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	Activity type:
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	Provider: 886 Beaufort & Skipton Health Service 
Service: 2985 Beaufort Nursing Home


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 Beaufort Nursing Home (the service) has been prepared by Dee Kemsley, 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 11 February 2025, 
· other information and intelligence held by the Commission in relation to the service.

· 

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

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not applicable as the Standard was not fully assessed

	Standard 8 Organisational governance
	Not applicable as the Standard was not fully assessed


A detailed assessment is provided later in this report for each assessed Standard.
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)(e) – the approved provider must demonstrate 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.
· Requirement 3(3)(b) – the approved provider must demonstrate the effective management of high impact or high prevalence risks associated with the care of each consumer. 
· 

Standard 2
	Ongoing assessment and planning with consumers
	

	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.
	Not Compliant


Findings
The Quality Standard is assessed as not compliant as one of the five specific Requirements has been assessed as not compliant.
At the Assessment Contact conducted 21 January 2025, the Assessment Team identified the service’s clinical monitoring process hadn’t consistently recognised or addressed when changes had impacted the needs of consumers, or when referrals hadn’t occurred. Care plans weren’t always reviewed or updated when changes in consumers’ conditions happened or incidents affected their care needs. A consumer who experienced a choking episode was not referred to the medical or an allied health professional for review, in accordance with the service’s policy. While one consumer with changed behaviours, which included physical aggression, was reviewed following an incident resulting in injury to staff, the need for a higher level of staff assistance during care was not documented in their care plan to guide staff practice. The care plan for a consumer requiring support with donning medical stockings, didn’t include instructions for staff on required application and correct management. A consumer with wandering behaviours, who had a location tracking device applied to alert staff, was found outside the service by another consumer. Their care plan didn’t include instructions for staff, or documented informed consent, for the use of the device. Management advised the Assessment Team the consumers’ care plans would be updated and a dignity of risk assessment form would be completed for the consumer with wandering behaviours. 
The approved provider, in their response to the Assessment Contact report, acknowledged there were gaps as identified in the Assessment Contact report. They advised of actions taken to address these, in accordance with the service’s quality improvement plan submitted. This included review and updating of the swallowing difficulties and choking management policy to align with best practice, and development and introduction of a post choking checklist to be monitored by the nurse unit manager; the checklist is to be introduced during staff huddle education sessions. The provider clarified, and documentation submitted demonstrated, it was recommended staff use 3 people where possible for on bed care provision for the consumer with changed behaviours; this was recorded on the handover sheet to guide staff practice. As the service’s staff profile is 2 staff overnight; the recommendation was made for when available staffing permits and the consumer’s care documentation has been updated to better reflect this. An audit of all other consumers’ mobility and transfer needs was completed and reflected consumers’ care plans were current and appropriate. 
While the provider acknowledged a consumer requiring support with their stocking application didn’t have this reflected in their care plan, they said a handover sheet prompt was available for staff. The consumer’s care plan has now been updated; monitoring of the improvement will occur through the services quality improvement plan. The provider said the wandering alert system worn by a consumer, automatically locks perimeter doors when the consumer approaches. They acknowledged locked door restrict consumers’ free movement and constitutes an environmental restrictive practice. Gaps in the service’s restrictive practices policy didn’t include this and a consent process was not in place. The service has reviewed and updated its policy, developed consent for use of a wandering alert, and updated the consumer’s care and behavioural support plans. Implementation and completion is to be monitored via the service’s quality improvement plan and staff will be provided with education. The provider advised the service does have a dignity of risk policy in place, and a dignity of risk agreement available if required; this would be completed if consent wasn’t provided for the use of the wandering alert. 
I acknowledge the provider has already implemented some corrective actions, and commenced further or ongoing improvements in response to the deficiencies identified. However, at the time of the Assessment Contact the service was not able to demonstrate consumers’ care and services were reviewed regularly for effectiveness, or when the consumer’s circumstances changed. The service’s clinical policies weren’t always current or didn’t reflect the organisation’s legislative responsibilities (such as restrictive practices) to guide staff practice. Consumers’ care plans weren’t consistently updated or didn’t always reflect consumers’ current care needs. In most instances, I noted these deficits had not been identified or addressed by the service’s clinical oversight or monitoring processes. 
The approved provider is still undertaking improvements and it will require time for the service to embed these into their usual practice; evaluation will then need to be undertaken to ensure the improvements are effective. Accordingly, I find that Requirement 2(3)(e) is not 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.
	Not Compliant


Findings
The Quality Standard is assessed as not compliant as one of the seven specific Requirements has been assessed as not compliant.
At the Assessment Contact conducted 21 January 2025, while feedback from most consumers and their representatives was positive about the care and services consumers’ receive, the Assessment Team identified deficits in the management of high impact and high prevalence risks associated with consumers’ care. This included monitoring and review following a choking episode, wound management, behaviour monitoring and post falls management. The organisation’s policy and procedures had not been consistently followed and the safety and comfort of consumers had not been effectively monitored by the service. 
A consumer experienced a choking incident early in 2025, developed breathing difficulty and they were reviewed by clinical staff at the time. However, post incident follow-up/monitoring didn’t happen and the consumer wasn’t reviewed by medical or allied health professionals. Management acknowledged follow-up hadn’t occurred, said other consumers had experienced choking incidents previously and the service had updated its swallowing difficulties and choking management policy in December 2024. Mandatory training was added for staff, staff supervised consumers during meals, and equipment was available for use in such an emergency. Monitoring of pressure injuries was not completed in line the service’s wound management procedure; wound photography and measurements, to monitor progress of the wound, were inconsistently done, recorded, or completed late. For one consumer with a stage one pressure injury that showed stages of improving and deteriorating; 3 months later the wound was recorded as a stage 3 pressure injury. Management said they were aware of the gaps and were improving wound documentation through staff education. 
While a geriatrician recommended a consumer with identified changed behaviours be reviewed by a mental health specialist mid-2024, this hadn’t occurred. The consumer’s behaviour monitoring chart, used to record episodes of changed behaviours and to review strategies implemented for effectiveness, was not always completed by staff, for times staff recorded elsewhere the consumer had displayed changed behaviours. Management said the consumer’s care plan supported the consumer’s refusal of care or refusal to attend medical appointments, and the service hadn’t been able to persuade the consumer see a specialist since the geriatrician’s review. Management advised while staff should record the consumer’s changed behaviours, they had become familiar with the consumer’s behaviours, considered them normal, and hadn’t record them on behaviour charting. A consumer sustained an unwitnessed fall and staff recorded extensive facial bruising with ongoing bleeding. While post fall assessment and neurological observations were completed, the consumer’s pain was not initially monitored and they weren’t reviewed by medical or allied health professionals post fall; pain monitoring was only completed two and a half weeks post fall. Management said a ‘stop and watch’ programme was introduced to minimise gaps in clinical care. Staff were given instructions that included pain monitoring requirements post fall.  
The approved provider, in their response to the Assessment Contact report, acknowledged some of the gaps identified within the report and advised on actions taken to address these. The swallowing difficulties/choking management policy has been circulated to staff and a post choking checklist has been developed; this has been considered further under Standard 2, Requirement 2(3)(e). Any choking or near choking incident will be reported as an incident and reviewed weekly at the clinical meeting; further in-depth clinical investigation will be undertaken as required. Wound management education is already scheduled on the 2025 education calendar (in August); however, short education sessions will occur to reinforce the importance of accurate measurements of wounds. Completion and implementation will be monitored through the service’s quality improvement plan. Pressure injuries are reported on incident and discussed at weekly clinical meetings to ensure appropriate strategies are in place. A registered nurse, who has completed further education in wound management, reviews all current consumers’ wounds for weekly wound management. I note the provider didn’t submit a response or documentation to support a review had occurred for the consumer whose pressure injury wound, which was initially identified as stage 1, was documented as a stage 3 pressure injury at the time of the Assessment Contact.     
In relation to the consumer with changed behaviours the provider advised they have been a resident for many years, has exhibited the same behaviours over this time, and extensive assessments and tailored management plans developed to support management of their complex behaviours. The provider denied ongoing behaviour charting for the consumer was required and said it had been done after particularly difficult behaviours were exhibited by the consumer. While staff had reported changed behaviours in the consumer’s file, these were not new behaviours requiring any change to the existing strategies documented. Strategies were reviewed, remained the most effective strategies to de-escalate the consumer’s behaviours, and did not necessitate additional behaviour charting.
The provider reiterated the consumer who experienced a fall was assessed by the associate nurse unit manager, the medical officer on-call was contacted, and no additional instructions or monitoring was noted to be required; they said a registered nurse recorded the consumer appeared comfortable. The provider did acknowledge the process for pain monitoring after a fall is an area for improvement and they have updated the service’s falls prevention and management policy to include pain monitoring. The service’s post fall check list has also been updated to include prompts for pain monitoring post fall. The nurse unit manager will monitor the checklist for completeness, ensuring appropriate follow up occurs after a fall incident. This improvement will be further monitored via the service’s quality improvement plan, with staff education planned. 
I acknowledge the provider has already implemented some corrective actions, and commenced further or ongoing improvements in response to the deficiencies identified. However, at the time of the Assessment Contact the service was not able to demonstrate consistent and appropriate management of high impact and high prevalence risks associated with consumers’ care. This is specifically in relation to review or monitoring following a choking episode, wound management, behaviour monitoring and post falls management. I note that while the service updated their swallowing difficulties and choking management policy in December 2024, staff did not follow this policy when a further choking episode occurred for a consumer in January 2025; staff hadn’t referred the consumer for medical or allied health review as is required. In most instances, the deficiencies documented in the Assessment Team’s report had not been identified or addressed by the service’s clinical oversight or monitoring processes. 
While the provider advised they hadn’t been able to persuade the consumer with changed behaviours to see a mental health specialist, said the consumer’s reviewed behaviour management strategies remain effective, and additional (consistent) behaviour charting isn’t required; I note the consumer was recently involved in a serious incident where a staff member sustained injuries that included fractures. I acknowledge elsewhere in the Assessment Team’s report, service management advised they would now be arranging for a practitioner to review the consumer’s care needs; I encourage the provider to ensure a review occurs as soon as possible to ensure behaviour management strategies are appropriate to mitigate any further risk of harm to the consumer or those involved in the provision of their care. 
The provider is still undertaking improvements and it will require time for the service to embed these into their usual practice; evaluation will then need to be undertaken to ensure the improvements are effective. Accordingly, I find that Requirement 3(3)(b) is not 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
The Quality Standard was not fully assessed, and therefore has not received a compliance rating. One of the five specific Requirements has been assessed and found compliant.
At the Assessment Contact conducted 21 January 2025, the service demonstrated that overall the workforce was competent, and members of the workforce had the qualifications to perform their roles effectively. Management said, and documentation demonstrated, staff completed general work and role specific competencies each year and competencies were re-completed if incidents occurred. Staff felt they had the necessary skills to perform their role and were supported by management to access additional training when required. Consumers and their representatives said staff had the knowledge and skills to perform their roles effectively and care and services were provided in accordance with the consumer’s needs and preferences. The service maintained further records related to staff skills, qualifications for each role, and monitored police checks and professional registration where required. Management said the service employs registered nurses and enrolled nurses to provide care to consumers. Some registered nurses said they would benefit from receiving further serious incident response scheme (SIRS) training and management advised this education would be provided. 
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
The Quality Standard was not fully assessed, and therefore has not received a compliance rating. One of the five specific Requirements has been assessed and found compliant.
At the Assessment Contact conducted 21 January 2025, the service demonstrated that overall they had a risk management framework with defined responsibilities around risk management and risk oversight. The risk management process included identification, evaluation and rating of risks, and the Board are responsible for overseeing risk. Generally, organisational policies, procedures and flowcharts were available relating to high-impact, high-prevalence risks, abuse and neglect, supporting consumers to live their best lives, and incident management and prevention. Incidents were captured, assigned an incident severity rating and the director clinical services determined whether an incident should be reported as serious incident response scheme (SIRS) occurrence. Analysis, trending and benchmarking results on consumer incidents, complaints and performance indicator monitoring was reported on regularly, including to the Board.
The Assessment Team identified some gaps in relation to high impact, high prevalence risks for consumers at the service level, which included monitoring and review following a choking episode, wound management, behaviour monitoring, post falls management and restrictive practices included consent relating to the use of a location tracking device for a consumer. This has been considered further under Standard 2, Requirement 2(3)(e), and Standard 3, Requirement (3(3)(b). In relation to medication management; following an increase in medication incidents (August to October 2024) staff had re-completed medication competencies and review of medication incidents identified these incidents had decreased from 13 to 6 in the past 3 months.
In relation to responding to abuse and neglect of consumers, while serious incident response scheme (SIRS) notifications made by the service had been mostly appropriately reported, managed and reviewed by the Board; the Assessment Team identified 3 incidents that possibly required SIRS reporting. These included medication being administered contrary to the consumer’s documented care requirements and faulty equipment resulting in a consumer’s fall with potential ongoing psychological impact. Management advised these incidents hadn’t been considered reportable incidents as there weren’t adverse outcomes or medical treatment required. However, management further acknowledged these incidents may have required reporting and as a result, a review of their SIRS processes would occur, additional SIRS training would be provided, and the clinical directors would decide what incidents are to be reported to SIRS; these improvements will be added to the service’s quality improvement plan. 
In relation to supporting consumers to live their best lives management said, and documentation demonstrated, a consumer representative represents consumers interests on the consumer advisory committee. Complaints and feedback are reviewed and discussed in various organisational meetings, including clinical governance meetings. 
While the provider did not respond specifically to the issues brought forward in this Requirement, their reply to issues raised in Requirements 2(3)(e) and 3(3)(b) reflect actions taken to update relevant service policies to guide staff practice. These included the swallowing difficulties and choking management policy, restrictive practices policy, and falls prevention and management policy; these improvement are to be monitored via the service’s quality improvement plan, with staff education planned. In considering the provider’s response, which includes review and updating of organisational relevant policies, and evidence in the Assessment Contact report, which included management reviewing their reportable incident processes, I am satisfied the provider has shown commitment in its response, and has taken timely action to ensure the service has risk management systems and practices in place. 
I find Requirement 8(3)(d) is compliant. 
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