Restrictive practice policy is currently being reviewed and a Psychotropic register and Restrictive practice register have been implemented.
In relation to clinical governance
An action plan has commenced and will be completed for the audit relating to Consumer information.
The Safety and quality report document has been a constant area of concern to the Board since the May 2022 accreditation. The report was one area flagged by the Board and Chief executive officer as needing immediate attention.
An agreement on a completely new format was reached and it was the format which was presented and endorsed by the Board at the January 2023 meeting. The template was given the misnomer “December Safety and quality report” and treated by the assessors as such and repeatedly impacted on their assumptions regarding the adequacy of our clinical governance.
A re-formatted Safety and quality report, containing meaningful and analysed information that the Board understands will be presented at the February 2023 meeting.
I acknowledge the provider’s response. However, I find the organisation did not demonstrate an effective clinical governance framework which enabled improvements to the delivery of clinical care to be identified and actioned.
While an infection log is maintained, logs sampled were incomplete and a monthly Antibiotics report did not include key information relating to infections, pathology results, effectiveness of treatment or resolution. I find this has not ensured an effective system to prevent, manage and control infections and antimicrobial resistance is maintained to assist to identify trends and opportunities to improve the care and services delivered.
I acknowledge evidence highlighted in the Assessment Team’s report demonstrating understanding and application of best practice in relation to restrictive practices was evidenced and use of restrictive practices for individual consumers is regularly reviewed and minimised. However, consolidated data relating to use of restrictive practices, including psychotropic medications, has not been maintained to enable trends and opportunities for improvement in the use of restrictive practices to be identified and actioned.
Audits undertaken since September 2022 have not been consistently completed, and while an audit completed in August 2022 identified the organisation was performing below the benchmark, actions to address the issues identified have not yet been completed. I have also considered reporting at an organisational and Board level is not sufficient to ensure the overall quality and safety of clinical care is effectively monitored. While I acknowledge the provider’s response relating to the Safety and quality report format, key clinical data, specifically in relation to antimicrobial stewardship and antibiotic use and restrictive practice use, other than physical restraint, have not been consistently reported on through the organisation’s processes. As such, I find this has not ensured that organisational systems required to maintain and improve reliability, safety and quality of clinical care have been effectively implemented and monitored or opportunities to improve outcomes for consumers identified and actioned.
For the reasons detailed above, I find Requirement (3)(e) in Standard 8 Organisational governance non-compliant.
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