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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 Boandik Kessal (the service) has been prepared by R Beaman, 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 staff, consumers/representatives and others
· the provider’s response to the assessment team’s report received 23 November 2022
· the performance report dated 10 June 2021 for site audit undertaken 23 March 2021 to 25 March 2021.
· the performance report dated 02 July 2021 for the assessment contact undertaken on 11 May 2021.

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	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
	Non-compliant 

	Standard 7 Human resources
	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.
Requirement 4(3)(b) – ensure each consumer’s spiritual, emotional and psychological well-being is supported.
Requirement 8(3)(e) – ensure there is an effective clinical governance framework that includes systems and processes for minimising the use of restraint and using open disclosure.


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 

	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 


Findings
The service was found Non-compliant with Requirements 2(3)(a) and 2(3)(d) in this Standard following a site audit undertaken from 23 March 2021 to 25 March 2021 where the service did not demonstrate assessment and planning identified the consumers current needs, goals and preferences, did not consider risks in relation to psychotropic medications, activities of risk, behaviour management, diabetes or clinical monitoring to inform the delivery of safe and quality care, or the outcomes of assessment and planning were not effectively communicated.
The service has implemented a range of improvement actions to address the deficits identified including, reviewing policies and procedures related to risks, reviewing risk assessment tools, a review of all consumers administered psychotropic medications and further education for staff around dysphagia, diabetes and challenging behaviours.
While the service has implemented the above actions the Assessment Team recommended Requirement 2(3)(a) as not met.  The Assessment Team identified two consumers (Consumer A and B) where assessment and planning did not consider risks including restrictive practices, behaviour and continence management to inform care and service delivery. However, I have come to a different view to the Assessment Team.
The Assessment Team provided the following information relevant to their recommendation.
Documentation for Consumer A confirmed a ‘u’ shaped bed rail known as a ‘Townsend pole’ was in place which was not considered by the service as a mechanical restraint.
 No risk assessment was undertaken for the use of the bed rail, or the risks involved. Consumer A was provided gloves to wear to prevent Consumer A from biting their nails.  Documentation confirmed this had not been identified as a restrictive practice and no risk assessment or consideration of alternative strategies were in place. 
For Consumer B assessment and planning documentation did not accurately reflect consumer B’s care needs in relation to continence management and behaviour support.  Documentation confirmed Consumer B is considered to have a chemical restraint a psychotropic medication which was administered on one occasion during October 2022. Staff did not record why it was administered or alternative strategies trialled prior to administration.
The provider’s response acknowledges the findings in the Assessment Team’s report and provides a plan of actions to address the gaps identified in Consumer A and B’s care documentation including undertaking a review of all consumers risk assessments and support plans to update those with current needs of the consumer. 
In relation to Consumer A:
The provider asserts they do not regard the use of the bed pole as a restrictive practice as it is in place to facilitate and enhance Consumer A’s movement and independence with repositioning in bed.  The provider has included additional information including Occupational Therapy and Risk assessments that show the consumer has been risk assessed for the use of the bed pole with strategies in place to make that safe and the bed pole was requested by the consumer.  Furthermore, I do not consider the use of the bed pole a physical restraint.  In relation to the use of gloves for Consumer A, the Assessment Team’s report and provider’s response confirm these are in place to prevent Consumer A from biting their nails.  The provider’s response confirms the consumer is able to take the gloves on and off when they wished to and there is no information provided in the Assessment Team’s report to indicate Consumer A is unable to remove the gloves when they wished.  Additional information in the provider’s response confirms Consumer A’s representative made the gloves and provided those to the service for use.  The Assessment Team’s report confirms Consumer A’s representative has knowledge of and knows when the gloves are applied and the reason for those. As the gloves do not restrict Consumer A’s movement I do not consider those a restrictive practice.
In relation to Consumer B:
The provider’s response acknowledges the information in the Assessment Team’s report around behaviour support plan updates being behind schedule and have provided an action plan that shows these have now been finalised.  The provider in their response has included the updated behaviour support plan that was completed on the day of the Assessment Contact visit 27 October 2022 that includes alternative strategies to manage Consumer B’s behaviour.  While the Assessment Team’s report shows at the time of the Assessment Contact the behaviour support plan for Consumer B did not include their behaviours and strategies, it did confirm this information was on the High Risk Register.  In coming to my decision, I have considered the evidence put forward by the Assessment Team and additional information included in the provider’s response and find that while the service has not competed the assessments for Consumer B’s behaviour the behaviour support plan it has been included in a different source of information for staff to follow.  Further to this I have also considered the administration of medication for behaviour management was done so on one occasion and there is no information or evidence presented to indicate a systemic issue.  
I have considered the information about the administration of medication without an updated behaviour support plan in place in a different Requirement in Standard 8 Requirement 8(3)(e).
Accordingly, based on the information summarised above, I find Requirement 2(3)(a) in Standard 2 Ongoing assessment and planning Compliant.
The Assessment Team recommended Requirement 2(3)(d) as met.  Staff confirmed they are informed of any changes in consumer condition that may impact care and service delivery at handover which occurs at the commencement of each shift.  Consumer representatives confirmed they are included in the development of care and services and are kept informed of any changes and are able to access Consumer care plans when they wish.
Accordingly, I am satisfied Requirement 2(3)(d) in Standard 2, Ongoing assessment and planning is 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 

	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.
	Compliant 


Findings
The service was found Non-compliant with Requirement 3(3)(b) in this Standard following a site audit undertaken from 23 March 2021 to 25 March 2021 where the service did not demonstrate effective management of high impact and high prevalence risks associated with consumer care including weight loss, behaviour and medication management, and with Requirement 3(3)(g) following a COVID-19 Risk Escalation Brief dated 21 January 2022 where the service did not demonstrate effective practices to minimise infection related risks, appropriate infection control practices or had an adequate supply of personal protective equipment.
The service has implemented a range of improvement actions to address the deficits identified including, implementing sighting charts for consumers at risk of absconding, education to staff around high impact and high prevalence risks and infection control principles, development of a consumer risk profile, appointment of a specific infection prevention and control lead.
While the service has implemented the above improvement actions, the Assessment Team have recommended both Requirements are not met.  However, I have come to a different view to the Assessment Team for both Requirements (3)(b) and (3)(g).
The Assessment Team provided the following information relevant to their recommendations:
For Consumer A the service did not identify risks associated with the use of two restrictive practices, a ‘Townsend’ bed pole and gloves worn to prevent biting their fingernails.
The service could not show regular monitoring of Consumer A’s restrictive practices in place.
Two consumers (Consumer B and E) were administered as required doses of psychotropic medications, for Consumer B on one occasion and Consumer E on two occasions during October 2022 and staff did not document clearly the reasons for administering, evidence of monitoring or the alternatives trialled prior to administration.
For two consumers (Consumer’s F and G) the service did not show antimicrobial stewardship principles were effectively used to monitor the appropriate antibiotic treatment was used.
The service does not have an updated antimicrobial stewardship policy to guide staff practice.
The provider’s response acknowledges the information included in the Assessment Team’s report in relation to assessments not being up to date and have provided additional information to show this has now been completed.  The provider’s response includes the following additional information:
For Consumer A the service does not consider the use of the bed pole a restrictive practice and while Consumer A is able to remove the gloves whenever they wish to, the provider asserted in their response they reviewed Consumer A’s care plan and found the use of the gloves to be a mechanical restraint and have included that information on their high risk register. 
The provider’s response acknowledges the information the Assessment Team’s report in relation to the administration of an as required dose of psychotropic medications for Consumers B and E and asserts that staff generally document interventions trialled prior to administration and evaluate the effectiveness of the medication, however, they assert staff do not always record this information.  The provider’s response includes improvement actions to address the gaps identified in the Assessment Team’s report including a memo sent to all staff regarding the administration of psychotropic medication and requirement to document alternatives trialled and the effectiveness of the medication and a review of progress notes daily to identify instances staff may not have documented what is required.  
While the provider has acknowledged the deficits identified in the Assessment Team’s report, I have considered the information regarding the restrictive practices for Consumer A in Standard 2, Requirement 2(3)(a). In relation to the administration of as required medications on one occasion for Consumer A and two occasions for Consumer E, the Assessment Team’s report does not include information to indicate these are ongoing and that they were one off occasions. The Assessment Team’s report confirms both consumers are identified by the service as having a chemical restraint in place in relation to the medications that were administered.  The Assessment Team’s report includes information that staff on the second occasions for Consumer E recorded in progress notes the behaviour, the alternative strategies trialled, and monitoring post administration which indicates staff knowledge in relation to restrictive practice. I am satisfied this is not a systemic or ongoing issue.  Furthermore, the Assessment Team’s report includes information that shows the service has some understanding of Requirement 3(3)(b) including effective medication management, the monitoring of high impact and high prevalence risks and staff identification and response to those risks.
In relation to Consumer’s F and G the providers response acknowledges the deficits identified in the Assessment Team’s report in relation to the lack of an antimicrobial stewardship policy., however I find this is more relevant to Standard 8, Requirement (3)(e) and have considered that information there.  
The provider’s response has additional information including:
For Consumer F the provider asserts pathology was completed whilst they were in hospital and anti-biotic treatment was prescribed and commenced during that stay. After Consumer A transferred back from hospital their wound deteriorated and a wound swab was collected and sent to pathology, following results antibiotics were commenced and then changed due to a reaction.
For Consumer G the provider asserts wound swab was collected and pathology requested prior to antibiotic administration.  However, the provider in their response asserts Consumer G has a diagnosis including Type 1 Diabetes mellitus, putting them at increased risk of wound complications and the medical officer provided directives for antibiotic treatment to commence prior to results being received.  The provider states the medical officer reviewed results and adjusted antibiotic treatment.
In coming to my decision, I have considered the information in the Assessment Team’s report along with the additional information in the provider’s response and find the service acted on the directions provided by the medical officer in relation to the administration of antibiotics to treat wound infections.
Accordingly, I find Requirements (3)(b) and (3)(g) 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.
	Non-compliant 


Findings
The service was found Non-compliant with Requirements (3)(b) in this Standard following an Assessment Contact visit undertaken on 11 May 2021 where it was found the service did not provide services or supports to promote a consumers emotional and psychological well-being specifically in relation to one consumer. 
The service has implemented a range of improvement actions to address the deficits identified including, reviewing the support plan and having gender specific care staff attend to the consumer identified in the previous report, and having additional monitoring measures implemented to identify any incidents that occur within consumer rooms.
Whilst the service has implemented the above improvements the Assessment Team have recommended this Requirement is not met.  The Assessment Team identified two consumer’s (Consumer’s C and D) the service did not support in relation to their emotional and psychological well-being.  
In relation to Consumer C:
Consumer C’s representative confirmed Consumer C’s partner who also resided at the service passed away during January 2022 and due to an outbreak event and Consumer C’s request to attend the funeral was declined by the service.  The representative stated they wanted counselling provided for their consumer, but they were not aware of this occurring.
Staff confirmed Consumer C requires additional emotional support since the passing of their partner in January 2022.  Management confirmed counselling had not been arranged. Lifestyle staff confirmed Consumer C spends time with a volunteer who provides 1:1 Emotional support, however documentation for October 2022 showed Consumer C had not been recorded as receiving any 1:1 visits.
Documentation confirmed staff provided additional support to Consumer C on only four occasions through January 2022 whilst their partner was in end of life stages and after their passing.  
Care documentation reflects Consumer C’s preferences for lifestyle activities and participation documentation confirms for the two weeks prior to the assessment contact visit Consumer C attended five group activities.
In relation to Consumer D:
Consumer D’s representative confirmed staff advised Consumer D’s preferences 1:1 visits and they would source a volunteer for these to occur on a regular basis, but they were not aware if this was occurring.
Consumer D’s social and well being assessment completed on 04 November 2021 states they like one on one chat with polite ladies, to introduce Consumer D to the volunteer and to find a suitable volunteer. Lifestyle participation documentation confirmed in the six months prior to the Assessment Contact visit Consumer D had not been engaged in any activities via the lifestyle program and they did not appear on the services volunteer visit log as requiring individual visits with the volunteer.
Management confirmed Consumer D prefers to remain in their room and the service was still looking for a suitable volunteer.
The provider’s response acknowledges the Assessment Team’s report and asserts the service supports consumers emotional, spiritual and psychological needs.  In relation to Consumer C, the provider in their response states they made a consolidated effort to provide emotional support after the passing of their partner.  The provider’s response includes progress notes from Consumer D’s care documentation that shows staff engaged with Consumer C on a further four occasions through January 2022 and February 2022 in addition to the four occasions documented in the Assessment Team’s report.  I acknowledge the progress notes included in the provider’s response does not draw any reference to Consumer C confirming they felt like they needed more support, or any information from Consumer C’s representative who was contacted on multiple occasions by the service to provide updates.. Further to this the Assessment Team’s report does not include feedback from Consumer C that indicated their emotional needs were not supported.  Whilst the attendance at their partners funeral being declined was described as being an upsetting experience that information does not fall within the intent of this Requirement and as such i have not considered that in the context of this decision.
In relation to Consumer B, the providers response asserts the service arranged a 1:1 volunteer to support the consumer which was in place for several months and ceased in January 2022 due to an outbreak event.  The provider states in their response they faced challenges in engaging the services of volunteers post the outbreak event. 
The provider has included an updated social and wellbeing assessment completed post the Assessment Contact visit on 02 November 2022 which shows a volunteer has been engaged to provide 1:1 visits with Consumer D.  Further to this the provider has included progress notes that confirms on 02 November 2022 Consumer D’s representative was informed of the engagement of a volunteer for weekly visits and that a visit with Consumer D and the volunteer occurred on that same day.  The provider’s response did not indicate any lifestyle support had been provided to Consumer D individually for the time prior to the Assessment Contact visit and in their response confirm the volunteer individual visits ceased in January 2022.  
In coming to my decision, I have considered the information in the Assessment Team’s report which shows Consumer D had not been engaged in activities through the lifestyle program for the six months prior to the Assessment Contact visit and they were not recorded as received individual visits from a volunteer.  I have also considered the information in the providers response that whilst they have engaged a volunteer post the feedback provided by the Assessment Team at the time of the visit there was no evidence to show for the for the ten months between January 2022 and 02 November 2022 when the assessment was reviewed, and a volunteer engaged Consumer D received those supports from service staff in that time.
Accordingly, I find Requirement (3)(c) in Standard 4 Services and supports for daily living Non-compliant.





Standard 7
	Human resources
	

	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.
	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.
	Compliant 


Findings
The service was found Non-compliant with Requirements 7(3)(a) and 7(3)(c) in this Standard following a Directions Notice dated 07 July 2021 and a COVID-19 Risk Escalation Brief dated 21 January 2022 where the service did not demonstrate it had adequate staffing to provide safe and quality care and services, and deficits in the minimisation of infection related risks, infection control practices and outbreak management planning.
The service has implemented a range of improvement actions to address the deficits identified including, increasing clinical hours for registered staff, recruiting additional staff across various delegations, staff employed in the specific Infection Prevention and Control role, education for all staff around infection control practices, and implementing system sot monitor staff practices.
The Assessment Team recommend the service is met in both Requirements.  Consumers and representatives confirmed there are enough staff to deliver care and services in line with their needs, goals and preferences and they did not have to wait long for assistance when requested.
Staff confirmed they felt supported with enough staff rostered on to deliver care to meet the needs of consumers.  Staff stated they attend training regularly and described specific sessions incouding infection control principles and personal protective euiptment practical sessions.
Documentation confirmed the service has increased clinical hours and has an ongoing recruitment process in place to employee additional staff. 
Accordingly, I find Requirements 7(3)(a) and 7(3)(c) in Standard 7 Compliant.

Standard 8
	Organisational governance
	

	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 service was found Non-compliant with Requirement 8(3)(e) in this Standard following a site audit undertaken from 23 March 2021 to 25 March 2021 where the service did not effectively manage and monitor psychotropic medications or have policies and procedures to guide staff practice in relation to antimicrobial stewardship.
The service has implemented a range of improvement actions to address the deficits identified including reviewing the clinical governance framework in line with legislative requirements, educating all staff on clinical governance and obtaining new policies and producers in relation to antimicrobial stewardship.  
While the service has implemented the above actions the Assessment Team have recommended Requirement 8(3)(e) is not met.  The service does not have a current antimicrobial stewardship policy to guide staff practice and documentation confirmed data collected in relation to infections is not identifying whether an infection is new or ongoing, and whether treatment was effective. Two clinical staff did not demonstrate they had an understanding of antimicrobial stewardship.
The service’s specialised care policy does not include the requirement for behaviour support plans for consumers who have a restrictive practice in place.  Four care and clinical staff were unable to demonstrate understanding of restricted practices or their role and responsibilities.  The services high risk register identifies 23 consumers are subject to chemical restraint and almost half do not have a behaviour support plan in place.
The provider’s response acknowledges the deficits identified in the Assessment Team’s report in relation to clinical governance.  The provider asserts they have identified several actions to improve their performance in this Requirement including, education to all staff around antimicrobial stewardship and restrictive practices, updating the clinical monitoring form, including antimicrobial stewardship as a standing agenda item for the organisations medication advisory committee and having clinical staff track and monitor pathogen type and ensure this has been included on the clinical monitoring form. Further to this the provider asserts in their response a commitment to improving their performance in relation to restrictive practices through a review of all consumers with a restrictive practice in place, to ensure all legislative requirements are completed and in place and to review all consumers with a behaviour support plan in place to ensure they meet all restrictive practice requirements.  
In coming to my decision, I have considered evidence presented in the Assessment Team’s report around restrictive practices in Requirements 2(3)(a) and 3(3)(b) and antimicrobial stewardship in Requirement 3(3)(g) and find, while the provider has shown through their response to the Assessment Team’s findings to implement immediate actions to improve their performance in this Requirement, at the time of the visit those actions were not in place and the service did not have an effective clinical governance framework in place. 
Accordingly, I find Requirement (3)(e) in Standard 8 Organisational governance Non-Compliant.
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