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	Performance report date:
	14 March 2025
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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 Coppin Centre (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 (performance assessment) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff, management and others; and 
the provider’s response to the Assessment Team’s report received 5 March 2025 and 7 March 2025, which includes commentary relating to the deficits identified, supporting documentation and an action plan. The response also includes a continuous improvement plan to address the deficits identified. 
· 

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

	Standard 3 Personal care and clinical care
	Not applicable

	Standard 7 Human resources
	Not applicable

	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.
Standard 8 requirement (3)(d)
To ensure high impact or high prevalence risks are effectively identified and managed and incidents are managed and prevented, continue to implement planned actions as outlined in the action plan and continuous improvement plan. The provider should ensure strategies to monitor and review efficacy of actions, as well as staff competency and improved consumer outcomes are implemented.  


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


Findings
The Assessment Team recommended requirement 2(3)(a) met and provided the following information gathered through interviews, document review and observations. 
[bookmark: _Hlk121490682]Consumers and representatives interviewed feel included and engaged in assessment and planning processes, stating staff discuss consumers’ needs, goals, and preferences, including activities of risk. A range of assessments, including validated assessment tools, are completed to identify risks and consumers’ individualised needs and preferences relating to personal, clinical and lifestyle aspects of care. Initial assessments are completed in consultation with consumers and their representatives on entry and ongoing. All care files sampled evidence regular reassessment and planning, including applicable charting in relation to behaviours, diabetes, wounds, pain, personal hygiene, pressure area care, mobility, nutrition, and hydration. For 2 consumers, dignity of risk forms have been completed relating to aspects of care, and include goals, interventions to mitigate risk and applicable consultation and consents, where required.  
Based on the Assessment Team’s report, I find requirement 2(3)(a) 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


Findings
The Assessment Team recommended requirement 3(3)(b) met and provided the following information gathered through interviews, document review and observations. 
Consumers said they receive the clinical care they need to manage their complex care needs, including in relation to falls, diabetes, wound care and behaviour support. There are processes to identify, assess, plan for, manage and review high impact or high prevalence risks associated with consumers’ care, with care files sampled evidencing appropriate management of risks relating to falls, skin integrity/wounds, behaviours, unplanned weight loss, and pain. Care files also evidence involvement of medical officers, specialist services and allied health professionals in the assessment and management of identified clinical risks. Care documentation shows consumers are safely monitored after sustaining a fall and consumers who have a diagnosis of diabetes have blood glucose levels measured as directed and medication as prescribed. Consumers requiring behaviour support are supported by staff with individual strategies and are monitored for pain and emotional support needs. 
Based on the Assessment Team’s report, I find requirement 3(3)(b) compliant. 


Standard 7
	Human resources
	

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Compliant


Findings
The Assessment Team recommended requirement 7(3)(d) not met and provided the following information gathered through interviews and document review. 
Management said service level processes to monitor mandatory training are cumbersome, and while monitored, completion rates have reduced in recent months due to hiring of new staff and annual leave of the key staff overseeing training.
Staff interviewed are not knowledgeable of restrictive practices and said they have not completed related training. Restrictive practices training is incorporated in an elder abuse and serious incident response scheme (SIRS) module, with records showing 64 of 334 staff have not completed this training. While records show 32 of 46 staff have completed training in relation to high impact or high prevalence risks, staff could not consistently describe consumers at risk. Staff who have not attended this training have not been followed up. While some staff have received toolbox training in relation to correct positioning of bed heights, staff provided inconsistent feedback in relation to correct positioning to mitigate falls risk. Staff who have not attended the training have not been followed up and training has not been evaluated. Management acknowledge workforce deficits in incident management processes, including post-falls analysis and documentation of incidents and stated a new policy is in development which will include additional training to support the workforce.
In their response, the provider acknowledges there are areas requiring remediation and committed to continuous improvement. The response evidences a range of actions implemented subsequent to the assessment contact in response to the deficits identified. This includes reviewing all outstanding training and issuing letters to staff who have not completed training. Records show approximately 91% of staff have completed mandatory training components, up from 80% at the time of the assessment contact. Additionally, 90% of staff have completed reporting abuse and serious incidents training and 98.9% have completed restrictive practice training modules. Education sessions on open disclosure, high impact high prevalence risks, SIRS and restrictive practices have been undertaken, and to further enhance staffs’ knowledge of consumers with high impact or high prevalence risks, improvements are being made to the handover process. Measures have also been taken to educate and support staff to ensure appropriate bed heights. In relation to workforces’ understanding of incident management processes, incident management and documentation training is being developed for senior staff and managers, and managers will be required to complete root course analysis training in the next 3 months. 
Based on the provider’s response, I find requirement 7(3)(d) compliant. A range of actions have been implemented subsequent to the assessment contact, resulting in improved mandatory training completion rates, as well as monitoring and oversight. I would encourage the provider to continue monitor and review actions implemented for effectiveness, as well as overall processes related to this requirement to ensure efficacy, staff competency and improved consumer outcomes. 


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.
	Not
Compliant


Findings
The Quality Standard is non-compliant as the requirement assessed is non-compliant. The Assessment Team recommended requirement 8(3)(d) not met and provided the following information gathered through interviews and document review. 
[bookmark: _Hlk193097094]Incidents reported through the incident management system do not reflect adequate detail, investigation, follow-up and analysis to understand root cause. Additionally, incident management systems do not contain sufficient description of incident escalation, including cascading alerts to notify management of serious incidents, including SIRS and falls with transfer to hospital, and there are a high number of outstanding incidents requiring closure.
While management described falls as a key organisational risk, they acknowledge deficits in processes to inform staff of falls management strategies and other high impact or high prevalence risks, and workforce knowledge. Electronic handover sheets do not capture required detail to ensure staff are aware of falls mitigation strategies for all consumers and a risk is posed by newer or agency staff receiving incomplete handover information. Staff interviewed could not consistently identify high impact or high prevalence risks for each consumer within areas they work. Elder abuse and SIRS training has not been completed in line with organisational policy and staff interviewed are not knowledgeable of restrictive practices. Not all staff have completed training in relation to positioning consumer beds at an appropriate height, and while allied health staff said they have discussed strategies to guide staff, these have not been actioned one month following discussions.
Clinical monitoring and reporting is not undertaken in a consistent way to understand if risks are well managed. While management described systems to monitor and review risks relating to consumer care, they acknowledge the organisation has trialled multiple formats to report and analyse information in relation to high impact or high prevalence risks and an agreed format is yet to be embedded. The quality committee, which has been in place for 5 months, has been redesigned to oversee services, and how reporting is produced and tabled to show deficits, actions and outcomes is being reviewed. 
The provider’s response outlined a range of actions planned or taken to address the deficits identified. This includes review of the electronic reporting tool to improve reporting information, with enhancements to be incorporated in an upcoming system release. Incident reporting procedures will be updated to mandate call bell reviews for unwitnessed falls. Arrangements are being made for root cause analysis training for management to support incident investigation and analysis. Senior management are receiving daily reports of all incidents, with refinements since made to reports to improve information. To ensure closing out of incidents in line with policy, senior clinical staff will be trained to close out incidents and ensure appropriate interventions are in place. To address deficits relating to risk mitigation strategies, risk management and high risk incident management protocols are being reviewed. An escalated incident management protocol is being developed to better manage high risk incidents and support sites with resources to facilitate strategies to manage risk. Education will be provided to all clinical staff on incident analysis and evaluation, including in relation to high impact or high prevalence risks, incident management, documentation and falls management; SIRS; clinical deterioration; and restrictive practices.  To assist in informing staff of consumers with high impact or high prevalence risks and care needs, a dashboard has been developed which extracts information for the electronic care system. 
I acknowledge the provider’s response. However, I consider risk management systems and practices relating to management of high impact or high prevalence risks and managing and preventing incidents are not effective. Clinical monitoring and reporting has not been undertaken in a consistent way to understand if risks associated with consumers’ care are well managed. This potentially limits the service’s and organisation’s ability to identify patterns of risk and take timely action to minimise impact of risk. There are deficits in processes to inform staff of strategies to manage high impact or high prevalence risks overall, which was acknowledged by management and evidenced through staffs’ lack of knowledge relating to high impact or high prevalence risks for each consumer within areas they were working. Incident reporting lacks detail, including in relation to investigation, follow-up and analysis. As such, the service’s and organisation’s ability to identify the root cause of incidents and prevent similar incidents from occurring is limited. I have considered that while the provider has identified a range of improvements to address the deficits identified, a number of these improvements are yet to be implemented or embedded. As such, time will be required to implement, establish and review efficacy of the planned actions, as well as staff competency and improved consumer outcomes.  
For the reasons detailed above, I find requirement 8(3)(d) non-compliant. 
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