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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 Midland Nursing Home (the service) has been prepared by Katherine Richards, 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 older people, representatives, staff, management and others; and
· the provider’s response to the assessment team’s report received 14 April 2024.
· 

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

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not Fully Assessed

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
Requirement 2(3)(a): The service is to ensure use of effective assessment and planning processes to support identify risks and inform delivery of safe care. Actions taken will ensure the workforce has the required skills and knowledge to assess consumer needs, understand goals and preferences, and develop supportive care strategies.
Requirement 3(3)(b): The service ensures high impact or high prevalence risks are identified and planned for, with staff aware of these risks and associated mitigating strategies. Staff are responsible for following directives within policies and procedures, including for delivery of care and reporting of incidents, and held accountable through monitoring and oversight.
Requirement 8(3)(b): The governing body is to receive sufficient information to ensure responsibility and accountability for the delivery of safe and effective consumer care. Management and staff knowledge of organisational values and philosophies is demonstrated within interactions and delivery of care.
Requirement 8(3)(d): The governing body and executive management are to ensure processes effectively identify high impact or high prevalence risks associated with consumer care. The risk management system identifies and evaluates incidents and near misses, and uses this information to improve the quality of care and services, whilst meeting legislated reporting responsibilities. Monitoring and oversight practices identify and respond to individual and collective consumer risks, including through assessment, planning, and care delivery.
Requirement 8(3)(e): The governing body is to ensure effective oversight through use of systems that promote safe and quality clinical care. Members of the workforce, including executive management, have sufficient knowledge and training to fulfill their responsibilities within the existing framework. Monitoring effectively identifies incidents or deficiencies in care and is used to make timely improvements.


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


Findings
The assessment team recommended Requirement 2(3)(a) Not Met in relation to inconsistent use of assessments and failure to identify risks and develop effective plans to inform care. Specific deficiencies related to omission of a skin assessment for a new consumer in line with scheduled planning and medical needs, identifying risks associated with supporting a consumer’s refusal of medication, and use of chemical restraint. Staff did not demonstrate understanding of the risk assessment process for changed behaviours of consumers or use of restrictive practices. Behaviour support plans did not clearly outline key requirements including consumers’ behaviours, associated risks, triggers, or known effective and ineffective support strategies. 
Documentation did not demonstrate incidents were reported and investigated. For two named consumers with non-psychotropic medication used for reported changed behaviours, care planning documented included limited information of the changed behaviour with no evidence of incident reporting or referral to specialist services, and no record of informed consent from the consumer’s substitute decision maker. Management was unsure of the reason for prescribing the medication for one of the named consumers.
The provider’s response includes explanation of circumstances and actions taken for each named consumer. The medical officer has clarified the reason for prescribing medication for the named consumer, explaining it was unrelated to the diagnosed behavioural disorder. Monitoring and charting has been commenced for the other named consumer prescribed non-psychotropic medication for changed behaviours to support better understanding. Two senior staff have been directed to attend further training. Audits will be conducted to ensure assessment and planning is undertaken for new consumers in line with directives, and care and services plans for other named consumers updated. For the consumer supported to refuse medication, training has been provided to staff and strategies added to the behaviour support plan.
I acknowledge the providers’ response. However, whilst the recognised deficiencies in assessment and planning may have been addressed for the named consumers, the provider’s response does not consider whether there may be others impacted or seek to improve assessment and planning practices. 
Assessment and planning processes had not recognised the need to identify why medication was prescribed, resulting in confusion over whether a non-psychotropic medication was chemical restraint. Reports of changed behaviours had not prompted incident reporting, trial of non-pharmacological strategies, or referral to dementia specialists prior to the medical officer prescribing regular medication as chemical restraint, and investigation of the matter was only conducted in response to the assessment team report.
Whilst the provider states actions have been taken to address the risks relating to a consumer’s refusal of medication, including through training of staff and updating strategies within the behaviour support plan, they have not submitted evidence of this, nor explained what these new strategies are. 
The service has not demonstrated understanding and compliance with legal obligations for the use of chemical restraint set out in the Quality of Care Principles 2014. Assessment and planning practices have not been used to identify risk and inform care. I am also not satisfied the provider’s response sufficiently recognises failures within processes or staff knowledge, nor does it reflect development of satisfactory actions to prevent recurrence.
Accordingly, I find the provider has not demonstrated effective assessment and planning practices to identify risk and inform care and the service is not compliant with Requirement 2(3)(a).

Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Not Compliant


Findings
The assessment team recommended Requirement 3(3)(b) Not Met. High impact and high prevalence risks have not been appropriately identified and managed, particularly in relation to falls monitoring, refusal of medication and care, changed behaviours, and use of air mattresses to prevent pressure injury. Where incident reports were completed, they did not include evidence of investigation or root cause analysis, or consideration of reporting through the Serious Incident Response Scheme (SIRS). 
Documentation did not evidence how one consumer’s reports of pain were considered or managed prior to a later decision to transfer to hospital. Risks for a consumer’s right to refuse medication were not sufficiently detailed, and staff did not have clear directives to monitor health or report the refusals as incidents. Staff were not consistently using pressure relieving mattresses in line with directives for consumers at risk of pressure injury, and were unclear on who was responsible for monitoring and ensuring correct settings were used.
Staff did not consistently follow falls management protocols, such as undertaking neurological observations to identify potential head injury. Risks of use of psychotropic medication for a consumer following a fall were not recognised by staff. The consumer experienced a second fall shortly after administration of medication, however, incident investigation did not identify this as a potential issue or lead to improved practices. 
Staff had insufficient knowledge of restrictive practices, and documentation did not demonstrate chemical restraint was used as a last resort. Behaviour support plans were generic, did not contain sufficient detail, and some of the strategies staff verbally reported as effective had not been added. Behaviour charting showed some staff were using strategies already documented to be ineffective, medication was used despite non-pharmacological strategies being documented as effectively resolving the issue. 
The provider’s response includes explanation of circumstances and actions taken for each named consumer. They report they have introduced additional monitoring, and reviews have been undertaken in relation to falls assessments, incidents, and use of psychotropic medications. Training has been provided to one clinical staff in relation to minimising antipsychotic administration, and the provider states they intend to send correspondence to all clinical staff on the use of psychotropic medications. 
In relation to use of pressure relieving mattresses, an initial audit has been undertaken and outcomes discussed with staff with provision of training. Ongoing audits and spot checks will be undertaken, monitoring added to clinical staff duty lists, and tags added to each machine including settings information. For a consumer administered chemical restraint despite documentation showing non-pharmacological strategies were effective, a request has been made to the medical officer to cease the medication.
I acknowledge the provider’s response. However, I find the provider’s response does not demonstrate full understanding of the risks and impacts for consumers, has not considered whether other consumers not sampled by the assessment team may also be impacted. I also consider the response has not included sufficient measures to prevent recurrence. 
The provider states they have made improvements but has provided very little by way of supporting evidence. Where they state they have reviewed care and services plans, they have not explained what has changed or provided a copy. Incident investigation outcomes for named consumers are referred to, but without detail or understanding of full learnings and improvements. Where staff have or will receive updates, information, or instructions, it is unclear what details will be provided. 
The provider’s response has also not included any comment or actions in relation to improvements of several concerns raised by the assessment team, including poor documentation practices and use of non-pharmacological strategies in behaviour support plans, incident reporting and investigation, and staff failure to follow falls management processes or recognise and respond to reported pain. Where they have reported undertaking audits, actions, reviews, or updates to care and services plans, they have not included evidence or any detail into findings or changes being made to demonstrate understanding of deficiencies and required improvements.  
The provider has referenced intention to cease psychotropic medication for one named consumer but has not demonstrated timeliness of actions to do so. The matter was identified on 18 March 2025, however, request was sent to the medical officer on 5 April 2025, with plan to review the behaviour support plan following response. This had not been undertaken by the time the provider completed their response to the Commission on 13 April 2025. 
Accordingly, I find the service is not compliant with Requirement 3(3)(b).


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


Findings
The assessment team recommended Requirement 7(3)(a) as Met. Consumers, representatives, and staff gave positive feedback about the number and skills of staff in each wing. Management described processes to fill vacant shifts, including for unplanned leaves, and consider staff skillsets, home occupancy rates, and consumer needs in scheduling. Rostering demonstrated there were no unfilled shifts in the sampled period. Call bell response times were monitored and discussed with clinical staff if response time was greater than 10 minutes.
Accordingly, I find the service is compliant with Requirement 7(3)(a).

Standard 8
	Organisational governance
	

	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)(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
The assessment team recommended Requirements 8(3)(b), 8(3)(d) and 8(3)(e) Not Met. 
Requirement 8(3)(b)
Whilst the organisation’s policies and procedures were underpinned by values of safe, inclusive, and quality care, the assessment team reported there was limited evidence of actions to demonstrate it is promoted or embedded in practice. Management stated staff receive training on the organisation’s values and philosophies, however, this was not evidenced through training records or demonstrated within staff interviews. Two representatives raised concerns about transparency and accountability of ongoing additional service fees, failing to get timely responses to repeat enquiries and requests to stop the charges. Whilst documentation reflected the board taking action in response to information it received, oversight and accountability was impacted by omissions in reporting on restrictive practices and clinical incidents.  
Requirement 8(3)(d)
The assessment team identified deficiencies in systems, processes, and oversight in relation to management of high impact or high prevalence risks. Incident reports were not consistently submitted, and monitoring practices had not identified the omission. The incident form only recently had inclusion of investigation and analysis, and use of this or alternate best practices had not been embedded. Risks, including for use of chemical restraint, falls management, clinical incidents, or refusal of care, were not effectively captured, reported, monitored, or reviewed. The lack of oversight also resulted in failures within obligatory SIRS reporting to the Commission.
Whilst a clinical risk register was maintained, it did not include evidence of actions. Restrictive practices had not been considered or identified amongst risk categories. Whilst management said staff receive ongoing training on high impact and high prevalence risks, they did not provide attendance records, and staff knowledge of key consumer risks was not demonstrated. The service could not clearly identify consumers who chose to take risks or mitigating strategies, and staff could not articulate processes to support consumers take risks.
Requirement 8(3)(e)  
This requirement was recommended Not Met due to identified deficiencies in oversight and review of clinical care, particularly in relation to high impact high prevalence risks. Whilst the clinical governance framework documents had been recently revised, responsibilities within it were not understood or practiced and actions were not fully implemented. The organisation had not identified deficiencies in staff knowledge, resulting in failure to follow organisational procedures or recognise responsibilities, impacting consumer care. 
The psychotropic register was not up to date, and the service did not have effective processes to recognise how many consumers were subject to environmental restraint due to locking doors for security measures. Where non-psychotropic mediations were prescribed in response to changed behaviours, this was not recognised as chemical restraint.
Management was unable to explain strategies or approaches for minimising the use of restraint, and did not demonstrate sufficient understanding of their legislated obligations when applying a restrictive practice. A recent audit on clinical documentation identified gaps for consumers requiring review of restrictive practice use, however, outcomes had not yet been actioned. Clinical data and trending information introduced to the monthly quality review meeting did not include restrictive practices for monitoring and oversight. The clinical governance framework and policy outlines the roles of the clinical governance committee to monitor and report clinical risks, however, the committee had not convened for an initial meeting. Reporting to the board did not afford oversight of restrictive practices or incidents, as the incident management system and practices were not capturing all information. Complaints documentation and representative interviews did not demonstrate use of open disclosure, and this was also not identified through existing governance systems.
The provider has addressed the assessment team findings collectively within their response, acknowledging gaps in governance which were also identified at other services and identifying actions taken at organisational level, including but not limited to appointing an independent advisor, coordinating training on governance and responsibilities for board members, and scheduling training for executive management. Policies and procedures were being reviewed, initial training for identified areas has been scheduled or commenced, with a training needs analysis being undertaken to supplement the schedule. A new clinical data analysis system has been implemented, and a clinical governance framework committee established to ensure effective systems to deliver safe and high-quality care.
I acknowledge the provider’s response, including appointment of an external advisor and cessation of intake of new consumers until deficits are remedied. Whilst the provider has outlined improvement actions, I remain concerned at the lack of detail on how these will be implemented and embedded into practice. Where actions have been completed, there is no supporting evidence of this outside of training certificates for 5 staff who completed training on dementia. The provider’s response has not identified how they will evaluate the proposed actions to ensure effective improvements.
The provider states many of these issues were known prior to the assessment contact but had isolated their improvements to a service with existing non-compliance rather than considering the impact at organisational level. I am not satisfied this demonstrates understanding of the organisation’s governance role and responsibilities for all services within it. Some of the actions introduced at organisation level, such as the new clinical data analysis system and development committees for oversight of clinical governance and the framework, have not yet driven improvements in oversight and monitoring.
In coming to my decision, I have also placed weight in the deficiencies in the assessment, planning, and delivery of safe and effective care outlined within my findings in Standard 2 Requirement (3)(a) and Standard 3 Requirement (3)(b). The organisation’s governance system failed to identify staff were not following policies and procedures, with lack of clarity of responsibility and accountability of both staff and management. Whilst the provider’s response lists actions to remedy this, they have not included sufficient evidence of progress or outcomes, even for consumers named as being at risk.  
For these reasons, I find Requirements 8(3)(b), 8(3)(d) and 8(3)(e) of Standard 8 Organisational governance are not compliant. 
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