[image: ]
[image: ]
[image: ]Performance Report
1800 951 822
Agedcarequality.gov.au






	[bookmark: _Hlk112236758]Name:
	Redland Residential Care Facility

	Commission ID:
	5504

	Address:
	3 Weippin Street, CLEVELAND, Queensland, 4163

	Activity type:
	Assessment contact (performance assessment) – site

	Activity date:
	on 7 January 2025

	Performance report date:
	4 February 2025
	Service included in this assessment:
	Provider: 1132 Queensland Health 
Service: 5984 Redland Residential Care Facility


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 Redland Residential Care Facility (the service) has been prepared by Gill Jones, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Assessment contact (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others
· the provider’s response to the assessment team’s report received 25 January 2025 and 3 February 2025


Assessment summary 
	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
Requirement 3(3)(b)
Effective management of high impact or high prevalence risks associated with the care of each consumer.
· Ensure safe quality care is provide to consumers with high impact, high prevalence risks including diabetes, wound care and behavioural needs.
· Ensure clinical care provided is adequately documented to ensure care pathways can be followed and care provided to consumers monitored appropriately.
· Ensure mandatory reporting to the Serious Incident Response Scheme is conducted as required.
Requirement 8(3)(c)
Effective organisation wide governance systems relating to the following: information management; continuous improvement; financial governance; workforce governance, including the assignment of clear responsibilities and accountabilities; regulatory compliance; and feedback and complaints.
· Strengthen governance processes so that organisation wide systems relating to information management; continuous improvement; workforce governance, and regulatory compliance are effective.
Requirement 8(3)(d)
Effective risk management systems and practices, including but not limited to the following: managing high impact or high prevalence risks associated with the care of consumers; identifying and responding to abuse and neglect of consumers; supporting consumers to live the best life they can; and managing and preventing incidents, including the use of an incident management system.
· Ensure risk management processes are effective to improve clinical outcomes for consumers particularly in relation to managing high risk high prevalence risks affecting consumers, when identifying and responding to abuse and neglect of consumers and managing and preventing incidents. 
· 

Standard 3
	Personal care and clinical care
	

	[bookmark: _Hlk189566107]Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Not Compliant


Findings
The service was unable to demonstrate effective management of consumers with high impact or high prevalence risks. Care directive for notifying the medical officers (MO) of low blood sugar levels has not been consistently implemented. A review of documentation identified deficiencies in diabetes, wound, medication, and behaviour management. Care documentation identified gaps in documenting blood glucose readings, wound care attendance and caring for consumers with behaviours requiring support. Reporting of serious incidents under the Serious Response Incident Scheme (SIRS) was not always completed.
In their response to the Assessment Team’s response the provider stated they acknowledged the Assessment Team’s findings. The provider is planning staff education to assist staff in identify and managing risk and reporting through SIRS. They plan to revise their policy on SIRS and escalation of risk as well ensure better integration of medical officers and allied health workers in risk management processes. Lastly, the service plans to develop and implement a clinical documentation audit tool and recruit a Clinical Nurse Consultant for Dementia to provide staff with stronger clinical support in managing consumers with behaviour support needs and behaviour support plans. 
In relation to a consumer named in the Assessment team’s report the provider disputed some of the Assessment Teams findings and stated staff had followed the diabetic management plan to stabilise the blood sugar levels. The provider acknowledged that staff had not followed the instruction recorded by the MO for them to be notified of every low blood sugar level but stated that the consumer was reviewed on four occasions by a MO between 1 December 2024 and 6 January 2025. The provider acknowledged gaps in recording blood sugar levels, an error in medication prescribing, inconsistent documenting of wound care provided and a lack of wound measurement. The provider stated specialist wound care advice had been obtained as had support from a specialist outreach service regarding behaviour management during December 2024 and January 2025. No documented evidence was provided to support the provider’s account of events. The provider acknowledged that behaviour support planning was lacking for another consumer’s named in the report and has subsequently addressed this.
The provider acknowledged that the quality of care documentation was below what is expected. The provider acknowledged improvement is needed to ensure care pathways are easily followed and evidenced and this would be addressed. Further work is also needed to increase the visibility of medical officer review documentation.
I have considered the evidence brought forward by the Assessment Team and the provider. Whilst the provider has provided an explanation for issues found by the Assessment Team I am unable to verify that as supporting evidence was not provided. I agree with the provider that the standard of clinical care documentation when managing consumers with high impact, high prevalent risks including wound care and diabetes is inadequate. This places consumers at risk. I also agree with the provider that behaviour care planning needs improvement to ensure triggers are identified and strategies implemented to manage behaviours.
I find Requirement 3(3)(b) not compliant.


Standard 8
	Organisational governance
	

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Not Compliant

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


Findings
Requirement 8(3)(c) 
The service did not demonstrate appropriate governance systems are in place including information management, continuous improvement, workforce governance and regulatory compliance to improve outcomes for consumers. 
A review of the service’s electronic care management system (ECMS) identified not all consumer outcomes are documented to inform effective care. The service’s ECMS is not reviewed or analysed by management and clinical staff to identify outcomes and care delivery requiring improvement. Data available is not used to analyse and identify risks for improving the delivery of care and services for consumers. In addition, blood glucose checks not consistently recorded, wound photography is late, wounds not measured, assessment and planning failed to identify triggers to assist with managing consumer behaviour, incidents requiring reporting under the Serious Incident Reporting Scheme were not reported. 
The service does not have a functioning system for continuous improvement. A review of the PCI detailed 15 improvement items from 10 January 2023 to 7 January 2025, with most items having nil or minimal progress recorded.  The PCI did not record any improvement items that resulted from the identification of trends analysis, complaints, feedback or incidents.
The workforce were not adequately trained in developing behaviour support plans and reporting incidents under SIRS. Review of the SIRS policy demonstrated it predominantly referenced managing challenging behaviours and falls but did not include information about other categories for reporting incidents under the scheme. 
In their response to the Assessment Team’s response the provider stated they had previously identified, in December 2024, the need to strengthen their governance processes and planned to employ a Nurse Manager Governance to conduct a gap analysis against the Aged Care Quality Standards and develop a whole-of-facility action plan. This work is expected to be completed by March 2025. In addition, the service plans to establish a dedicated Safety and Quality Committee which will include the monitoring and actioning of high-prevalence and high impact risks, clinical incident trends, quality improvements and consumer feedback. The service also plans to develop and maintain a robust plan for continuous improvement and deliver staff training in feedback and complaints.
Having considered the evidence brought forward by the Assessment Team and the response by the provider I find Requirement 8(3)(c) not compliant.
Requirement 8(3)(d)
The service was unable to demonstrate effective risk management systems and practices are used for analysis, monitoring, identifying and responding to high impact and high prevalence risks and reducing the occurrence of preventable harm. The Assessment Team identified deficiencies relating to the identification and response to risks associated with wound care, diabetes management, use of medications and behaviour management assessment. Monitoring and review of risks does not consistently occur by key personnel, including the identification of deficiencies to respond and implement improvements across the service. The Assessment Team could not identify any improvements informed by incidents. Review of meeting minutes evidenced broad-level reporting of incident statistics within governance meetings, however, did not identify trends or monitoring of consistent deterioration of consumers’ wounds including unstageable pressure injuries. Management was unable to demonstrate how they are providing clinical oversight and identifying risk to mitigate occurrence of harm and inform continuous improvement to ensure safe quality care for consumers.
In their response to the Assessment Team’s response the provider stated they planned to improve incident reporting, the follow up of incidents and provide clinical incident analysis training. The service also plans to review the Redlands Residential Care committee sub-structure to align with best practice in aged care governance. 
Having considered the evidence brought forward by the Assessment Team and the response by the provider I find Requirement 8(3)(d) not compliant.

[bookmark: _Hlk144301213]Name of service: Redland Residential Care Facility	RPT-OPS-0043 v1.2 
Commission ID: 5504	OFFICIAL: Sensitive 
		Page 13 of 13
image1.jpeg




image2.jpeg
Australian Government Engage
Empower
Aged Care Quality and Safety Commission Safeguard

w




image3.jpeg
Australian Government Engage
- Empower
© Aged Care Quality and Safety Commission Safeguard





