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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 Mitchell House Hostel (the service) has been prepared by D. Fekonja, 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 - Site; the Assessment Contact - Site report was informed by a site assessment, observations at the service, review of documents, and interviews with staff, consumers/representatives, and others.
· The provider’s response to the assessment team’s report received on 10 August 2023.
· 

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant 

	Standard 3 Personal care and clinical care
	Non-compliant 

	Standard 7 Human resources
	Not applicable as not all requirements have been assessed 

	Standard 8 Organisational governance
	Non-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.
2(3)(a)
Ensure all new admissions have assessment and care planning conducted as per the policy including the identification and assessment of risk.
Care plans are to be reviewed and updated with current personalised information for all consumers.
Ensure that all acute care need plans, behaviour support plans, diabetic management plans, and advanced care plans have been developed in consultation with the consumer and /or representative where applicable.
3(3)(a)
Ensure consumers subject to restrictive practices are identified and effectively managed with ongoing review and evaluation conducted.
Ensure pain is managed effectively including ensuring pain charting is conducted.
Acute care plans are to be formulated as per the medical officer directive.
8(3)(e)
Ensure the policy and process in relation to restrictive practices is embedded in staff practice and training has been conducted.
The psychotropic register is to have all information included as per legislative requirements including diagnoses and review dates with a view to minimisation as applicable.
Ensure all consumers subject to restrictive practice have informed consent documented and risks and benefits are outlined to them.


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.
	Non-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
The Assessment Team found the service is not always ensuring assessment and planning informs the delivery of safe and effective care especially in relation to consumers on respite. Although there is an ‘Admission and Assessment checklist’ to complete and a schedule for review of specific assessments, this was not always being followed by staff. Risk assessments in relation to over-bed grab handles were not conducted for one consumer and its use was not reflected in their care plan. Risk assessments for consumers who self-medicate were also not conducted for all consumers.
For one consumer a simple ‘picture care plan’ was developed which did not address care issues that were present at entry and arising during their time at the service. There is information in progress notes addressing their care needs but this information is not updated in their file or care plan. There was also conflicting information in relation to the consumer’s needs and preferences and these were acknowledged by management at the time of the assessment contact. 
Blood glucose levels were not being documented in the care planning system as per the policy and there is no information guiding staff as to when ‘as required’ insulin is to be provided to applicable consumers. 
Consumers’ care files do not demonstrate consideration of chemical restraint. Informed consent, assessments, planned interventions, and evaluation of care related to the use of a chemical restrictive practice are not evident. 
The service ensures that care and services are reviewed for effectiveness following incidents or when changes occur. Care plans reviewed by the Assessment Team evidence that they have been updated with assessments and strategies to prevent the recurrence of the incidents.
The approved provider in its response provided a plan for continuous improvement in relation to the information provided in the assessment report.  In relation to the deficits outlined in Requirement 2(3)(a), education is to be provided to staff in relation to restrictive practices, risk assessments, blood glucose monitoring, and ensuring assessment and planning are undertaken for all consumers on admission. Consumer files will be reviewed and updated to ensure all information is correct and current and will be reviewed monthly thereafter. Risk assessments have been now completed for the consumers identified as requiring them.  
I am satisfied the service is taking steps to make the necessary improvements to assessment and planning processes to ensure it informs the delivery of safe and effective care and services. 
However, the improvements are still in progress and are yet to be evaluated for effectiveness by the service and therefore I find Requirement 2(3)(a) non-compliant. 
I find the service is compliant with Requirement 2(3)(e).
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.
	Non-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)(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
The service was found by the Assessment Team to not be able to demonstrate the effective identification and management of chemical restraint. The service was not consistently monitoring pain and not all consumers are provided with safe and effective personal or clinical care.
One consumer requiring oxygen did not have information in their care plan in relation to the management of the equipment utilised to support them and staff were unable to provide information in relation to this. Another consumer does not have pain charting in place to monitor their pain for which they are prescribed an opioid.
It was identified by the Assessment Team that there is no consideration of restraint evident, with no authorisations, restrictive practice assessments in place and care plans do not have strategies or interventions to trial prior to administration of medication. There are no strategies or interventions in place The service acknowledged that restrictive practice processes are still being developed and there are some discrepancies with consumer’s diagnoses when they are prescribed psychotropic medications. The psychotropic register does not identify any consumer as being subject to chemical restraint although there are 33 consumers listed as prescribed a range of regular and ‘as required’ psychotropic medications. 
One consumer had psychotropic medication prescribed for both regular usage and as required for ‘abnormal behaviour’ that is not identified as to how it presents and staff could not identify what the ‘behaviour’ would present as. The representative was unaware of the ‘as required’ psychotropic medication and was advised the psychotropic medication prescribed for regular use would be reviewed.
The service was able to demonstrate that wounds and pressure injuries were managed effectively and mechanical restrictive practices had authorisations in place, but staff were unable to describe whether regular checks are performed to ensure the mechanical restraint is being utilised safely.
The Assessment Team found the service was able to demonstrate effective management of high impact and high prevalence risks including immediate post-fall care and behaviour management and provided examples to support this.
The service has a range of policies related to infection control and antimicrobial stewardship and has an outbreak management plan. The service is monitoring infection control and staff practices by observations and infection data analysis. The service develops monthly registers of consumers’ infections from reports run from the electronic care planning system. The service has appointed two infection prevention and control (IPC) leads and staff complete education for personal protective equipment (PPE), hand hygiene, and infection control.
The approved provider in its response provided a plan for continuous improvement (PCI) in relation to the information provided in the assessment report.  In relation to the deficits outlined in Requirement 3(3)(a), the PCI outlined a range of improvements to be undertaken, including ensuring staff are provided training in a range of clinical care areas including restrictive practices. Consumers subject to restrictive practices would be reviewed and have their care plans updated. Two medical practitioners have already undertaken reviews of their consumer’s medication. 
I am satisfied the service is taking steps to make the necessary improvements to clinical care processes to ensure it is safe and effective. 
However, the improvements are not yet fully embedded in practice and are yet to be evaluated for effectiveness by the service and therefore I find Requirement 3(3)(a) non-compliant. 
I find the service is compliant with Requirements 3(3)(b) and 3(3)(g).


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
Consumers are satisfied with the staffing levels and the timeliness of the staff’s response to their requests for assistance. Staff were also satisfied that the workforce was sufficient and enabled them to provide safe and quality care and services to consumers. Nursing and care staff said short-term vacancies are generally filled and they have time to provide care to consumers without feeling rushed.
The service ensures vacant shifts are filled using a combination of agency staff, ‘return to work’ staff, and full-time staff. There has been recruitment of additional registered nursing staff to ensure that there is clinical care coverage on night shifts. The service has staff with a variety of skill sets enabling them to work both in lifestyle and personal care.
The service has reviewed and clarified the roles and responsibilities of various positions relating to governance to ensure accountability. Staff appraisals have been undertaken with staff having the opportunity to meet with management one-on-one to discuss their professional development and training opportunities.
Based on the information provided in the assessment report I find the service compliant with Requirement 7(3)(a).


Standard 8
	Organisational governance
	

	Requirement 8(3)(d)
	Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
	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.
	Non-compliant


Findings
The service has an effective organisational continuous improvement and risk management framework in place to reduce risk to consumers. The service utilises an electronic database to record, manage and identify trends and issues and respond accordingly where needed. The service has a ‘disaster management plan’ that includes a process to manage outbreaks and has policies and procedures to manage the risk to consumers. 
As part of their continuous improvement a ‘care schedule’ has been developed to ensure that care plans are reviewed regularly, risks are effectively identified and managed and changes are effectively communicated with consumers or their representatives. Quality reports and audits are developed from the electronic care planning system on several high impact or high prevalence risks including wounds, pressure injuries, and incidents. 
The service has updated policies and procedures to guide staff in managing high prevalent risks that include:
· Mobility and falls. 
· Restrictive practices. 
· Wound management including pressure injuries and skin tears. 
· Infection control including antimicrobial stewardship.
The service has a documented clinical governance framework which is supported at organisational level by a regional area manager and quality teams. However, the service has not been effective in identifying, managing, or minimising the use of restrictive practices.  
Out of 44 consumers at the service 33 were prescribed a psychotropic medication and the service was unable to identify to the Assessment Team whether they were subject to chemical restrictive practices. The service stated that included as part of its continuous improvement plan is the review of restrictive practices and identifying those consumers who are subject to chemical restraint.
Antimicrobial stewardship is effectively governed and training has been provided to staff in relation to this and restrictive practices.  
The approved provider in its response referred to the information that was provided in response to Requirements 2(3)(a) and 3(3)(a). The response includes ensuring a thorough review is conducted of all consumers listed on the psychotropic register as being prescribed a psychotropic medication and care plans updated to ensure the necessary information is captured in relation to restrictive practices. This information will include confirmation of the diagnosis, obtaining authorised consent, and a medical officer review.
The service has made some improvements in the area of restrictive practices however the improvements are still in progress and have not been fully embedded in practice or evaluated.
I therefore find the service non-compliant in Requirement 8(3)(e). 
I find the service has effective risk management systems and practices and are compliant with Requirement 8(3)(d).
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