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This performance report
This performance report for Flynn Lodge (the service) has been prepared by M Glenn, 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; the Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff and management;
the provider’s response to the assessment team’s report received 6 September 2023; 
· the response included commentary and supporting documentation, such as assessments, monitoring charts, care plans, and incident forms, to refute evidence in the assessment team’s report and to support the provider’s stance. The response also included a range of improvement actions against most requirements, as well as a plan for continuous improvement (PCI) outlining improvements required, corrective actions, planned outcomes and planned completion dates; and
a Performance Report dated 11 January 2023 for an Assessment Contact undertaken from 24 November 2022 to 25 November 2022. 
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant 

	Standard 3 Personal care and clinical care
	Non-compliant 

	Standard 4 Services and supports for daily living
	Compliant 

	Standard 5 Organisation’s service environment
	Compliant 

	Standard 6 Feedback and complaints
	Compliant 

	Standard 7 Human resources
	Non-compliant 

	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.
Standard 2 requirement (3)(e)
Ensure care plans are reviewed for effectiveness and/or updated in line with the service’s processes, as well as in response to incidents and change in consumers’ circumstances. 
Ensure care plans are reflective of consumers’ current and assessed needs and preferences to enable staff to provide quality care and services. 
Ensure policies and procedures in relation to assessment, care planning and review are effectively communicated and understood by staff. 
Monitor staff compliance with the service’s policies, procedures and guidelines in relation to assessment, care planning and review. 
Standard 3 requirements (3)(a), (3)(c) and (3)(e)
Ensure staff have the skills and knowledge to:
· provide personal and/or clinical care and services to consumers in line with their assessed needs and preferences and that is best practice, tailored to their needs and optimises their health and well-being, specifically in relation medications and bowel management; and 
· identify consumers at end of life and deliver care in line with their needs, goals and preferences to ensure comfort is maximised and dignity preserved.
Review information sharing and access processes to ensure information relating to consumers’ personal and clinical care needs is readily available to all staff who require access to the information. 
Ensure policies, procedures and guidelines in relation to best practice care and end of life care are effectively communicated and understood by staff. 
Monitor staff compliance with the service’s policies, procedures and guidelines in relation to best practice care and end of life care.
Standard 7 requirement (3)(e)
Ensure regular assessment, monitoring and review of the performance of each staff member, including agency staff, is undertaken to enable poor practice to be identified and addressed and additional training needs to be identified and implemented.
Standard 8 requirement (3)(e)
Review the organisation’s clinical governance framework in relation to antimicrobial stewardship and the non-compliance identified in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care. 


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.
	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 described staff as kind, caring and respectful of their individual needs and preferences and staff were familiar with consumers’ backgrounds, including their cultural background. Care plans included information relating to consumers’ culture and religion, life events, likes and dislikes, working life, social interests, hobbies, and relationships. Staff interactions with consumers were respectful and kind and when interviewed, staff spoke about individual consumers in a caring manner.
Care and services are culturally safe, with consideration of consumers’ cultural needs when planning and providing care. Staff described the cultural needs of individual consumers and how they influence day-to-day care. Consumers and representatives confirmed staff understand consumers’ culture and values, are aware of their needs and preferences and enable them to feel respected, valued and safe. Consumers said they felt safe, staff treat them as individuals and understand what is important to them. 
Consumers and representatives said consumers are supported to make choices about their care and services, including who should be involved. Consumers are encouraged to communicate their decisions and maintain relationships of choice. Care files outlined consumers’ individual choices relating to when care and services are delivered, such as their daily routine, activities of choice, meals and areas for independence. Staff described how they encourage consumers in decision making processes, including in relation to their care and services, assisting them to remain as independent as possible.
Consumers are supported to take risks to enable them to live their best life they can and do not feel restricted in any way. Consumers said they are supported to undertake activities which include an element of risk, including involvement in discussions regarding related risks and management strategies. Staff provided examples of consumers who choose to undertake activities which include an element of risk and described avenues of how they can support them to do so. 
Information is provided to consumers through a range of avenues, including electronic communication methods, noticeboards and one-to-one discussions. Consumers described the type of information they receive and said they feel up to date about the service through conversations. There are processes to ensure consumers’ privacy is respected and personal information is kept confidential.
Based on the assessment team’s report, I find all requirements in Standard 1 Consumer dignity and choice 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.
	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.
	Non-compliant 


Findings
[bookmark: _Hlk145925983]The Quality Standard is assessed as non-compliant as one of the five specific requirements assessed has been found non-compliant. The assessment team recommended requirements (3)(a) and (3)(e) in Standard 2 Ongoing assessment and planning with consumers not met.
Requirement (3)(a)
Requirement (3)(a) was found non-compliant following an Assessment Contact undertaken in November 2022 where effective assessment and care planning processes were not demonstrated. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including development of a checklist to ensure care plans and reviews are completed in line with organisation policy; and ensuring all internal audits are completed with a result of 80% or above for each quarter. The 2023/2024 schedule includes audits relating to clinical care, clinical records and quality of care.
At the Site Audit, the assessment team were not satisfied improvements were implemented, monitored or evaluated to ensure ongoing effectiveness and systemic change. Assessment and planning was not consistently undertaken for all consumers, risks identified, or goals of care consistently completed and/or personalised. The following evidence gathered through interviews and documentation relevant to my finding was provided: 
Consumer A did not have a behaviour support plan to guide staff in management of their behaviours and behaviour management interventions were not individualised to Consumer A’s care needs. 
While pain monitoring charting showed Consumer B experienced pain, a pain assessment was not completed. While a skin assessment had not been completed, Consumer B did not have any skin integrity issues. Goals of care relating to skin, pain, nutrition and hydration, personal hygiene, and weight management were not recorded. 
Goals of care for consumers sampled were the same and not individualised to their needs.
Two consumers subject to chemical restrictive practices did not have assessments. Consumer C’s behaviour support plan was not individualised to behaviours displayed or consistent with pharmacological interventions prescribed by the medical officer. 
The provider did not agree with the assessment team’s recommendation. The provider’s response included a behaviour evaluation for Consumer A which included a range of individualised management strategies completed prior to the Site Audit. The provider acknowledged this information had not transferred to the behaviour support plan, however, was transferred to the care plan which was included in the response. The response included a pain monitoring chart demonstrating Consumer B had no pain during the period of the chart, a skin check chart showing skin condition was checked daily and a skin risk assessment completed prior to the Site Audit. Additionally, the provider noted as Consumer B entered the service not long before the Site Audit, goals of care had not been developed. Documents dated prior to the Site Audit showed consent for use of chemical restraint for two consumers was provided, however, the provider acknowledged individualised information was not included in behaviour support plans. 
Based on the assessment team’s report and the provider’s response, I have come to a different view from the assessment team’s recommendation of not met and find this requirement compliant. While not documented in the behaviour support plan, individualised management strategies had been included in care planning documentation to assist staff in the management of Consumer A’s behaviours. For Consumer B, while assessments relating to skin and pain had not been completed, monitoring charts for these two aspects of care were ongoing with no issues identified. For two consumers, consent for use of restrictive practices was in place, and a restrictive practices assessment for one consumer outlining related behaviours, associated risks, alternative measures and when restrictive practices are to be used had been completed. However, the behaviour support plan for one consumer, updated in July 2023, states no restrictive practice is required and notes medications are prescribed for behavioural and psychological symptoms of dementia. Restrictive practices should be the least restrictive and used for the least amount of time for the prevention of harm. I would encourage the service to consider how risks related to chemical restraint medications prescribed on a regular basis are monitored and reviewed, in line with legislative requirements. 
For the reasons detailed above, I find requirement (3)(a) in Standard 2 Ongoing assessment and planning with consumers compliant.
Requirement (3)(e)
Requirement (3)(e) was found non-compliant following an Assessment Contact undertaken in November 2022 as assessments and care plans were not consistently reviewed where changes to consumers or incidents occurred. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including commencing weekly care review meetings with all staff which will include review of the electronic risk management system and documentation.
At the Site Audit, the assessment team were not satisfied improvements were implemented, monitored or evaluated to ensure ongoing effectiveness and systemic change. Regular review of assessments and care plans for effectiveness, and when circumstances changed or when incidents impacted on the needs, goals or preferences of the consumer was not demonstrated. The following evidence gathered through interviews and documentation relevant to my finding was provided:
Fifteen monthly resident of the day reviews were overdue. 
A care evaluation for Consumer D completed in July 2023 indicated an updated pain management plan was required due to an increase in pain. The pain assessment and management plan was last completed in May 2023, with no changes made. 
A care plan evaluation for Consumer E completed in June 2023 did not identify inconsistencies in the diabetic management plan or assessment. Assessments had not been completed, in line with the service’s process, on return from hospital or note if there were any changes to Consumer E’s personal or clinical needs.
Half-hourly monitoring charting for a one-week period in July 2023 had not been completed on 26 occasions. 
Diversional therapy daily activity records are not individualised to each consumer, with four care files stating the same entry or referring to other consumers.
The provider did not agree with the assessment team’s recommendation. The provider acknowledged there were outstanding resident of the day tasks, which have since been actioned, however, stated there is no requirement in the related procedure to undertake these reviews. The provider acknowledged the delay in completion of a pain management plan for Consumer D, stating this was undertaken eight days after the evaluation and did not compromise effective pain management. The provider also acknowledged inconsistencies in Consumer E’s diabetic management plan. The provider was unable to advise why the post hospital checklist for Consumer E was not completed, however, stated a set of vital signs were taken on return to the service, a progress note entry showed the registered nurse was aware of the post discharge plan and the general practitioner reviewed the consumer two days post return from hospital. The provider acknowledged activities documentation is sometimes not targeted to individuals and stated the program is under development to ensure this occurs. 
I acknowledge the provider’s response. However, I find care and service review processes have not been effective. Inconsistencies in care files had not been identified through regular review processes, required assessments identified during a care evaluation were not undertaken in a timely manner, and care review processes were not undertaken in line with the organisation’s processes following a consumer’s return to the service from hospital. While the provider asserts there is no requirement to complete a resident of the day review in the organisation’s procedure, this process was found to be occurring, with almost half of the consumers overdue for these reviews at the time of the Site Audit. As such, I consider this has not ensured care plans are current or reflective of consumers’ current needs and preferences.
For the reasons detailed above, I find requirement (3)(e) in Standard 2 Ongoing assessment and planning with consumers non-compliant.
In relation all other requirements in this Standard, care files confirmed assessment and planning processes identify and address consumers’ current needs and goals, including in relation to end of life and advance care planning. However, not all goals were individualised or updated when consumers entered the end of life phase. An end of life assessment is utilised which captures consumers' needs during the end phase of life. Consumers said they have a say in their daily activities, the way they want their care and services provided and have regular discussions with the staff.
Care files sampled confirmed consumers and their representatives are involved in assessments and planning of care and services on entry and on an ongoing basis, and demonstrated involvement of the medical officers and allied health professionals in consumers’ care. Consumers and representatives described occasions where they had been consulted in relation to assessments, reviews and changes to consumers’ care and service needs, including  following medical officer and allied health visits.
There are processes to ensure the outcomes of assessment and planning are communicated to consumers, staff and others and documented in a care plan which is generally available to staff to guide provision of care and services and to consumers on request. Clinical staff described how the outcomes of assessments and care planning are communicated with consumers and representatives, and representatives said they could ask to see the care plan if they wanted.
Based on the assessment team’s report, I find requirements (3)(b), (3)(c) and (3)(d) in Standard 2 Ongoing assessment and planning with consumers 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.
	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)(c)
	The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised and their dignity preserved.
	Non-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.
	Non-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
[bookmark: _Hlk145925872]The Quality Standard is assessed as non-compliant as three of the seven specific requirements assessed have been found non-compliant. The assessment team recommended requirements (3)(a), (3)(c) and (3)(e) in Standard 3 Personal care and clinical care not met.
Requirement (3)(a)
The assessment team were not satisfied each consumer receives safe and effective personal and clinical care that is best practice, tailored to their needs and optimises their health and well-being, specifically in relation to bowel management, medications, falls, pain and diabetes. The assessment team’s report provided the following evidence gathered through interviews, and documentation relevant to my finding: 
A care staff stated they had witnessed a clinical staff member undertaking a procedure on a consumer. The care staff said the consumer was in a large amount of pain and discomfort during the procedure. Management were not aware this had occurred, and stated this is not in line with best practice. 
Clinical staff were observed administering medications to consumers without reviewing medication charts. Electronic medication charting showed medications were signed off as being administered at the same time on numerous occasions for all consumers. Care staff confirmed adding crushed medications to breakfasts while assisting consumers with their meals. A registered nurse, observed administering medication to consumers, confirmed they did not have medication charts with them and while not all consumers’ medications are packed in the sachets, they know what consumers need. 
Neurological observations and vital observations did not consistently occur following Consumer A’s falls, and bruising identified following a fall in July 2023 was not reported to registered staff. 
Progress notes and pain charting did not demonstrate Consumer F’s pain was assessed a minimum of two times a day. 
Consumer E’s blood glucose levels had not been consistently monitored in line with their diabetic assessment. 
The provider’s response outlined actions taken in response to the procedure conducted on the consumer and stated the related procedure has been amended, circulated and education relating to best practice care provided to staff. Immediate notification was made to all registered nurses relating to unacceptable medication management practices, with an investigation revealing the practice was not systemic, but related to one particular agency staff member and actions have been taken. Consumer A would not allow vital or neurological observations to be taken, however, they were closely monitored. The provider acknowledges Consumer F’s pain was not documented twice a day, however, pain relief is provided as required. The provider also acknowledges Consumer E’s blood glucose levels were missed on six occasions in July 2023, however, the consumer was in hospital for approximately six days in this month and monitoring was not possible. 
I acknowledge the provider’s response. However, I find each consumer was not provided effective clinical care that was best practice, tailored to their needs and optimised their health and well-being, specifically in relation to management of medication and bowels. 
I have considered that despite a consumer’s refusal, they were subjected to a clinical procedure which was not in line with best practice care and was undertaken without their consent. The consumer experienced pain and discomfort both during and after the procedure. Medication management has also not been undertaken in line with best practice care, potentially placing consumers at risk, and care staff have been asked by registered staff to administer medications to consumers, outside of their scope of practice. 
From the evidence presented by the assessment team and the provider’s response relating to Consumer A, I am unable to determine if post falls management, specifically neurological observations, were undertaken or not, in line with the service’s processes. An incident report included in the provider’s response also demonstrates appropriate actions were undertaken when bruising was identified. The evidence presented does not indicate impact to Consumer E and F’s health and well-being in response to inconsistent pain charting and monitoring of blood glucose levels. The provider acknowledges the deficits identified relating to these two areas and has or will be providing related education to staff. However, I would encourage the provider to consider how these aspects of care are monitored to ensure staff practice aligns with consumers’ assessed needs and preferences. 
For the reasons detailed above, I find requirement (3)(a) in Standard 3 Personal care and clinical care non-compliant.
Requirement (3)(c)
The assessment team were not satisfied the needs, goals and preferences of consumers nearing the end of life were addressed and documented to ensure comfort was maximised and dignity preserved. The assessment team’s report provided the following evidence gathered through interviews, and documentation relevant to my finding: 
Observations, monitoring charting and interviews with staff did not demonstrate aspects of care were occurring for Consumer F and a palliative care plan was not reflective of their current needs or wishes. Consumer F was observed in the same position for a period of seven hours. In July 2023, a dressing was noted over a stage 2 pressure wound, and while care staff confirmed the dressing had been in place for over a week, a wound chart was not commenced when initially identified. Progress notes by the medical officer in July 2023 indicated Consumer F had pressure wounds to their heels. There was no evidence wound charting was completed or clarification of whether pressure wounds were identified.
Consumer G’s end of life pathway was not completed hourly over a three day period. Repositioning charting did not support Consumer G was repositioned in line with their needs. While an infusion pump was commenced, the medication order did not direct staff that medications were to be administered over a 24-hour period through the infusion pump. On one occasion, medications were signed as administered by one clinical staff member. Management confirmed the protocol is for two staff to sign all schedule 8 medications. 
The provider did not agree with the assessment team’s recommendation. The provider acknowledges both consumers did not have repositioning and/or hygiene documented at intervals required and indicated Consumer G did not have any pressure injuries. Consumer F’s wound was initially identified as minor redness and a thick padding was applied to offload pressure, and although changed, it was not provided to cover any skin lesions. A pressure wound was identified 27 days later and a wound chart commenced with the wound since resolved. In relation to Consumer G, although the electronic care system provides the opportunity for hourly documentation, there is no organisational requirement to do so, rather documentation is to occur when there is a clinical or care intervention. Improvements planned include education for the clinical team relating to best practice and defensible documentation, and revision the end of life pathway and procedure. 
I acknowledge the provider’s response. However, I find the needs goals and preferences of consumers nearing the end of life, specifically Consumer F, had not been effectively recognised and addressed to ensure their comfort was maximised and dignity preserved. While staff confirmed they were aware of consumers’ care needs during end of life, I have considered documentation and observations made by the assessment team indicate care has not been consistently provided in line with Consumer F’s assessed needs or in a timely manner. While the provider asserts a thick padding was applied to minor skin redness, I have considered wound charting was not initiated at this time to enable effective monitoring of the area to occur or the consumer’s comfort maximised, with a pressure injury identified at the area 27 days later. Despite being identified with compromised skin integrity, Consumer F was observed in the same position for a period of seven hours. 
While not systemic, considering deficits identified in requirement (3)(a) of this Standard relating to medication management, the service should consider how staff adherence to schedule 8 medication management protocols are monitored. 
For the reasons detailed above, I find requirement (3)(c) in Standard 3 Personal care and clinical care non-compliant.
Requirement (3)(e)
The assessment team were not satisfied information is effectively communicated. The assessment team’s report provided the following evidence gathered through interviews, and documentation relevant to my finding: 
Three of 7 care staff, including an agency staff member, stated they do not have access to the documentation system and are unable to access care plans or monitoring charts. One care staff said they only provide general care as they are not sure of the consumers’ preferences. One staff member stated they had raised concerns regarding care staff not having access to the documentation system on several occasions, however, it did not get fixed. 
Management were not aware that staff did not have access to the documentation system and would review this. At the end of day three of the Site Audit, care staff confirmed they still did not have access to the documentation system or consumers’ care plans. 
The provider did not agree with the assessment team’s recommendation. The provider’s response stated clinical processes and communications are more robust than reading a care plan, referencing handover to care staff every shift change. The response further states care staff work under the direction of the registered nurse and communication between them is frequent and not computer dependent. The response confirmed all care staff now have access to the electronic system.
I acknowledge the provider’s response. However, I find staff do not have access to sufficient information about consumers’ condition, needs and preferences. I acknowledge the provider’s response outlining communication processes, including handovers. However, I have placed weight on feedback provided by three care staff who stated they did not have access to the electronic documentation system to enable them to access care plans and monitoring charting, with one stating they only provide consumers general care as they were unsure of their preferences. I have also considered evidence highlighted in requirement (3)(e) in Standard 2 Ongoing assessment and planning with consumers indicates care plans sampled were not consistently reflective of consumers’ current care needs and preferences. As such, I find the workforce does not consistently have access to accurate information to enable coordination and delivery of safe and effective personal and/or clinical care or have sufficient understanding of consumers’ conditions to provide and coordinate care.
For the reasons detailed above, I find requirement (3)(e) in Standard 3 Personal care and clinical care non-compliant.
In relation all other requirements in this Standard, high impact or high prevalence risks associated with the care of consumers are identified and management strategies are developed to ensure care and services are delivered in line with consumers’ assessed needs and preferences. Care files demonstrated appropriate management of falls and weight loss. Staff were aware of consumers who were high risk and described strategies they have implemented ensure they remain safe, including strategies to minimise falls. Consumers and representatives confirmed consumers receive the care and services they need and were satisfied with how individual risks were managed, including in relation to continence, nutrition and behaviours.
Where changes to consumers’ health are identified, care files demonstrated prompt recognition and response, including referrals to medical officers and/or allied health professionals and commencement of additional monitoring and assessments. Staff demonstrated an understanding of their roles and responsibilities, including identifying and reporting changes to consumers’ condition and signs of deterioration. Infection related risks are minimised through implementation of effective infection control methods. Policy and procedure documents assist to guide staff in infection prevention and control processes and mandatory training is provided. Staff demonstrated a clear understanding of infection control, including actions to take when a consumer tests positive to COVID-19. However, all infections identified were not recorded on the service’s electronic infection register, which has been considered in my finding for requirement (3)(e) in Standard 8 Organisational governance.
Based on the assessment team’s report, I find requirements (3)(b), (3)(d), (3)(f) and (3)(g) in Standard 3 Personal care and clinical care 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.
	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 felt supported to do things they enjoyed, participate in activities of interest, maintain their independence and maintain social and personal relationships. Care plans reflect things that are interesting and meaningful to consumers, and an activity register is maintained and highlights activities conducted by consumers each day either in a group, outings or one-to-one time with staff. The lifestyle program provides modified activities that are tailored to consumers with declined cognitive ability. Consumers were observed participating in a range of activities, including sensory, tactile games and painting which they appeared to enjoy.
Documentation demonstrated consumers engage in the lifestyle program and there are activities available to meet their individual spiritual needs, including celebrations of significant holidays and events and multi-denominational church services. Staff were observed providing consumers with emotional support and described how they have supported consumers who require additional support, including consumers who experience episodes of depression and low mood.
Information about consumers’ conditions, needs and preferences is documented and communicated within the service and with others where responsibility is shared and, where required, there are processes to ensure appropriate and timely are referrals are initiated. Staff described how they are kept up to date with consumers’ changing needs and preferences and consumers confirmed their condition, needs and preferences are known by staff.
Meals are planned monthly in consultation with an external nutritionist and are seasonally themed. Consumers were observed connecting socially during meal services, demonstrating a sense of enjoying their dining experience. Consumers are encouraged to provide feedback on the menu, including through feedback processes and surveys, with improvements implemented in response. Staff described dietary needs and preferences of consumers, in line with dietary care plans, and consumers were satisfied with the meals provided and confirmed they are able to provide feedback on the meals.
There are processes to ensure equipment, required to support delivery of services, is clean, safe and suitable for consumer use. Care staff described how they maintain equipment, including maintenance and hazard reporting processes, and consumers and representatives said there is enough and appropriate equipment available. 
Based on the assessment team’s report, I find all requirements in Standard 4 Services and supports for daily living 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.
	Compliant 

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


Findings
The service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function. Consumers’ rooms included highly personalised décor and memorabilia, and consumers interviewed said they feel safe, the environment is easy to navigate, is welcoming and offers areas for their friends, family and pets to interact. Extensive, open outdoor gardens and courtyards are well maintained and feature covered areas, barbeques and fire pits, consumer-maintained gardens and walking paths, with many consumer rooms opening externally into these outdoor areas.
The service environment is clean, well maintained, has wide corridors free of obstruction and provides a positive and comfortable environment. Consumers were observed moving freely throughout the service, both indoors and out. Cleaning is undertaken in line with a checklist which includes all areas of the service environment. Reactive and preventative maintenance, supported by contracted services, are in place and staff described how they report maintenance issues and hazards, in line with the service’s processes. Furniture, fittings and equipment was observed to be safe, clean, and well maintained
Based on the assessment team’s report, I find all requirements in Standard 5 Organisation’s service environment 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.
	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.
	Compliant 

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


Findings
Consumers said they are supported to provide feedback and make complaints through various avenues and feel comfortable to do so. Management encourage consumers to provide feedback, including through an open-door policy, and consumers often come to see the clinical manager in their office. Consumers are also encouraged and supported to provide feedback through feedback forms and a new electronic feedback system. Staff were aware of feedback processes and described how they assist consumers to provide feedback by using feedback forms.
Consumers and representatives were aware of external agencies who could assist them in raising concerns. Consumers are provided with information about internal and external feedback and complaints mechanisms, advocacy and language services on entry and ongoing. Policies and procedures are available to guide staff in the complaints management process, including use of advocacy and interpreter services, and information on advocacy and language services was displayed throughout the service. 
Related documentation demonstrated appropriate and timely action is taken in response to  feedback and complaints. Staff were familiar with open disclosure principles, such as apologising to consumers when things go wrong or phoning a consumer’s representative when an incident has occurred. Consumers felt appropriate and timely action is taken in response to complaints to address and resolve any issues, they are informed when things go wrong and confirmed staff provide an apology at these times.
Feedback and complaints are reviewed and used to identify and drive continuous improvement. A complaints log is maintained and feedback is generally captured, monitored, analysed, trended and reviewed to identify improvement opportunities. However, not all verbal feedback and complaints were captured on the complaints log or included on the plan for continuous improvement, which may lead to missed opportunities to identify improvements. Consumers and representatives were satisfied with the way in which management manage and respond to complaints and felt feedback is used to improve the quality of care and services.
Based on the assessment team’s report, I find all requirements in Standard 6 Feedback and complaints 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.
	Compliant 

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


Findings
[bookmark: _Hlk145925695]The Quality Standard is assessed as non-compliant as one of the five specific requirements assessed have been found non-compliant. The assessment team recommended requirements (3)(c) and (3)(e) in Standard 7 Human resources not met.
Requirement (3)(c)
The assessment team were not satisfied the workforce is competent and have the skills and knowledge to effectively perform their roles. The assessment team’s report provided the following evidence gathered through interviews, and documentation relevant to my finding: 
While some staff are employed directly by the organisation, due the remote location of the service, workforce availability is an issue and there is a heavy reliance on agency staff. The organisation could not demonstrate training is provided to agency staff or they are subject to any competency-based assessments after commencing duties to ensure they are competent to undertake their roles and responsibilities.
Three orientation checklists, used for agency staff, did not demonstrate workplace expectations have been explained and agreed to, and were undated and unsigned by the supervising staff member.
Documentation showed staff are not competent in the management of medications, assessment and end of life care, pain, and behavioural support. Management was not aware of deficits identified as routine monitoring and evaluation of agency staff is not undertaken post engagement of their duties. 
One clinical staff member had concerns that other clinical staff were not following procedure when administering medications and not signing medications as they are administered. Two care staff said they are sometimes asked by clinical staff to put crushed medications into consumers’ meals, although they are not trained or authorised to administer medications.
The provider did not agree with the assessment team’s recommendation. The response stated the assessment team may have considered access to the electronic system means some staff lack the knowledge to effectively perform their roles and did not agree with the assessment team’s recommendation. The provider acknowledged increased focus on documentation, including completion of orientation checklists is required and asserted agency staff undertake the same onboarding as permanent staff, including extensive orientation and mandatory education. Engagement of new staff, including agency staff, in the orientation program is to be reviewed and revised as appropriate. 
Based on the assessment team’s report and the provider’s response, I have come to a different view from the assessment team’s recommendation of not met and find this requirement compliant. The evidence presented does not indicate to me that staff are not competent or lack the qualifications and knowledge to effectively perform their roles, rather that the organisation’s processes to monitor and review the performance of the workforce are not effectively applied. I have considered aspects of the evidence presented in my finding for requirement (3)(e) in this Standard. I acknowledge the provider’s planned actions relating to orientation of new staff, including agency staff. 
For the reasons detailed above, I find requirement (3)(c) in Standard 7 Human resources compliant.
Requirement (3)(e)
[bookmark: _Int_ChabRIiz]The assessment team were not satisfied agency staff, which often constitute the majority of the service’s workforce, undergo any formal assessment or monitoring of their performance. The assessment team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding: 
One registered nurse stated they had been informed some registered nurses are instructing care staff to mix medications into consumers’ meals which was confirmed through interview with care staff. Registered nurses are not consulting medication records to guide administration. Management were unaware registered nurses were not administering medications in line with best practice according to the organisation’s medication policy and procedure. 
One clinical staff member said a care staff reported witnessing another clinical staff member performing a procedure on a consumer who allegedly had refused and not consented. Despite expressing strong disapproval for the possibility of this occurring, management did not articulate what actions they would take in response.
Deficits identified in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care indicate ineffective monitoring of staff performance, with the majority of clinical staff being labour hire. Evidence indicates ineffective monitoring of staff performance contributing to deficits in the management of medications, assessment and end of life care, pain and behavioural support.
The provider’s response states the appropriate process for monitoring and managing all staff performance, including contracted staff, and maintenance of training records is the subject of a performance review. 
I acknowledge the provider’s response. The intent of this requirement expects the performance of all members of the workforce is to be regularly evaluated to identify, plan and support any training and development needs. I find ongoing monitoring of the performance of each member of the workforce, including agency staff, was not demonstrated. Staff were not administering medications in line with best practice processes, potentially placing consumers at risk. Care staff were undertaking tasks relating to medication administration which were outside of their scope of practice, and while care staff recognised they were not authorised to administer medications, there was no indication they had reported this practice to management. Outcomes for consumers highlighted in Standard 3 indicate staff practice has not been effectively monitored to ensure the delivery of safe and effective personal and clinical care to consumers. Evidence presented in Standard 3 requirements (3)(a) and (3)(c), which have been found non-compliant, demonstrate consumers have not been provided care that is best practice, tailored to their needs or optimised their health and well-being, or end of life care. Deficits have also been found in Standard 2 requirement (3)(e) relating to review of consumers’ care and services. I have also considered the service’s own monitoring processes have not been effectively applied, including monitoring of staff practices, as deficits, including poor staff practices highlighted by the assessment team have not been identified nor additional training requirements been identified. 
For the reasons detailed above, I find requirement (3)(e) in Standard 7 Human resources non-compliant.
In relation all other requirements in this Standard, consumers and representatives were happy with staffing levels and mix and staff said there are sufficient staff rostered to get things done. Rosters are developed according to consumer numbers and acuity, and how many tasks are required for what shift, with day shifts having more allocated staff when care and service requirements are at their highest. A registered nurse is rostered on all shifts There are processes for planned and unplanned leave, with agency staff blocked booked to ensure adequate staffing numbers are rostered.
Consumers and representatives spoke positively of staff, and observations confirmed staff are kind, caring and respectful when interacting with consumers. The organisation has a code of conduct which sets out its expectations for the workforce, including appropriate workplace behaviours. Upon commencement of employment, induction materials require supervising staff to sign off that this has been read and understood by new employees. Annual performance reviews also ensure job responsibilities and behaviour expectations have been effectively communicated to the employee.
Overall, consumers felt safe and confident staff were skilled and they delivered care and services that met their needs. A mandatory training program is maintained with modules completed by staff relevant to their role. Related training lists showed completion of mandatory training is monitored with the workforce up to date with training requirements. Regular staff felt they were supported by management and have had sufficient training to undertake their roles. The onboarding process is used to assess staff competency and new staff and are ‘buddied up’ with experienced staff as a part of their induction.
Based on the assessment team’s report, I find requirements (3)(a), (3)(b) and (3)(d) in Standard 7 Human resources 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.
	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.
	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.
	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 Quality Standard is assessed as non-compliant as one of the five specific requirements assessed has been found non-compliant. The assessment team recommended requirement (3)(e) in Standard 8 Organisational governance not met.
Requirement (3)(e)
While effective processes relating to open disclosure were demonstrated, the assessment team were not satisfied a clinical governance framework, including in relation to antimicrobial stewardship and minimising use of restraint was demonstrated. The assessment team’s report provided the following evidence gathered through interviews, and documentation relevant to my finding: 
While there is an audit schedule and other monitoring processes, deficits were identified in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal and clinical care which were not identified and addressed through the clinical governance framework. 
Management could not demonstrate how consumers prescribed antibiotics are recorded and monitored. Not all infections had been reported through the electronic system and the infection report did not show that where a medical officer had commenced antibiotics, pathology testing was undertaken to ensure efficacy of treatment. The antimicrobial stewardship policy outlines the requirement for completing pathology to support effective antibiotic therapy and monitoring for effectiveness.
Two consumers subject to chemical restraint did not have relevant assessments completed. Management was asked to describe examples of where they reduced restraint within the service, however, no further information was provided. 
The provider disagreed with the assessment team’s recommendation. The provider asserts while the antimicrobial stewardship policy outlines the requirement for completing pathology and the organisation aspire to this, access to pathology collection and timeliness of results being received can impact the outcome of the consumer’s health and pathology is not always supported by the general practitioner. The electronic antimicrobial report includes all consumers and an external provider provides routine reporting of appropriate use of antibiotics, and direct education and advice to general practitioners. The response also states the service has minimal restraint, with audit data indicating sustained improvement in the use of restrictive practice. The provider said the service is the pilot site for the organisation’s Small Homes project and anticipates many aspects of documentation and client centred actions will be addressed by this major change program. 
I acknowledge the provider’s response. However, I find the organisation’s clinical governance framework was not effective, including in relation to antimicrobial stewardship. The antimicrobial reports included in the provider’s response do not provide an effective overview of infections identified or related pathology, with only antimicrobials prescribed included on the report. There was no evidence included in the provider’s response to demonstrate how this information is used to enable the organisation to effectively prevent, manage and control infections and antimicrobial resistance. The antimicrobial stewardship policy does not provide effective guidance for staff in antimicrobial stewardship principles as it is not in line with the service’s current practice related to use of antibiotics. 
While a clinical governance framework is in place, I find this has not effectively ensured the performance of the workforce is monitored and quality care and service delivery to consumers is maintained, good clinical results achieved and improvement opportunities identified. The findings of non-compliance in requirement (3)(e) in Standard 2 Ongoing assessment and planning with consumers and requirements (3)(a) and (3)(c) in Standard 3 Personal care and clinical care indicates the organisation’s clinical governance framework is not effective, with deficits highlighted not identified by the service’s or organisation’s own monitoring processes, including audits related to these specific Standards.
The evidence presented in this requirement does not indicate systemic deficits relating to minimising use of restrictive practices. The evidence relating to the two highlighted consumers is more aligned with assessment and planning and has been considered in my finding for requirement (3)(a) in Standard 2 Ongoing assessment and planning with consumers. 
For the reasons detailed above, I find requirement (3)(e) in Standard 8 Organisational governance non-compliant.
In relation to all other requirements in this Standard, consumers are engaged in the development, delivery and evaluation of care and services through feedback processes and surveys. A consumer engagement framework is the organisation’s consolidated approach to outline how to successfully engage with consumers through various mechanisms in order to demonstrate the organisation’s commitment to partnering with consumers in service and care delivery. 
The organisation has a range of reporting mechanisms to ensure the Board is aware of and accountable for the delivery of care and services provided. The organisation’s values are promoted and communicated throughout the service, and there is an established management and committee meeting structure where issues are identified, discussed, and escalated, including to the Board. 
The organisation has a governance structure to support all aspects of the organisation, including information management, continuous improvement, financial governance, workforce and clinical governance, regulatory compliance and feedback and complaints. There are processes to ensure these areas are monitored and the Board is aware and accountable for the delivery of services. Additionally, effective risk management systems and practices in relation to managing high impact or high prevalence risks; supporting consumers to live the best life they can and managing and preventing incidents, including use of an incident management system were demonstrated. However, while there were processes to identify and respond to abuse and neglect, one incident was found to not have been reported through the incident management system. 
Based on the assessment team’s report, I find requirements (3)(a), (3)(b), (3)(c) and (3)(d) in Standard 8 Organisational governance compliant.
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