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	[bookmark: _Hlk112236758]Name:
	Burrowa House

	Commission ID:
	0260

	Address:
	79 Ford Street, BOOROWA, New South Wales, 2586

	Activity type:
	Assessment contact (performance assessment) – site

	Activity date:
	on 12 February 2025

	Performance report date:
	28 March 2025
	Service included in this assessment:
	Provider: 670 Boorowa Hostel Incorporated 
Service: 276 Burrowa House


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 Burrowa House (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 7th March 2024.


Assessment summary 
	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 8 Organisational governance
	Not 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 3(3)(b)- the approved provider ensures the effective management of risks underpinned by clinical governance systems for safety and quality. Personal and clinical care delivery is reviewed for risk to consumers and appropriate and timely responses to the changing needs of consumers are managed accordingly. 
Requirement 8(3)(e) - the approved provider ensures their clinical governance framework is effective in minimising the use of restraint, restraint authorisation and consent the use of restraint is undertaken in compliance with legislation, staff understand and demonstrate that restraint is a last resort, any application of restraint is documented, and the safety and well-being of all consumers who have an authorised restraint is monitored.


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
Requirement 3(3)(b)
The approved provider was found non-compliant in this Requirement following a Site Audit 7 May 2024 to 9 May 2024. Neurological observations post falls were not being undertaken in line with the approved provider’s policy. In response the approved provider provided education to clinical staff on the management and monitoring requirements following a fall.
During the assessment contact on the 12 February 2025 most consumers and representatives said they were satisfied with the clinical care provided to consumers. Management said high impact and high prevalence risk is discussed daily during handovers, clinical data is monitored monthly, and relevant information provided to the Board. However, the service could not demonstrate effective documentation, reporting and evaluation of risk in relation to wound management, diabetes management, unplanned weight loss, time sensitive medication, and restrictive practice. 
All consumers were subject to environmental restraint as they were unable to leave the facility independently. Following feedback management advised they would review the restrictive practice. 
The approved provider provided additional information which indicated staff have worked with consumers to develop individual risk assessments, documenting consumer’s choice regarding leaving the facility. The information provided did not indicate whether consumers were subject to restrictive practice; and if not, whether they were able to leave the facility independently. During feedback onsite management said education would be required for staff and management in relation to restrictive practice, however no additional information was provided with the response. 
The Assessment Team reviewed wound management for 2 consumers. It was noted pain was not routinely assessed when wound care was undertaken and photography of wounds was inconsistent. 
The approved provider provided copies of pain assessments; however, most were not assessments undertaken during the provision of wound care. A copy of an updated wound management policy was provided which contains directives for pain management to be undertaken during wound care. During feedback the approved provider stated they would facilitate education for staff in relation to wound care, however no additional information was provided with the response. 
A consumer prescribed insulin to manage diabetes had reportable blood glucose levels and directives of when to contact the medical officer documented within their diabetic management plan. The Assessment Team advised the consumer had blood glucose levels in excess of the reportable range multiple times over a 4 week period, however there was no evidence of medical officer notification. It was noted no follow-up blood glucose levels had been taken following results outside the reportable range. The consumer’s diabetic management plan states blood glucose levels are to be taken when clinically indicated.
Following feedback management replied they do not routinely notify the medical officer when blood glucose levels are outside reportable ranges and administer insulin as per the sliding scale. 
The approved provider provided insulin charts following the Assessment Contact which evidenced the medical officer being contacted via email when blood glucose levels were outside normal range. There was no evidence of repeat blood glucose monitoring when clinically indicated.
The Assessment Team reviewed the files of 2 consumers who had experienced consecutive unplanned weight loss over a four-month period. The consumers had been referred to a dietitian however had not been commenced on high protein supplements and their weight had continued to decline. 
The approved provider provided evidence of correspondence with the dietitian following the Assessment Contact and the recommendation of commencing a high protein supplement. The approved provider provided an updated nutrition and hydration policy. 
Two consumers prescribed time sensitive medication had been administered medication outside the prescribed time period multiple times over a 2 week period. 
The approved provider provided medication charts containing medication administration times for a 2 week period following the Assessment Contact which identified adherence to the administration times. 
I have considered consumer and representative feedback. While the approved provider has policies on minimising the use of restrictive practice every consumer was subject to environmental restraint at the time of the Assessment Contact. The approved provider has undertaken risk assessments however information in relation to the number of consumers subject to environmental restraint was not provided in the response. The approved provider did not describe how consumers not subject to restrictive practice can exit the front door independently. It is an expectation approved providers manage risk related to the care of each consumer in line with the consumer’s current care plan. Where the service failed to identify a high impact or high prevalence risk for consumers, this impacts on the ongoing management of the risk for the consumer.
It is recognised the approved provider has taken action following the Assessment Contact on the 7 May 2024 to 9 May 2024 however the service has not identified ongoing deficits of this Requirement and has not taken action to address all areas of non-compliance. 
As such, I find Requirement 3(3)(b) is Not 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.
	Not Compliant


Findings
Requirement 8(3)(d)
[bookmark: _Hlk190696628]The approved provider was found to be non-compliant in this requirement following the Site Audit conducted on 7 May 2024 to 9 May 2024. The approved provider did not have an effective incident management system or adequate clinical oversight of high-impact, high-prevalence risks to consumers living at the service. The service was not able to demonstrate whether they had an incident register. 
The approved provider has taken the following actions to address previous non-compliance. The approved provider demonstrated they developed and maintain an incident register. Staff undergo annual, mandatory training on the serious incident response scheme, elder abuse and neglect. Clinical data for high-impact, high-prevalence risks is being captured and reported to the approved provider’s clinical governance committee and to the Board, however, it was assessed not all relevant information is being provided.
Consumers and representatives said consumers are supported to take risks, feel safe at the service, and live the best life they can. The service demonstrated risk management systems in place supported by a clinical governance framework, policies and procedures and reporting mechanisms. Management identified high-impact high-prevalence risks at the service as weight loss, falls, wounds, medication incidents and behaviours. Management and staff described what constitutes neglect and elder abuse, the serious incident response scheme, and the incident management system in place to identify, investigate and evaluate incidents. Management and staff described high-impact or high-prevalence risks; however, the service was unable to demonstrate relevant information in relation to high impact and high prevalence risk is documented in reports and provided the Board. 
The approved provider has scheduled education throughout 2025 on identifying and responding to allegations of abuse and the serious incident response scheme. Policies are in place to support assessment and identification of risk, and processes in place to facilitate and manage dignity of risk.
Based on the information provided in the Assessment Team report I find Requirement 8(3)(d) is Compliant.
Requirement 8(3)(e)
The approved provider was found to be non-compliant in this requirement following the Site Audit conducted on 7 May 2024 to 9 May 2024.The approved provider was unable to demonstrate an effective clinical governance framework in relation to the identification and minimisation of restrictive practices. The approved provider has taken action to rectify the concerns however, the Assessment Team found deficits remain in the application of environmental restraint. The service has all consumers subject to environmental restrictive practice.
The service has policies and procedures in place to guide staff in relation to antimicrobial stewardship, minimising the use of restraint, and the use of open disclosure when things go wrong. Clinical processes including assessment and review of consumer care needs, staff training, and policies and procedures ensure staff provide consistent clinical care. Staff described the types of restrictive practice, however, were unable to justify why all consumers were subject to environmental restrictive practice.  Staff demonstrated an understanding of antimicrobial stewardship and referred to policies and procedures in place to guide them. Incident documentation demonstrated the use of open disclosure principles when things go wrong. 
Feedback was provided to the approved provider during the Assessment Contact and management advised they would review the systems in place for environmental restrictive practice. 
The approved provider provided evidence of consumer risk assessments undertaken following the assessment contact however, did not provide evidence of staff education. The approved provider did not provide information in relation to the number of consumers who were subject to restrictive practice, and how consumers who are not subject to restrictive practice can exit independently through the front door. 
I have considered the approved provider’s actions to address the non-compliance however it is acknowledged there remain ongoing deficits in relation to the minimisation of restrictive practice in relation to environmental restraint. 
As such, I find Requirement 8(3)(e) to be Not Compliant. 
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