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	[bookmark: _Hlk112236758]Name:
	RDNS Melbourne - At Home Support

	Commission ID:
	300199

	Address:
	347 Burwood Highway, FOREST HILL, Victoria, 3131

	Activity type:
	Assessment contact (performance assessment) – non-site

	Activity date:
	9 December 2024 to 10 December 2024

	Performance report date:
	28 February 2025

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.

Services included in this assessment
[bookmark: SERVICEALLOCATIONLIST]
Commonwealth Home Support Programme (CHSP) included:
Provider: 8541 Royal District Nursing Service
Service: 27802 Royal District Nursing Service - Care Relationships and Carer Support
Service: 25604 Royal District Nursing Service - Community and Home Support

This performance report
This performance report has been prepared by J. Renna, 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 services it operates, 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) – non-site report was informed by review of documents and interviews with staff and management
· [bookmark: _Hlk144301165]the provider’s response to the assessment team’s report received 17 January 2025
· performance report dated 27 September 2022 prepared in response to an Assessment Contact – Site undertaken from 12 August 2022 to 16 August 2022.
· 

Assessment summary for Commonwealth Home Support Programme (CHSP)
	Standard 2 Ongoing assessment and planning with consumers
	Not applicable as not all requirements have been assessed 

	Standard 3 Personal care and clinical care
	Not applicable as not all requirements have been assessed

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


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
There are no specific areas identified in which improvements must be made to ensure compliance with the Quality Standards. The provider is required to actively pursue continuous improvement in order to remain compliant with the Quality Standards. 



Standard 2
	[bookmark: _Hlk106628362]Ongoing assessment and planning with consumers
	CHSP

	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:
1. 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
1. 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 


Findings
Requirement 2(3)(a)
This Requirement was found non-compliant following an Assessment Contact – Site undertaken on 12-16 August 2022, as the provider did not demonstrate assessments of risk for all CHSP consumers (that transitioned to RDNS Melbourne – At Home Support) supported the delivery of safe and effective services. 
The Assessment Team report described the provider’s actions in addressing previous non-compliance. This includes, but was not limited to, providing staff access to consumer assessment information through My Aged Care (MAC), completed site assessment tools and care and service plans. 
The Assessment Team found inconsistencies in the completion of assessments and/or review following changes to consumer’s conditions. The Assessment Team recommended the provider did not meet Requirement (3)(a) and provided the following evidence to support their assessment:
· Two consumers were receiving domestic assistance and shopping support services. Documentation showed both consumers presenting with a range of risks including, chronic pain, compromised skin integrity, risk of falls, cognitive decline, incontinence, hearing impairment, allergies and prescribed multiple medications. Both consumers were admitted multiple times into the hospital in 12 months.
· The Assessment Team noted no validated assessment tools relating to identified risks were completed.
· Consumer A was receiving personal care, domestic assistance and shopping support. The consumer’s service plan identified a history of falls and chronic pain and whose partner passed away recently. 
· Staff advised that the consumer’s falls risk status was not identified within the mobile application.
· Personal care service plan was not reviewed since 2022.
· The consumer’s wellness plan and site assessment tool completed in October 2023 referenced that the consumer lived with their partner.
· The consumers progress notes indicated that a nursing assessment was last offered in June 2023.
· Consumer B was receiving domestic assistance services. The file review noted the consumer has severe allergic reactions to several unspecified medications requiring the use of an EpiPen.
· Consumer C was receiving domestic assistance and shopping support services. The documentation revealed that the consumer has no family, had 2 falls in the past 12 months, has stage 4 renal failure with one functional kidney, has reduced strength and mobility, is experiencing weight loss, has cataracts and is a fall risk.
· The Assessment Team noted no validated assessment tools relating to identified risks were completed.
· Consumer D was the recipient of personal care services. The documentation illustrated that the consumer is a high fall risk and experiences incontinence. 
· The Assessment Team noted no evidence of discussion, referral or action following identified risks.
· The Assessment Team described ineffective processes to identify and manage restrictive practices due to the lack of training and monitoring register for equipment that had the potential to be restrictive practices.
· Staff and management confirmed restrictive practice training was not provided.
With reference to the Assessment Team report, the provider submitted a response outlining further evidence to support their compliance and refute the Assessment Team's assertions. I acknowledge that the provider noted that the lack of consumer and representative interviews may have impacted the Assessment Team's recommendation. The provider response includes the following information relevant to my finding:
· In reference to the two consumers with similar presentations and outcomes, the provider outlined the following:
· The support plan indicated that medication was a pain management strategy, and slow-paced ambulation and walking frames mitigate fall risk. Additionally, there had been no falls during service provision or reported by the consumer. The consumer was independent with personal care activities.
· The provider indicated that the cognition was being monitored and documented as ‘lapses in memory’. Staff supported her recall during social support (shopping) services. The consumer’s care and services file identified incontinence concerns managed by continence aids. The file also identified fall risk; however, it indicated that the consumer uses a mobility aid, wears a personal alarm and attends the fall clinic with their representative. The frailty screening tool score of 7 did not warrant further escalation or action. Consumer A
· The care and services support plan identified a history of falls, chronic pain and mobility needs. Fall mitigating strategies were identified and listed through various aids and equipment such as a wheelie walker, hearing aids, glasses, non-slip mat, shower stool, handheld shower and handrail. Medication support was not part of the service provision, but pain management strategies were noted in the care and services support plan.
· The provider explained that due to the consumer’s planned transition to a home care package in November 2024, the routine file updates for October 2024 was not completed. However, the consumer profile was updated to reflect that the consumer lived alone.
· The provider explained that nursing assessments for consumers receiving non-clinical care and services was not a usual practice. Additionally, the provider clarified that nursing assessment was last offered in February 2024. However, evidence of this was not provided.
· Consumer B
· The consumer file alerted staff to the consumer’s severe reaction to multiple drug allergies and the location of the EpiPen. Additionally, the consumer support plan indicated that the consumer was consulted regarding any potential allergic reaction to the cleaning products to be used.
· Consumer C
· The provider explained the timeline of events regarding the admission and discharge from nursing services. The provider refuted the Assessment Team’s assertion that the consumer has reduced mobility and strength or is experiencing weight loss. The provider drew attention to the MAC support plan, noting that the consumer had a dietitian service and exercise physiology services in place. Additionally, the support plan noted mobility and sensory aids supporting the consumer’s independence.
· Consumer D
· The provider explained the timeline of events regarding several admission and discharge from services. The last admission for personal care services occurred in October 2024, demonstrating that no assessments or plans were overdue. The care and services plan demonstrated that the consumer received domestic assistance and social support individual through other providers. The plan identified the consumer uses a mobility aid, requires physical assistance with most aspects of personal hygiene, and has bladder incontinence. The provider stated in the response that the consumer had other equipment to support them during personal care. However, evidence was not attached. In relation to the progress note highlighting the consumer as a high fall risk, the provider asserts that the consumer was in the care of the hospital at the time.
· Restrictive practice
· The provider showed evidence that online mandatory training was provided regarding Serious Incident Response Scheme (SIRS) reporting and elder abuse. Additionally, the provider attached evidence of correspondence with the consumer’s representative highlighting the mechanical restraint posed by the recliner chair and tray table positioning.
In coming to my finding, I have considered the Assessment Team’s report and provider’s response. This Requirement expects relevant risks to the consumer's safety, health and well-being to be assessed, discussed and included in the planning of the consumer's care. In relation to restrictive practices, risks and alternative strategies are expected to be discussed with consumers to enable informed decision-making and documented with regular monitoring and review.
I have considered the information regarding consumers A, B, C, D along with additional consumers mentioned, and I am satisfied that the provider demonstrated planning documentation were completed proportionate to the assessed consumer needs and services provided. At the time of my decision, evidence indicated that the provider had the resources to undertake further assessments and effective processes for referrals where warranted, however the absence of consumer and/or representative perspective makes the impact of gaps in documentation identified indeterminable.
I have considered all restrictive practice information available to me and have identified that there was no evidence indicating equipment was used to influence consumer behaviour and constituted a restrictive practice, nor evidence that the provider failed to identify any restrictive practice in place. I acknowledge staff interviewed did not recall restrictive practices training, however, there is no evidence at the time of my decision translated to the inability to identify and respond to restrictive practices. While the provider is yet to fully embed the continuous improvements outlined towards enhancing restrictive practices training and guidelines, I place weight on the provider’s response and actions taken thus far and encourage the provider to continue with the improvement plan.
Requirement 2(3)(b)
Information and evidence in the Assessment Team’s report under Requirement (3)(a) in Standard 3 is relevant to the documentation of consumer needs, goals and preference, specifically in relation to Consumer A. This includes:
· Consumer A was receiving personal care on multiple occasions throughout the week; however, the Assessment Team saw no detailed guidance for staff relating to her personal hygiene needs, preferences or how the consumer was to be supported during this care delivery.
· For consumers receiving personal care support, information within the support plan was not consistently tailored to individual needs and preferences.
In response to the Assessment Team’s report, the provider submitted a response to address consumer specific information. The response included the following evidence relevant to my finding:
· The provider attached Consumer A’s personal care plan and this demonstrated personal care support instructions to staff were generic in nature with no individual directives.
In coming to my finding, I have considered the Assessment Team’s report and provider’s response. This Requirement expects the providers to plan for and tailor care and services to align with consumer’s needs and personal preference with how they want care to be delivered. While evidence in the Assessment Team’s report showed personal care directives were insufficient, staff interviewed described in detail how they provided safe and effective care to consumers. Furthermore, I have placed weight on the Assessment Teams’ report, which demonstrated evidence collected of individualised personal care directives for consumers which are detailed.
Based on the information summarised above, I find the provider compliant with Requirement (3)(b) in Standard 2 Ongoing assessment and planning with consumers.
Requirement 2(3)(c), and 2(3)(d)
[bookmark: _Hlk190088164]The Assessment Team recommended the provider met these Requirements and provided the following evidence to support their assessment:
· [bookmark: _Hlk190088227]Staff advised having access to consumer information through electronic devices informed the delivery of safe and effective care and services. Staff said team leaders are contactable should further information be required.
· Management described the care planning process, including advanced care planning and end of life discussions, and elaborated on frailty screening, which served to identify consumer needs further. They said consumers are offered wellness plans focused on reablement and support to meet consumer goals. Management demonstrated working collaboratively with other care providers during consumers' transition to RDNS to ensure adequate time was scheduled to complete assessment and planning. Management advised that support plans were shared with staff, consumers and/or representatives. Additionally, changes to the support plan were communicated through home visits or over the phone.
· Documentation showed support plans for all consumers sampled, including references to discussions on advanced care plans. Support plans reflected consumer participation, including their family and other health care providers and professionals. Support plans for all sampled consumers were either signed by the consumer and/or representative where verbal consent was provided; it was documented.
Based on the information available to me, along with the absence of consumer and/or representative perspective, I find the provider compliant with Requirements (3)(a), (3)(b), (3)(c) and (3)(d) in Standard 2 Ongoing assessment and planning with consumers.


Standard 3
	[bookmark: _Hlk106614299]Personal care and clinical care
	CHSP

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
1. is best practice; and
1. is tailored to their needs; and
1. optimises their health and well-being.
	Compliant 

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

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


Findings
Requirements 3(3)(a), 3(3)(b) and 3(3)(e)
This Requirement was found non-compliant following an Assessment Contact – Site undertaken on 12-16 August 2022, as the provider did not demonstrate risks were effectively managed and staff had access to relevant information to inform care delivery for all CHSP consumers (that transitioned to RDNS Melbourne – At Home Support). 
The Assessment Team report described the provider’s actions in addressing previous non-compliance. This includes, but was not limited to, providing staff access to consumer assessment and planning information, training for new systems, and undertaking assessment and support plan reviews and implementing communication strategies to share information where multiple parties were involved in the consumer’s care.
The Assessment Team recommended that the provider met these requirements and provided the following evidence to support their assessment:
· Staff detailed how they provided safe and effective care and services, demonstrating they knew their consumers well. Staff confirmed access to relevant and current consumer information, enabling them to provide appropriate care. Additionally, staff indicated receiving alerts on their electronic devices regarding consumer care changes or support plan updates. This prompted staff to review the support plan prior to supporting the consumers.
· Management advised that all staff had access to dated notes and support plans to inform them of changes to care and services.
· Documentation reviewed illustrated clear clinical care information was available to staff and evidenced tailored care, best practice and health optimisation. Furthermore, the support plans identified high impact or high prevalent consumer risk (e.g., wound, stoma or catheter) to enable staff to support the consumer through risk minimisation strategies. 
Based on the information available to me, and noting the absence of consumer and/or representative insight, I find the provider compliant with Requirements (3)(a), (3)(b) and (3)(e) in Standard 3 Personal care and clinical care.
Standard 7
	Human resources
	CHSP

	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
Requirement 7(3)(a)
This Requirement was found non-compliant following an Assessment Contact – Site undertaken on 12-16 August 2022, as the provider did not demonstrate that the workforce was planned and had adequate skills mix to sufficiently deliver safe and quality care and services for all CHSP consumers (that transitioned to RDNS Melbourne – At Home Support). 
The Assessment Team report described the provider’s actions in addressing previous non-compliance. This includes, but was not limited to, providing staff retention incentives, partnering with a university to upskill untrained personal care workers in obtaining a Certificate III in community care and training to undertake initial and ongoing support plan assessments and reviews.
The Assessment Team recommended the provider met these requirements and provided the following evidence to support their assessment:
· Management explained the provider had a full complement of staff with various skills. Unplanned leave was managed through the availability of casual and part-time staff, resulting in no unfilled shifts. Management described a seamless transition of 120 consumers from another provider in September 2024, with assessment and support plans completed prior to RDNS transition. 
Based on the information available to me, and noting the absence of consumer and/or representative insight, I find the provider compliant with Requirement (3)(a) in Standard 7 Human resources.
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