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	[bookmark: _Hlk112236758]Name:
	Dorothy Impey Home

	Commission ID:
	3010

	Address:
	317A O'Hea Street, PASCOE VALE, Victoria, 3044

	Activity type:
	Assessment contact (performance assessment) – site

	Activity date:
	on 29 January 2025

	Performance report date:
	4 March 2025
	Service included in this assessment:
	Provider: 1208 Coburg Home for the Aged Inc 
Service: 1769 Dorothy Impey 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 Dorothy Impey Home (the service) has been prepared by G Cherry, 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 18 February 2025
· Performance Report dated 5 May 2024


Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not applicable as not all requirements assessed

	Standard 5 Organisation’s service environment
	Not applicable as not all requirements assessed

	Standard 6 Feedback and complaints
	Not applicable as not all requirements assessed

	Standard 7 Human resources
	Not applicable as not all requirements assessed

	Standard 8 Organisational governance
	Not applicable as not all requirements assessed


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
There are no specific areas identified in which improvements must be made to ensure compliance with the Quality Standards. The provider is required to actively pursue continuous improvement to remain compliant with the Quality Standards. 
Other relevant matters: 
Dorothy Impey Home is a 3 floor, 95-bed residential aged care service, operated by Coburg Home for the Aged Incorporated. The management have been liaising with the Aged Care Quality and Safety Commission following non-compliance identified due to an assessment contact visit in March 2024.

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
[bookmark: _Hlk191298092]A decision of non-compliance made on 5 May 2024 followed an assessment contact on 18 March 2024 to 20 March 2024. At an assessment contact on 29 January 2025 the provider supplied a current/ongoing plan for continuous improvement (PCI), detailing improvement strategies and progress to address previous non-compliance. Sampled consumers/representatives expressed overall satisfaction consumers receive appropriate care and services. Clinical staff described assessment processes including the clinical care coordinator’s (CCC) responsibility for clinical oversight including consideration of risk. 
However, the assessment team bought forward evidence while assessment of all consumer’s ability to enter/exit resulted in informed consent for environmental restrictive practice, alternate strategies for consumers who could not access the required code, or potential risk due to use of wall heaters were not considered. 
Some sampled behaviour support plans (BSPs) do not identify/describe current behaviour or effective strategies for changed behaviours. Two consumer’s documents detail behaviours relating to unmet needs however did not include factors influencing behaviour or supportive strategies and three consumer’s BSPs detail generic strategies not specific to individual needs. The CCC acknowledged documents are not current, noting provision of staff training and recent liaison with the Commission to ensure BSP’s meet legislative/best practice requirements. 
Consumers ability to enter/exit the service was reviewed and relevant documents completed, including records detailing consumers subject to environmental restrictive practice. However, consideration was not extended to those consumers with cognitive ability however may experience difficulty in gaining access/egress. Management advised engagement of a consultant to assist processes, review policies and increase knowledge. The assessment team observed wall heaters in consumers bedrooms/bathrooms and Management advised of monitoring processes plus planned inclusion in assessment processes regarding possible potential risk. 
The provider advised development of detailed BSPs for all consumers with changed behaviours and/or restrictive practice, using guidelines from Dementia Support Australia to ensure individualised strategies, and implementation of an ongoing review program, plus amendment of policies and provision of staff training. Although they assert a thorough room review occurs during daily care, the topic of wall heaters has been added to risk assessment requirements to ensure formal review/document update occurs on a regular basis. Reassessment of consumer’s cognitive and physical ability resulted in planned implementation of swipe cards to enable independent access/exit. 
[bookmark: _Hlk191990497]I am swayed by the providers immediate actions, plus lack of negative consumer outcome due to incomplete documentation. I find requirement 2(3)(a) is compliant.

Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained, and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Compliant


Findings
A decision of non-compliance made on 5 May 2024 followed an assessment contact on 18 March 2024 to 20 March 2024 due to the inability to demonstrate a comfortable environment for all consumers in relation to temperature, lack of cleanliness in communal areas and identification some consumers were unable to exit/enter the service without assistance.
At an assessment contact on 29 January 2025 the provider supplied a plan for continuous improvement (PCI), detailing improvement actions including engagement of an external painter, additional cleaning staff, revision of cleaning schedules, research in relation to purchase of new air conditioners/room temperature solutions, replacement of air-conditioning controllers with sensors in communal areas, implementation of heatwave checklist/staff training occurred, completion of environmental restrictive practice documentation and review of consumer access to exit. 
The serviced demonstrated effective processes to ascertain/ensure consumers comfortable relating to room temperature and sampled consumers/representatives expressed satisfaction with cleanliness and maintenance. Preventative and reactive maintenance occurs, interviewed cleaning staff and documents demonstrate monitoring to ensure cleaning of all areas occurs, and the service was observed to be clean/well-maintained. Most doors were observed to be open, and consumers consider they have access to external areas/courtyards. Staff advised of monitoring processes to ensure comfort and appropriate hydration and consumers noted previously raising concerns with room temperature and satisfactory outcomes. Management advised planned actions of installing temperature-controlled window coverings. 
Environmental restrictive practice/consent documents exist, and sampled consumers/representatives advised consumers can independently access/exit the service by choice. 

Standard 6
	Feedback and complaints
	

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Compliant


Findings
A decision of non-compliance made on 5 May 2024 followed an assessment contact on 18 March 2024 to 20 March 2024 due to an inability to demonstrate an effective process to record/review and utilise feedback and complaints to improve quality of care and services. At an assessment contact on 29 January 2025 the provider supplied a plan for continuous improvement (PCI), detailing actions including appointment of staff to quality positions plus oversight of comments/complaints and re-introduction of surveys to gain feedback. Kitchen and maintenance staff are required to complete appropriate documents to ensure accurate compilation of all feedback.
Overall, the service demonstrated review of feedback and complaints to inform/improve quality of care and services as Management/staff advised feedback is used to identify improvements via document review. Sampled consumers are satisfied with the process and staff demonstrated awareness of processes. Examples include planned installation of temperature-controlled window coverings in consumer’s rooms and introduction of food heat lamps resulting in consumers satisfaction. 

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
A decision of non-compliance made on 5 May 2024 followed an assessment contact on 18 March 2024 to 20 March 2024. At an assessment contact on 29 January 2025 the provider supplied a current/ongoing plan for continuous improvement (PCI), detailing improvement strategies and progress to address the identified non-compliance including provision of staff training, including open disclosure, restrictive practices, and Serious Incident Response Scheme (SIRS), plus competencies post training to ascertain understanding.
Multiple formats for staff training exist, however a process to ensure understanding does not. Documents detail completed staff training however the service did not demonstrate methods of ensuring training effectiveness as interviewed staff did not demonstrate understanding of restrictive practices. Management advised further staff training in line with the role responsibilities. Management did not demonstrate a thorough understanding of reportable incidents relating to SIRS reporting for one consumer experiencing an unstageable pressure area when identified by staff. Documents demonstrate staff training in identifying pressure injuries occurred however the incident not reported via SIRS. Processes exist to ensure staff have appropriate qualifications prior to commencement and Management monitoring ongoing compliance.
While the provider contends communication obstacles led to staff’s inability to demonstrate knowledge, they have scheduled care staff training and are sourcing electronic training platforms for future education/training. They advised engagement with Aged Care Advisory Service to assist in compliance activities. I am swayed by the providers immediate actions, plus capacity of most staff to demonstrate relevant knowledge. I find requirement 7(3)(d) is compliant.

Standard 8
	Organisational governance
	

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management.
(ii) continuous improvement.
(iii) financial governance.
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities.
(v) regulatory compliance.
(vi) feedback and complaints.
	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.
	Compliant


Findings
Requirement 8(3)(c) – A decision of non-compliance made on 5 May 2024 followed an assessment contact on 18 March 2024 to 20 March 2024. At an assessment contact on 29 January 2025 the provider supplied a current/ongoing plan for continuous improvement (PCI), detailing improvement strategies and progress to address the identified non-compliance including review of feedback and complaints processes, updating of policies and provision of staff training relating to open disclosure, restrictive practices, and SIRS.
The service demonstrated effective governance systems. Staff consider they have access to appropriate information to undertake their roles. Continuous improvement documents detail action resulting from multiple sources and systems capture, identify and trend feedback and complaints. Feedback is documented and discussed at clinical governance meetings, to ensure organisational accountability. An annual budget guides expenditure with financial delegations responsive to other expenses. Effective processes relate to workforce governance and regulatory compliance. 
Information management systems include an electronic care planning system, a range of meeting forums, reports and other information escalated to the board as required. Processes ensure privacy/confidentiality of information, computer access is password protected, and computer equipment locked in secure areas. Policies and procedures guide staff practice. Management advised engagement of an external consultant to assist in ensuring policies are relevant and reflective of current legislative requirements. Embedded systems ensure staff have appropriate qualifications/requirements prior to commencement and position descriptions provide clarity of roles/responsibilities and a handbook provides expectations relating to conduct. The organisation demonstrated meeting regulatory obligations relating to governing body requirements including a consumer advisory body and a member of the governing body with a clinical background/experience. 
Requirement 8(3)(e) – A decision of non-compliance made on 5 May 2024 followed an assessment contact on 18 March 2024 to 20 March 2024. At an assessment contact on 29 January 2025 the provider supplied a current/ongoing plan for continuous improvement (PCI), detailing improvement strategies and progress to address the identified non-compliance including completion of a psychotropic record, and clinical staff conducting 3 monthly reviews of all psychotropic medication, implementation of monitoring processes and staff training relating to restrictive practices and open disclosure. A psychotropic medication document identifies use of chemical restrictive practice. Policies and procedures describe organisational roles/accountabilities for clinical oversight. Incident data details use of open disclosure processes when things go wrong. An antimicrobial stewardship policy guides expectations and infections/antibiotic use is recorded/trended.
A restrictive practice procedure guides staff, BSPs and informed consent records consumers subject to restrictive practices and care planning documents support use of restrictive practices as a last resort. A psychotropic record is maintained/reviewed to identify all consumer subject to chemical restrictive practice. Documents demonstrate regular review of psychotropic medications, ceasing use where appropriate (in consultation with medical officers). The policy does not guide staff in management of restrictive practice in an emergency (although noted no occurrence of need had occurred). Management advised planned reviewed in consultation with the external aged care consultant. 
A policy guides practices relating to open disclosure and documents detail use of appropriate processes occur when things go wrong. Clinical staff demonstrated an understanding of open disclosure practices; however not all interviewed care staff did. Effective systems exist to prevent/manage and control infections and monitor antimicrobial use. Clinical governance documents demonstrate review of quality indicator data, management of infections and trends. A dedicated infection prevention and control lead provides staff training and guidance. 
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