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This performance report
This performance report for Grace Villa Aged Care (the service) has been prepared by Bruce Bassett, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 40A 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 Site Audit 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 15 December 2024. 
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Not Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Compliant

	Standard 4 Services and supports for daily living
	Not Compliant

	Standard 5 Organisation’s service environment
	Not Compliant

	Standard 6 Feedback and complaints
	Not Compliant

	Standard 7 Human resources
	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.
· The service must ensure that consumers are supported to take risks that are important to living their best life. 
· The service must ensure initial and ongoing assessment and planning with consumers and their representatives, particularly in relation to the use of restrictive practices. 
· Consumers must be supported to maintain important relationships and engage with their local community. 
· The service must ensure consumers are supported to move freely inside and outside the service. 
· The service must ensure that consumers and representatives complaints and feedback receive appropriate action and response and are used to improve the quality of care and services. 
· The service must ensure that staff receive appropriate training and that this is consistently documented
· The service must ensure the governing body promotes a culture of safe and quality care and maintains effective governance systems which manage high impact and high prevalence risks for consumers particularly in relation to restrictive practices. 
Standard 1
	Consumer dignity and choice
	

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Compliant

	Requirement 1(3)(b)
	Care and services are culturally safe
	Compliant

	Requirement 1(3)(c)
	Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
	Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Not Compliant

	Requirement 1(3)(e)
	Information provided to each consumer is current, accurate and timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
	Compliant

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant


Findings
Consumers and their representatives said staff treat consumers with dignity and respect. Staff interacted with consumers in a respectful manner, for example, by always speaking clearly and slowly, and confirming the consumer understands them. Staff demonstrated an understanding of consumers’ backgrounds and individual preferences. Care documentation reflected what is important to consumers to maintain their identity.
Consumers said they have a choice about how their personal care and other services are provided. Staff described how they support consumers to make decisions about their care and services. Consumers’ care plans identified when a representative is to be involved in decision making, and staff demonstrated awareness of these choices. 
Consumers and representatives said they receive appropriate information, at the right time, and in a way they understand. This included information on meetings, activities and food choices. Staff described multiple formats in which information is communicated to ensure it is easy to understand and available to consumers and representatives. 
Consumers interviewed said their privacy is upheld and respected by staff. Staff described how they ensured consumers’ privacy when undertaking personal care, sharing information with colleagues and maintaining records in private areas. The service has policies and procedures to guide the collection, use, and storage of confidential information.
Considering the information above, I have decided requirements 1(3)(a), 1(3)(c), 1(3)(e), and 1(3)(f) are compliant. 
With respect to Requirement 1(3)(b), the assessment team report indicated the service did not demonstrate care and services are culturally safe, specifically for cultural and linguistic diverse (CALD) backgrounds.
For example, one named consumer, who has limited understanding of English, was described as relying upon her daughter to raise any concerns or feedback, choice of meals and assistance during activities. Another consumer expressed frustration at not being able to engage with his culture as no-one at the service spoke his native language (Italian). 
Following feedback from the assessment team, management said the service does not engage external translation services to involve consumers in care planning, to translate information or to understand a consumer’s preferences and needs, and that the family are responsible for translation. The report recommended the requirement as not met. 
In response to the assessment team report, the service advised they only have one consumer who does not speak English. The service advised this consumer prefers to have her daughter raise any concerns on her behalf and has specifically said she does not wish any documents to be translated into Mandarin. The service also advised several members of staff can speak Mandarin and they converse with this consumer regularly. Evidence of this was provided with the response. 
Regarding the other named consumer, who expressed frustration as not being able to engage with his Italian culture, the service advised they had previously been unaware of this. The service advised they have reached out to local community groups which may be able to provide a volunteer to engage with the consumer in Italian but have so far been unable to locate this support. 
The service disputed it does not engage with external translation services and advised they only informed the assessment team they had not required the use of translation services. Despite this, the service advised they have implemented the use of language services through translation applications (apps) on electronic tablets available to staff and have engaged the services of external aged care diversity support unit and provided training to staff regarding culturally specific care. 
I am persuaded that the service has taken sufficient steps to address the deficiency identified by the assessment team and therefore I have decided the requirement is compliant. 
With respect to Requirement 1(3)(d), the assessment team report indicated consumers said they were not included in decisions involving risk or solutions to reduce risk where possible. Staff did not demonstrate a shared understanding of supporting consumers in undertaking risk, and review of documentation demonstrated the service did not identify risks inherent to consumers’ choice or implement risk mitigation strategies to support independence and choice. 
For example, a named consumer with a known choking risk did not have a risk assessment completed for his choice to continue to eat bread. Another consumer, who chooses to smoke, did not have a risk assessment regarding this choice, said the risks of smoking had not been discussed with him and he had not been provided with the option to manage his own cigarettes. 
In response to the assessment team report, the approved provider acknowledged errors regarding the named consumer with a choking risk who continued to eat toast. The service provided records demonstrating they had apologised to the consumer and his representative for the oversight in not completing a dignity of risk assessment. This has now been conducted and the consumer has chosen not to eat toast anymore. The service also outlined other actions taken to ensure staff were aware of this.
The service advised risk assessments have now been conducted for all residents who smoke within the service. Risk assessments have also been completed for consumers who are restricted from leaving the service. 
I acknowledge the remedial action taken by the service to address the specific examples contained within the Assessment Team report. However, I am not convinced staff have a shared understanding of supporting consumers in undertaking risk or that processes are embedded to manage risk. 
Therefore, I have decided Requirement 1(3)(d) is not compliant. As one requirement within the Standard is not compliant, Standard 1 is not compliant. 

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.
	Not Compliant

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	Compliant

	Requirement 2(3)(c)
	The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer.
	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

	Requirement 2(3)(e)
	Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
	Compliant


Findings
Consumers and representatives said, and care documentation evidenced, consumers’ current needs, goals and preferences, including advance care and end of life (EOL) planning are included in the assessment and planning process. Clinical staff said there is a discussion about consumers’ EOL wishes when they enter the service, at care plan review and if a consumer’s condition deteriorates. Progress notes and assessment tools for each consumer in the electronic care management system (ECMS) contained key information including their diagnoses, EOL wishes and current needs and preferences including communication, mobility, diet, and continence.
Assessment and care planning are conducted collaboratively with consumers and any additional individuals they wish to include. This planning includes allied health professionals, Medical Officers (MO), and specialised health services such as Dementia Support Australia (DSA) and palliation care services. Clinical staff explained how during the assessment and planning process, consumers and representatives are actively involved. Additionally, staff outlined how referrals are made if clinically indicated. Care documentation evidenced staff consult with consumers’ representatives and other health care providers and organisations for assessment and planning.
Consumers and representatives said staff discussed consumers’ care needs and the information in the consumers’ care plan with them. Staff said they have access to care plans for consumers through the ECMS, information shared at handover and a daily clinical meeting. Consumer assessments and care planning documents evidenced the outcomes of assessment and planning is documented. The assessment team observed care planning documents are readily available to staff delivering consumers’ care and services.
The service demonstrated care plans are reviewed every month by a clinical manager and a registered nurse, when circumstances change, or if there is an incident. Consumers and representatives said staff discuss consumers’ care needs and preferences with them and are responsive when there is a variation in health status. Clinical and care staff were able to explain when an incident occurs, it prompts a review of the care plan, incorporating relevant allied health professionals.
Following consideration of the above information, I have decided Requirements 2(3)(b), 2(3)(c), 2(3)(d) and 2(3)(e) are compliant. 
With respect to Requirement 2(3)(a), the assessment team report indicated assessment tools were completed upon entry and care domains updated in specific areas such as skin integrity, pain, mobility and function, nutrition and hydration, dysphagia, falls, behaviour, wounds and diabetes. 
However, the service did not demonstrate assessment and planning of consumers subject to environmental restraint with targeted management strategies to minimise the use of this restraint. The service did not demonstrate it is completing effective assessment and planning that considers environmental restraint risks to keep consumers safe in accordance with their needs. Care documentation did not demonstrate a comprehensive care planning process was implemented regarding the use of environmental restraint. Additionally, the service did not demonstrate an understanding of environmental restraint to implement appropriate processes. 
The service maintains a locked perimeter due to the service’s proximity to a main road intersection and management had not considered individualised options to allow freedom of movement for consumers who do not require an environmental restraint. A review of the restrictive practice register revealed it is incomplete as it did not identify consumers subject to environmental restraint. 
Management said they had not considered the redirection of consumers, and not permitting consumers to exit the service environment independently as an environmental restraint and therefore, there were no assessments, consents or authorisations in place. As such, the use of environmental restraint by the service was not in line with legislative requirements.
In response to the assessment team feedback, management said they completed a perimeter restraint self-assessment tool to determine if consumers were being unintentionally restrained. During the site audit, management said they had identified 9 consumers subject to environmental restraint. A review of the restrictive practice register substantiated 9 consumers were incorporated into the restrictive practice register, however, the service was unable to demonstrate informed consent and tailored behaviour support plans (BSPs) were completed. Management also updated the restrictive practice register to reflect 4 consumers who were environmentally restrained in the context of cigarette storage. 
In response to the assessment team report, the approved provider acknowledged there had been gaps in documentation around environmental restraint. The response advised the service had reassessed all restrictive practices and removed all except those assessed and consented. A training session for restrictive practices and BSPs has been scheduled for February 2025 and a new general risk form is being added to the ECMS.
While I acknowledge the actions taken by the provider to address the deficiencies identified by the assessment team, I note some of these actions are yet to be completed and it will take time for them to become embedded in regular staff practice. 
I have therefore decided Requirement 2(3)(a) is not compliant and as one requirement is not compliant, Standard 2 is not compliant. 

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.
	Compliant

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Compliant

	Requirement 3(3)(c)
	The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised and their dignity preserved.
	Compliant

	Requirement 3(3)(d)
	Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
	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.
	Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	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
Consumers and representatives said consumers receive the care they need when they need it. Clinical staff were able to explain best practice in relation to wound and pain management, pressure injuries, falls, diabetes management, continence management, time sensitive medications, unplanned weight loss and  changed behaviours. Care documentation evidenced consumers are receiving individualised care, which is safe and right for the consumer. The service has policies, procedures and work instructions to guide staff in care delivery, and these were readily available to staff via the ECMS. 
The service demonstrated high-impact and/or high-prevalence risks to consumers are managed effectively through clinical review and the inclusion of other health professionals when indicated. Staff described the predominant risks to the consumers as unplanned weight loss, falls and pressure injuries. Management said, and documentation evidenced, risk remediation strategies are in place in relation to these. Management explained, and clinical team meeting documents confirmed, weekly and monthly clinical risk meetings are held to discuss management of high-risk consumers. Topics included behaviour management, falls, wounds, unplanned weight loss and pressure injuries. Management said, and documentation evidenced, clinical managers review trends, analyse clinical incidents and quality indicator data, and report these findings within the service. 
The service demonstrated, and consumers and representatives said, the wishes of consumers nearing EOL are honoured, and their comfort and dignity are maintained through discussions with consumers and representatives, MOs and anyone else they wish to be included in their EOL care. Clinical and care staff could describe the palliative care pathway, resources available to them to support consumers nearing their EOL and ways in which they maintain the comfort of consumers at EOL, including personalised support for the consumer and their family. 
The service identifies changes in a consumer’s health and well-being and responds in a timely manner. Care documentation evidenced staff recognise, report and respond to changes in a consumer’s condition. Clinical staff said actions taken include assessment of the consumer, discussion with the consumer and representative, referral to the MO or allied health professionals and transfer to hospital if clinically indicated. Care staff said they notify clinical staff if they have concerns about a consumer’s health status. 
Consumers and representatives said the consumers’ care needs and preferences are effectively communicated between staff. Care documentation incorporated information to support effective sharing of the consumers’ information in providing care. Consumers' files evidenced staff notify the MO and consumer representatives when the consumer experiences a variation in health status, experiences a clinical incident, is transferred to or returned from hospital, or is prescribed a change in medication. Staff said they receive timely information about consumers at handover and through the ECMS. 
The service demonstrated referrals to other healthcare providers or organisations are completed in a timely manner and are clinically indicated. Care documentation evidenced other health professionals assess consumers and provide directives for their care when required. Management and staff described how changes in consumers’ health or well-being would require a referral to a relevant heath professional. 
The service demonstrated it effectively implements processes for preventing and controlling infections, including managing infectious outbreaks and promoting evidence-based antibiotic use. The service has established entry screening protocols, including a rapid antigen test (RAT) before entry. However, staff application of the correct use of masks and regular handwashing was observed to be inconsistent. The Assessment Team reviewed the current outbreak management plan, as well as policies and procedures designed to guide staff in infection prevention, control, and antibiotic management. Infections and outbreaks are analysed and reviewed monthly through the service’s clinical indicators. 
In responding to the assessment team report, the approved provider advised the service has two infection prevention and control leads and not one as recorded in the report. 
Following consideration of the above information, I have decided Standard 3 is compliant. 

Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(a)
	Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
	Compliant

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant

	Requirement 4(3)(c)
	Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
	Not Compliant

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Compliant

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Compliant


Findings
Consumers and representatives said staff assist consumers to maintain consumers’ independence and participate in activities in line with their needs and preferences. Staff demonstrated an understanding of individual consumer needs and strategies used to enhance consumers’ independence and quality of life. Staff said, and care documentation evidenced, activity care plan assessment tools captured consumer interests including cultural and spiritual needs, hobbies and goals. 
Consumers and representatives described the services and activities provided by the service to support consumers’ spiritual, emotional and psychological well-being. Staff provided examples of how the service supports consumers spiritually and psychologically such as the conduct of church services once a week, engagement of an external psychologist and assisting consumers to maintain relationships with family and friends. 
Consumers said they are confident information is shared with others as needed to inform care and services and that staff work together to provide consistent care. Staff confirmed they have access to consumer records and information relevant to the care and services they are providing and keep them informed of any changes to consumer preferences. 
The service demonstrated referrals are made in a timely manner. Staff described the process of referring consumers to services, by escalating to registered staff or lifestyle staff, who then create the referral and communicate with external organisations. Review of consumers’ care documentation evidenced timely and appropriate referrals to other individuals, organisations, or providers, to meet the needs of consumers.
Consumers and representatives said consumers are provided with a choice of menu items for each main meal with alternatives available if the options offered are not suitable. Consumers said, and staff confirmed, consumers can access food items between meals. Care and kitchen staff demonstrated knowledge of individual consumers’ dietary requirements consistent with the information in each consumer’s dietary profile including allergies, likes, dislikes, meal sizes and texture modified requirements. 
Equipment provided by the service was observed to be fit for purpose, clean, well maintained, and assists consumers with their activities of daily living. Consumers said maintenance issues are actioned quickly, and they are kept updated of progress by the maintenance officer. Staff said they are aware of how to log maintenance issues for action. A review of the maintenance log demonstrated requests are actioned efficiently.
Following consideration of the above information, I have decided Requirements 4(3)(a), 4(3)(b), 4(3)(d), 4(3)(e), 4(3)(f) and 4(3)(g) are compliant. 
With respect to Requirement 4(3)(c), information in the assessment team report indicated consumers said they are not supported to participate in activities of interest to them, nor in their community outside the service environment. Consumers preferring one-on-one support said they do not always receive this, and they are only able to participate in group activities. Other consumers advised they felt there was a lack of activities, particularly if they were not interested in group activities. Staff said there are no weekend activities, and the monthly outing activity is often cancelled. 
In response to assessment team feedback, management said bus trips had recently been cancelled as there are not enough consumers participating for it to be a viable activity for staffing purposes. Consumers rely on family to take them into the community. Management confirmed the lifestyle coordinator role would become vacant on 25 November 2024 and there was a recruitment process in place to replace them. The lifestyle coordinator confirmed they had not attended at work for over a month due to a broken foot and had since notified management of their resignation.
In response to the assessment team report, the approved provider advised the service bus has capacity for 11 passengers, but a number of monthly outings had been cancelled during the last year as only 2 to 4 consumers expressed interest in the planned activity. The service argued this was not unreasonable. The service also confirmed the lifestyle co-ordinator had suffered a foot injury and had subsequently resigned and the service is seeking to employ a replacement. The service confirmed activities are not scheduled on the weekend as family visit and consumers are taken out by them. The need for weekend activities had been discussed with consumers and an activities box put together for consumer use in response. However, I note this discussion occurred in March 2023. 
I am persuaded by consumer feedback to the assessment team evidencing  dissatisfaction with the options available to consumers for activities, the acknowledged lack of activities available on weekends (particularly for consumers who may not have family to visit them) and the current lack of a lifestyle co-ordinator at the service. I have therefore decided Requirement 4(3)(c) is not compliant. 
As one requirement is not compliant, Standard 4 is not compliant. 


Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(a)
	The service environment is welcoming and easy to understand and optimises each consumer’s sense of belonging, independence, interaction and function.
	Compliant

	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.
	Not Compliant

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Compliant


Findings
Consumers said they are supported to personalise and decorate their rooms. The service contained directional signage and was designed with features to support consumers with functional and cognitive impairments such as handrails, wide hallways, and chairs for intermediate rest.
The service has several communal rooms for consumers’ leisure such as a cinema room, courtyards with gardens, and a library. Consumers were observed using both the indoor and outdoor communal areas to socialise and meet with visitors.
Consumers said the furniture and equipment is clean and well maintained. Management and the maintenance officer described their systems for proactive maintenance. They demonstrated how they request both general repairs and urgent maintenance. Documentation and observations confirmed regular and ongoing maintenance was occurring. 
Following consideration of the above information, I have decided Requirements 5(3)(a) and 5(3)(c) are compliant. 
[bookmark: _Int_5jANjW6R]With respect to Requirement 5(3)(b), information in the assessment team report indicated the service was observed to be clean and well maintained. Consumers said they were comfortable within the service environment and were satisfied with the cleanliness of their rooms and common areas. Management provided preventative maintenance schedule detailing external organisations engaged, such as pest control and fire safety equipment testing, and the frequency of occurrences. The assessment team reviewed maintenance logs, noting requests being actioned with a date carried out and description of works.
However, while most consumers were able to access outdoor areas located within the service, a number of consumers required a code or staff assistance to leave the service. Staff said most of the consumers are mobile and independent, but it is considered unsafe for them to have unsupervised outings and rely on family to leave the service. Staff said consumers were ‘not allowed’ to go outside unsupervised. 
In response to the assessment team report, the approved provider advised that four consumers at the service are able to leave the service freely. According to the restrictive practices register provided by the service in their response, another 16 consumers have been assessed as requiring environmental restraint and are not able to leave the service unattended. I note that at the time of the site audit, environmental restraint assessments and BSPs were not in place for these consumers. The response stated the front door of the service is locked outside of business hours, as a safety and security measure. It is unclear from the response whether there is any capacity for consumers to leave the service outside of business hours. 
I am persuaded on the information in the assessment team report that the service had not identified any consumers as being subject to environmental restraint prior to the site audit. While I note the actions taken by the service to assess consumers in this regarding and institute BSPs, I am not convinced that management or staff are fully conscious of their responsibilities to minimise the use of restrictive practices and facilitate the opportunity for consumers to exit the service if they wish to. 
I have therefore decided Requirement 5(3)(b) is not compliant, and as one requirement is not compliant, Standard 5 is not compliant. 


Standard 6
	Feedback and complaints
	

	Requirement 6(3)(a)
	Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
	Not Compliant

	Requirement 6(3)(b)
	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
	Compliant

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Not Compliant

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Not Compliant


Findings
With respect to Requirement 6(3)(a), the assessment team report indicated some consumers said they could provide verbal feedback to management. Staff said consumers and representatives could email feedback directly to management and they would escalate verbal feedback to management. Meeting minutes evidenced consumers are given a forum to raise feedback through meetings. Management said the service maintains an open-door policy to encourage feedback, however, were unable to demonstrate how the service ensures all feedback is captured.
Three consumers/representatives said feedback they had given to the service had been minimised or ignored. One representative said they felt their concerns were minimised and dismissed by the service and felt it was no longer worthwhile to provide feedback to management. Progress notes evidenced the representative had discussed their concerns with management, and review of the service’s feedback mechanisms found no evidence the interaction was recorded in line with the service’s feedback policy which states feedback in written and verbal form will be captured by the service. 
In response to the assessment team feedback, management said they had encouraged the representative to complete a feedback form, which was subsequently declined. Management said the service did not consider the feedback needed to be captured formally as the representative chose not to write it down. Management said with respect to capturing all feedback, the service does not capture all complaints as it would be too time consuming.
In response to the assessment team report, the approved provider took issue with the characterisation of the concerns raised by consumers and representatives in report. The response disputed some particulars of the concerns and argued statements by management had been taken out of context. The approved provider argued a not met recommendation based on three consumers/representatives did not reflect the general feedback from consumers. The response said the service would continue to ensure consumers and representatives were encouraged to provide feedback at meetings, the consumer information folder outlining how to provide feedback is easily accessible at reception and management have an open door policy for feedback and complaints to be raised. 
While the service can demonstrate it provides opportunities for consumers and representatives to raise complaints and feedback, the responses from management and the approved provider do not indicate support or encouragement for consumers to do so. As indicated below in relation to Requirements 6(3)(c) and 6(3)(d), the evidence suggests complaints are not resolved to consumer satisfaction and are not used to improve care and services. Additionally, complaint processes are opaque and indicate the service is unwilling to investigate matters unless they are in writing. Therefore, I have decided the requirement is not compliant. 
With respect to Requirement 6(3)(b), the assessment team report contained information that indicated consumers and representatives were unable to describe their options to access advocacy services and external avenues to make a complaint. The assessment team observed the service displays information on advocacy options in a vertical display stand between care areas and reception, however it did not contain material supporting consumers or representatives with language and translation services. 
Following feedback from the assessment team, regarding the availability of language services, management said the service relies on families to provide linguistic support to consumers and does not have the capacity to engage external language services. 
In response to the assessment team report, the approved provider disputed management said the service does not have capacity to engage external language services. The response said the service has had no need to engage language services as all consumers, or their representatives, are able to communicate in English. The response said language services would be available to all consumers who require them. The service said it will be providing translator apps through electronic tablets to facilitate communication if that is required. The service also advised external complaint options had been provided to consumers via the consumer meetings and evidence to support this was provided. 
I note the assessment team report indicated that information on advocacy services and external avenues to make a complaint were observed in the form of pamphlets in a vertical display stand. 
On the evidence before me, I am persuaded the service does provide opportunities for consumers to utilise advocacy and external complaint operations. I have therefore decided this requirement is compliant. 
With respect to Requirement 6(3)(c), the assessment team report contained information that indicated the service was unable to demonstrate appropriate actions are taken with respect to complaints. Consumers and representatives said they were not confident the service acts in response to complaints and feedback and could not describe how the service responds to concerns with an open disclosure process. For example, one consumer said she had complained multiple times during meetings about the lack of activities on weekends and did not feel the service addressed her concerns. Management said the feedback from consumers is captured in meeting minutes and does not feature within the complaints and feedback mechanisms of the service.
In response to the assessment team report, the approved provider disputed the characterisation of the examples provided in the report. For example, concerning the named consumer who complained about the lack of activities, the response indicated the approved provider felt the matter had been addressed as documented in March 2023 consumer meeting minutes and that this issue had only been raised again by the consumer in November 2024. 
The response advised training on open disclosure is in the service’s training calendar for 2025, an open disclosure form will be introduced into the service’s clinical software and the service will continue to improve on processes of open communication with feedback from consumers. 
The evidence before me indicates some consumers and representatives who have made complaints do not believe the service acted promptly and appropriately in response. Nor was any evidence provided in response to the report to demonstrate concerns of consumers and their representatives were effectively documented, investigated and evaluated, and the consumer or representative asked as to whether they felt their concerns had been addressed. Examples before me indicate problems have not been acknowledged and open disclosure has not been utilised in the resolution of complaints. 
I have therefore decided the requirement is not compliant. 
With respect to Requirement 6(3)(d), the assessment team report contained information that indicated consumers and representatives did not feel their feedback was used to improve care. Staff were unable to identify circumstances where feedback and complaints had resulted in service and care improvements. Management said the service uses feedback and complaints to inform continuous improvement activities but could not describe improvements that had occurred.
For example, the assessment team reviewed 4 feedback forms captured in the past 6 months; management provided an additional form which had not been included as it had not been processed. Feedback forms did not evidence all formal feedback had a documented resolution and review. Management said they were certain appropriate actions were taken in relation to the feedback but could not explain why documentation of this on feedback forms did not occur. 
In response to the assessment team report, the approved provider argued that a minor error on a feedback form that had not yet been processed was no reason to find the requirement not met. 
The intent of the requirement is that organisations should have a best practice system to manage feedback and complaints. As well as encouraging complaints and asking for feedback, services should inform staff and consumers about actions taken in relation to feedback and complaints to improve the quality of care and services. Consumers, representatives, staff and management were unable to provide any examples of how feedback and complaints had been used to improve care and services. Nor was any evidence of this supplied in the provider’s response. I have therefore decided Requirement 6(3)(d) is not compliant.
As 3 of the 4 requirements are not compliant, Standard 6 is not 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)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	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

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Not Compliant

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Compliant


Findings
Consumers and representatives said staff are available to provide consumers’ care and are responsive to consumers’ needs. Management described how it ensures workforce arrangements consider the needs of consumer and skills of staff in developing rostering and shift allocation arrangements.
Staff said they are supported by rostering practices which ensure staffing levels are sufficient to provide care and services as required. Management described anticipating planned leave and practices to respond to arising unplanned leave; with strategies including the use of agency staff to ensure unexpected workforce gaps are filled and continuity of care delivery is maintained.
Consumers and representatives said staff understand and respect consumers and staff interactions are caring and kind. Management said they are available to consumers and staff, and staff are supervised to ensure kind and caring interactions are occurring.
Consumers and representatives said they are confident staff have the skills and are competent to meet the care needs of consumers. Staff described their understanding of their role requirements including knowledge, skills and qualification requirements. Management said staff are supported to ensure they are competent to perform their roles. 
Management said systems and processes are in place to assess, monitor and review the performance of staff. Staff said they are often observed by management. Management said staff performance is monitored through observation, consumer and representative feedback and review of clinical outcomes. Management described how performance issues are addressed commensurately and if required would result in performance management. 
Following consideration of the above information, I have decided Requirements 7(3)(a), 7(3)(b), 7(3)(c) and 7(3)(e) are compliant. 
With respect to Requirement 7(3)(d), information in the assessment team report indicated consumers and representatives are confident staff are trained and equipped to provide quality care and services to consumers. Staff said they are supported with training and equipment. Management said, and documentation showed, the service has a training calendar with monthly training topics delivered to staff. 
However, a review of training records demonstrated low completion rates for designated mandatory training, for example, manual handling at 50%, infection control at 55% and serious incident response scheme (SIRS) at 50%. Additionally, the service’s policy stated bullying, harassment and occupational health and safety is a mandatory training requirement, however, the service was unable to demonstrate the training had been delivered.
In response to the assessment team report, the approved provider advised training sessions are generally conducted monthly and staff who do not attend are provided a copy of the training notes. The service acknowledged this was not ideal, but stated the information and topics are known to staff who ‘talk about this amongst themselves and ensure each other are updated on any changes’. I do not find this position convincing as it places the responsibility upon staff to ensure their colleagues remain up to date in their practices and gives no indication as to how staff knowledge is evaluated. The approved provider response did not address the low completion rates for mandatory training other than to suggest ‘there will be a proportion of staff at the time of an audit that will not have attended’. No further details of training attended or planned to address the deficiencies was included in the response. 
I have therefore decided Requirement 7(3)(d) is not compliant and as one requirement is not compliant, Standard 7 is not compliant. 


Standard 8
	Organisational governance
	

	Requirement 8(3)(a)
	 Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
	Compliant

	Requirement 8(3)(b)
	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
	Not Compliant

	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.
	Not Compliant

	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

	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
Concerning Requirement 8(3)(a), consumers said they were engaged in delivery and evaluation of care and services, through attendance at consumer meetings, activities meetings, and food focus groups. Some consumers said they can provide suggestions verbally, in writing or with management directly. 
The service has not established a Consumer Advisory Body; however, this option was offered to consumers and representatives via an expression of interest. Management said, and meeting minutes evidenced, the service offered consumers the opportunity to participate. Management said the service will continue to offer this opportunity annually.
I therefore find the requirement to be compliant. 
With respect to Requirement 8(3)(b), information in the assessment team report indicated the service was unable to demonstrate the governing body embeds and is accountable for the delivery of a culture of safe and quality care. Management was unable to demonstrate an understanding of restrictive practice with respect to environmental restraint, or effective governance of consumers’ rights to make choices in relation to activities involving risk. The service was unable to demonstrate an effective feedback and complaints process. 
Management said both the board and management meetings occur 6 monthly, and that most decisions of the service are made on a day-to-day basis and are reported to the board retrospectively. The service demonstrated limited reporting to the board. 
The service was unable to demonstrate it meets the requirements of a Quality Care Advisory Body as there is no consumer representation on any of the organisation’s existing bodies. Following assessment team feedback, management said it uses all other meetings to meet the requirements of the Quality Care Advisory Body. However, the service did not evidence it meets the requirements for all membership, reporting and accountability requirements ensuring a culture of quality and safe care for consumers.
In response to the assessment team report, the approved provider said the service had been preparing for changes that were to take place with the new strengthened standards that were expected to be implemented in July 2024, which did not occur. I note that it has been at least six months since then. 
On the evidence before me, I do not believe the governing body has effectively promoted a culture that supports continuous improvement, openness or transparency. I therefore find the requirement to be not compliant. 
With respect to Requirement 8(3)(c), information in the assessment team report indicated in relation to information management that the service has an ECMS supporting clinical information storage. Consumers are offered printed documentation or can view their information with staff assistance using a tablet device on an as needed basis. 
However, the service could not demonstrate information systems are consistently embedded with respect to training records. Management said, and documentation evidenced the service has transitioned to electronic recording of training; they said these systems and processes are not yet fully functional with respect to reporting. 
In response to the assessment team report, the approved provider said staff training records could be accessed through a manual system and therefore were effective, but said they were endeavouring to have a comprehensive training record system fully implemented by March 2025. 
The service has individual plans for continuous improvement maintained by each of the service’s lifestyle, clinical management, and service management teams. Management said each party is responsible for identifying one item of continuous improvement each month. Governance meeting minutes showed continuous improvement is an agenda item for review. 
The approved provider did not comment on this in their response. I note, however, deficiencies identified under Standard 6 with respect to the service failing to use consumer feedback and complaints to improve the quality of care, as well as the service being unable to demonstrate the board promotes a culture continuous improvement as noted above. 
The service has systems and processes ensuring financial planning and strategy supports the delivery of safe and quality care. Management described capital expenditure projects and processes to ensure financial oversight. The assessment team reviewed meeting minutes evidencing oversight of strategy from the board with matters of fiscal outlook, monitoring and sustainability.
The service has systems and processes to ensure it meets requirements for workforce governance. Management described practices in place to ensure continuity of care is maintained. Documentation evidenced the service has position descriptions for each member of the workforce ensuring responsibilities, accountabilities and authority are clearly defined. 
However, as discussed under Standard 7 the service did not demonstrate effective monitoring and evaluation of staff training. 
In response to the assessment team report the approved provider again referred to the plan to have a comprehensive training record system fully implemented by March 2025. 
The service was not able to demonstrate effective governance of regulatory compliance. As discussed in Requirement 2(3)(a), management did not demonstrate an awareness of the service’s legislated obligations with respect to restrictive practices authorisations and behaviour support plans for consumers subject to environmental restraint. Additionally, the service did not demonstrate an effective understanding of obligations for reportable incidents, which is discussed further under Requirement 8(3)(d).
In response to the assessment team report, the approved provider advised all BSPs and risk assessments have been completed. The response disputed there was not an effective understanding of reportable incident requirements. 
The assessment team report indicated the service did not demonstrate systems and processes are embedded to capture and review feedback and complaints. Management did not demonstrate the service has a feedback and complaints system which supports trending and tracking of complaints and feedback to inform improvements in service delivery. With respect to ensuring all feedback is captured, management said consumers who raise issues are invited to complete a complaint form, but the service does not capture feedback if a consumer declines to complete the form. Additionally, management said they will not consider recording a complaint if the consumer requests confidentiality.
The approved provider response to this section of the assessment team report simply referenced their response to Requirement 6(3)(c), which disputed details of the concerns raised and outlined additional training for staff. As recorded in Standard 6, I have determined 3 of the 4 requirements of that Standard as being not compliant. 
On the information available to me, I do not believe the service is meeting governance requirements in relation to information management, continuous improvement, workforce governance, regulatory compliance or feedback and complaints. I therefore find Requirement 8(3)(c) not compliant. 
With respect to Requirement 8(3)(d), information in the assessment team report indicated the service has a risk management system with documented policies; however, was unable to demonstrate those policies are embedded in practice. 
Management said, and documentation evidenced, the service completes audits of clinical care delivery, monitors clinical indicators inclusive of national quality indicator reporting, and discusses these during various meetings.
However, the service’s restrictive practice audit did not evidence consistent application of its sampling and methodology, and instead documented statement that no consumers at the service are subject to physical restraint. In response to the assessment team feedback, management acknowledged auditing staff did not follow audit methodology but said there was no requirement to do so as the service did not identify any physical restraint. 
The service identified two instances of reportable incidents which were reported to the SIRS in the past 6 months. The assessment team report indicated they identified two further incidents that were reportable. In response to feedback, management said one was not considered for notification to the SIRS because the incident was not witnessed and the other did not meet the criteria of reportability. 
The assessment team report indicated the service was unable to demonstrate an understanding of risk management systems supporting dignity of risk for consumers who choose to smoke, chose to leave the service independently, or are subject to environmental restraint, including the use of perimeter restraints. 
In response to the assessment team report, the approved provider said future audits on restrictive practice will name consumers to ensure consistent methodology. The response highlighted efforts to address these deficiencies and argued response and improvement has been conducted. The approved provider response to the report maintained the 2 incidents discussed in the assessment team report were not reportable as SIRS. 
On the evidence before me, I am persuaded the service in not effectively managing high-impact, high prevalence risks to consumers regarding restrictive practices or supporting consumers with respect to dignity of risk. I therefore find the requirement to be not compliant. 
[bookmark: _Hlk126921913]With respect to Requirement 8(3)(e), information in the assessment team report indicated the service did not demonstrate a clinical governance framework, which is fully embedded. 
Staff demonstrated awareness of concepts of antimicrobial stewardship, which included the use of hand hygiene and appropriate prescribing practices for antibiotics and other antimicrobial agents. Management said, and documents showed, the service monitors for effectiveness of infection control matters. The service conducts medication advisory committee meetings which monitor the use of antimicrobials and appropriateness throughout the service. 
The service did not demonstrate the clinical governance framework is embedded with respect to identifying and monitoring the use of environmental restraint. The service has keypads restricting access of the service’s reception area requiring the use of a code. The assessment team observed the service’s keypad systems restricts all access from 4.00pm and all consumers are required to seek assistance to exit the service. The service did not demonstrate documented risk assessment, consent and authorisations for all consumers subject to restrictive practices.
The service was unable to demonstrate that open disclosure was utilised when things went wrong. 
The approved provider response disputed the assessment team report noting the service has not had an outbreak of COVID-19, Influenza of gastroenteritis since May 2023 and claimed examples of open disclosure had been provided to the assessment team. The response argued the deficiencies identified with respect to restrictive practice did not warrant a not met recommendation from the assessment team. 
I am not convinced on the evidence before me, discussed under Requirements 2(3)(a) and 5(3)(b), that management and staff fully understand their obligations regarding restrictive practices or as discussed under Requirement 6(3)(c), the appropriate use of open disclosure. I therefore find Requirement 8(3)(e) not compliant. 
As 4 out of 5 requirements are not compliant, Standard 8 is not compliant.
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