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	Address:
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	Assessment contact (performance assessment) – site
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	Performance report date:
	27 February 2025
	Service included in this assessment:
	Provider: 589 Lollies Management Pty Ltd 
Service: 3693 Forest Lake Lodge


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 Forest Lake Lodge (the service) has been prepared by S Turner, 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 5 February 2025 and 20 February 2025 
· information held by the Aged Care Quality and Safety Commission in relation to the service.

Assessment summary 
	Standard 3 Personal care and clinical care
	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.
Each consumer is to receive safe and effective personal and clinical care that is individualised and tailored to their needs and optimises their health and well-being.
Information about consumers’ needs and preferences is to be documented and communicated to staff, and with others, who provide care. 


Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	Not Compliant

	Requirement 3(3)(e)
	Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
	Not Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant


Findings
I have considered the report for the Assessment Contact conducted 30 January 2025 to 31 January 2025 and the approved provider’s response and am satisfied Standard 3 is not compliant as Requirements 3(3)(a) and 3(3)(e) are not compliant. Non-compliance is based on the following analysis of information brought forward in the Assessment Contact report and in the approved provider’s response in relation to these requirements. 
Requirement 3(3)(a)
Consumers and representatives provided mixed feedback about the personal care provided by staff. While some consumers reported receiving appropriate care other consumers and representatives expressed dissatisfaction with aspects of care including oral health, hygiene, and the management of pain, hearing aids and glasses.
Care related documentation was not updated in a timely manner to ensure staff and other health professionals had access to current information about consumers’ needs and preferences. 
Staff did not demonstrate a shared understanding of consumers’ needs and preferences including their hygiene needs, pain management requirements and behaviour support strategies. 

Staff practices did not align with organisational policies particularly in relation to the management of falls, diabetes mellitus and pain. For example:
· Care documentation for a number of consumers who experienced pain demonstrated inconsistent pain management and monitoring processes. Pain assessments had not been completed in response to reported pain and the evaluation of pain management interventions had occurred inconsistently. 
·  Staff did not demonstrate a shared understanding of the management of a consumer with diabetes mellitus and blood glucose monitoring for the consumer had not occurred.
· Policies and procedures relating to falls management were inconsistent and care related documentation demonstrated that for one consumer, relevant assessments were not completed in a timely manner post fall. 
In response to feedback from the Assessment Team, management updated the plan for continuous improvement with remedial actions that included staff training, and revision of relevant assessment tools, policies and procedures.  
The approved provider in its response to the Assessment Team’s report acknowledged the Assessment Team’s findings and committed to addressing the identified deficits and implementing quality assurance measures to maintain compliance with the Quality Standards. The response included evidence of improvement initiatives such as excerpts from revised care plans and diabetes management plans, attendance records for staff training sessions, policies, work instructions and a plan for continuous improvement. Actions included but were not limited to the following:
· For a number of consumers who were named in the Assessment Contact report, assessments and care plans have been revised and evidence of this was provided. Staff training has been conducted including toolbox sessions outlining the specific care needs of individual consumers. Senior clinical staff are monitoring care delivery and improvement initiatives have been discussed with the consumers’ representatives. 
· The service has committed to an ongoing review of all consumers’ sensory needs together with staff training relating to basic daily care needs and the management of hearing aids, dentures and eyewear. 
· The service has partnered with a national dementia support service and is participating in the organisation’s Dementia Respite Education and Mentoring Project. Registered staff, care staff and general service staff have attended coaching sessions to improve the service’s ability to care for consumers with dementia. Additionally, training is occurring to enhance staff understanding of dementia care and the importance of individualised behaviour strategies.
· Policies relating to falls management and pain management have been reviewed to ensure consistency, and action has been taken to enhance policy adherence, risk assessment processes and staff accountability. Staff education has been included as an element of this initiative.
I am satisfied the service is committed to remediating the deficiencies brought forward in the Assessment Contact report and that actions have commenced to support the delivery of safe, quality care to consumers. While I acknowledge some improvement initiatives are completed, others are yet to be finalised, and I am of the view that these processes will take some time to fully embed in staff practice and evaluate, to determine ongoing effectiveness. I find Requirement 3(3)(a) is not compliant. 
Requirement 3(3)(e)
The service did not have effective processes to ensure information about consumers’ needs and preferences was documented and communicated to those people who were responsible for care delivery. There were instances where staff did not have an understanding of consumers’ individual needs, and some consumers and representatives said care delivered was not always in line with consumers’ needs and preferences. 
The Assessment Team’s report includes detailed information about three named consumers who had varying needs relating to swallowing and choking risks, changed behaviours, mobility impairment and pain management. Care plans did not reflect current information relating to these consumers’ needs, including information arising from recent assessments and allied health reviews. Staff did not have a shared understanding of the consumers’ needs and care delivery was not always aligned with care directives. 
In response to feedback from the Assessment Team, management updated the plan for continuous improvement with remedial actions that included care plan reviews, staff training, and revision of relevant policies and procedures. The response included evidence of improvement initiatives such as excerpts from revised care plans and diabetes management plans, attendance records for staff training sessions, policies, work instructions and a plan for continuous improvement. Actions included but were not limited to the following:
· Policies and procedures have been reviewed, for example:
· The Care and Services’ Planning Policy and Procedure were updated and provide detailed guidance as to when care plans are to be reviewed.
· The Pain Management Policy has been reviewed to strengthen processes for the identification, assessment and management of pain.
· The newly created position of Clinical Educator has been filled, and the staff member has commenced working with staff to ensure they have the knowledge and skills to provide care and services. Additionally, the service has engaged external consultants to assist the service going forward in relation to ensuring compliance and in preparation for the new standards.
· A review of all consumers’ diagnoses was initiated to ensure accuracy with electronic records, and processes have been established to ensure assessments, discharge summaries, medical documentation and other consumer information is stored appropriately in information systems.
· Consumers’ care plans were being reviewed in collaboration with the consumer and their representatives to reflect current needs and preferences. Reporting mechanisms were established to monitor progress, and senior clinical staff were ensuring staff adherence to care plans. 
· Toolbox sessions were conducted and included strategies to support individual consumers who had risks associated with their care including swallowing and choking risks, cognitive impairment and hygiene, and the use of sensory aids, and mobility and pain management. Further education is being planned to ensure staff can support all consumers with an identified need, in relation to their nutrition needs, and minimise risk of choking. 
· Staff training and education is addressing pain assessment techniques, non-pharmacological pain management strategies, and associated documentation. Further education in diabetes management and medication administration protocols is being planned. 
· Choking and dysphagia assessments were being undertaken for all consumers and where a need was identified the consumer was being referred to a speech pathologist. 
· Handover processes have been reviewed and updated to include reasons for hospitalisation and post-hospitalisation changes in care delivery. 
I am satisfied the service is committed to remediating the deficiencies brought forward in the Assessment Contact report and that actions have commenced to improve the documentation and communication of consumers’ needs and preferences. While I acknowledge some improvement initiatives are completed, others are yet to be finalised, and I am of the view that these processes will take some time to fully embed in staff practice and evaluate to determine ongoing effectiveness. I find Requirement 3(3)(e) is not compliant. 
Requirement 3(3)(f)
Management and staff described the referral process and said this occurred when there was a change in a consumer’s health and well-being. Registered staff understood the referral process and said management was supportive of referrals to health professionals and other organisations. 
Management advised and care documentation confirmed the service was supported by a suite of health professionals including nurse practitioners, medical officers, physiotherapist, dietitian, speech pathologist and a podiatrist. Additionally, referrals were made to a geriatrician, dementia support services, mental health services and palliative care teams as required. Review of care documentation demonstrated health professionals assessed consumers and provided care directives to support care delivery and that referrals were made in a timely manner.
While the service ensured timely referrals were made, the outcomes and related assessments were not consistently clearly documented, and staff did not have a shared understanding of the resultant recommendations; the weight of this information has been considered as an element of Requirement 3(3)(e). 
Based on the information in the Assessment Contact report, I am satisfied timely referrals to other health professionals are occurring. I find Requirement 3(3)(f) is compliant. 
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