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This performance report
This performance report for the service has been prepared by A Hopkinson, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:2].  [2:  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; 16 to 18 August 2022 was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others.
· the provider’s response to the assessment team’s report received 30 September 2022.
· referral information provided to the Commission.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Non-compliant

	Standard 2 Ongoing assessment and planning with consumers
	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 1 Requirement (3)(a) – The Approved Provider ensures that each consumer’s individuality and culture is respected in all aspects of care and services and consumers treated with dignity and respect to support their quality of life. 
Standard 3 Requirement (3)(a) – The Approved Provider ensures that each consumer’s clinical and/or personal care is safe and effective that is based on best practice, tailored to their needs and optimises their health and wellbeing.
Ensure staff are familiar with consumers’ needs; adheres to organisational policies and implements individualised strategies to minimise associated risks. 
Standard 7 Requirement (3)(a) – The Approved Provider ensures that the workforce is effectively planned to support the safe and effective delivery of care and services. Specifically, workforce strategies are monitored and reviewed in response to changes or identified risks. 
Standard 8 Requirement (3)(d) – The Approved Provider implements effective risk management systems and practices to identify, monitor and reduce the risk of harm to consumers. 
Ensure the organisation’s governance systems effectively support the service in meeting the Quality Standards.


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.
	Non-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
The Quality Standard is assessed as non-compliant as I am satisfied the following Requirement is non-compliant.
· Standard 1 Requirement (3)(a) – each consumer is treated with dignity and respect, with their identity, culture and diversity valued. 
The Assessment Team found the service did not demonstrate each consumer was treated with dignity and respect, and their cultural and diversity was valued. Specifically, the Assessment Team provided the following information and evidence: 
· Not all staff were able to demonstrate how to use language cue cards for Consumer A (living with dementia and had reverted back to their language of origin) to support communication as outlined in care plans. Their representative outlined concerns the consumer’s cultural needs were not being met and there was limited evidence to support culturally appropriate therapy had occurred based on assessment. During the visit, the service commenced providing training to staff on the language cue cards and accessed headphones enabling culturally specific music to be downloaded. 
· Consumer B expressed sometimes staff did not listen to them and this made them feel angry and upset. The consumer identified staff did not treat them with respect or dignity as an initial assessment and feedback by the consumer did not indicate an invasive clinical procedure or nurse-initiated medication for constipation was required.   
· Consumer C who was palliative and experienced night time incontinence, did not feel staff had treated them with respect or dignity. The staff member refused to change their bed sheets when they asked. 
The Approved Provider submitted a response in relation to the above consumers. It disagreed with the Assessment Team’s findings and provided further clarifying information including extracts of consumers’ care documentation and records. I note that:
· For Consumer A, the Approved Provider’s response included evidence of wellness checks in consultation with the representative (in June and September 2022 following the site audit), a progress note entry in February 2022 regarding the use of translating tools and reported the consumer could understand simple English. Although I acknowledge these had been undertaken and summarised activities being completed along with the representative expressing satisfaction with care and services, I do note the Approved Provider’s response outlined that missing headphone has been replaced, but not communicated to the representative and did not consider the staff member interviewed regarding the use of language cards was the most appropriate person.
In considering all information available, I note there was conflicting information surrounding the support and activities provided for this consumer. However, I remain concerned cue cards were documented as a strategy, and not all staff were familiar with the use of these. Current staff were not able to confirm specific individualised activities were being completed for this consumer to support their cultural needs. Furthermore, whilst I acknowledge the results of the wellness check, the Approved Provider’s response has not adequately demonstrated the consumer’s cultural needs were consistently and effectively being met.
· For Consumer B – the Approved Provider’s response included extracts of progress notes in August 2022 relating to the consumer’s bowel management. While I have considered information presented by the Assessment Team and the Approved Provider’s response regarding overall bowel management under Standard 3, I do note the Approved Provider’s response had included a retrospective progress note about the circumstances surrounding the clinical assessment and consumer consent. However, I am not persuaded by the Approved Provider’s response and I am of the view that whilst consent for a procedure is given, this does not negate the way a consumer feels about the situation or adequately demonstrates the steps taken to ensure the consumer’s voice was heard.  
· For Consumer C – the Approved Provider’s response included an apology. I note however the consumer identified the need for linen changes was often required and processes referred to by staff in terms of changes in bed linen, did not appear to be in place as described. I acknowledge another staff member had responded to this request, but I am concerned the consumer’s request was not supportive of their dignity.
In coming to a view about compliance, I have also considered other information within Standard 7 Requirement (3)(b) which outlined further feedback from consumers about the workforce interactions not being respectful and also information reported under Standard 1 Requirement (3)(e) in supporting cultural needs. Of note, Consumer G reported staff were abrasive and unwilling to assist with personal care which made them upset, Consumer E outlined a long delay in staff response resulted in them being incontinent which they considered was not kind or caring and Consumer D reported their cultural food preferences were not consistently provided.  
In relation to the remaining Requirements in Standard 1, I am satisfied these are compliant. 
The Assessment Team also recommended Requirement 1(3)(e) not met as the service did not provide current, accurate and timely information to each consumer. Specifically, some consumers were noted not to be provided with information that allowed them to exercise choice and improve their quality of life.
· For Consumer D, they had been residing at the service approximately 6 weeks and had not been provided with information to support cultural preferences and food choices available. Furthermore, the Assessment Team noted that preferences for hygiene care and lifestyle had not been discussed or completed. In response to the consumer’s feedback, the service had outlined actions taken/planned to address these whilst onsite. I have however considered information relating to hygiene care more broadly in relation to Standard 7.
· For Consumer E, they had a change in their lifestyle following an infection that resulted in isolating in their room. The consumer who is legally blind remained in their room with no further discussion regarding their changed lifestyle needs or choices of how the service could assist them. During the audit, the consumer was observed to be provided with a portable oxygen bottle and assisted to socialise again at meal services.
The Approved Provider’s response disagreed with the Assessment Team’s findings and provided extracts of assessments and records relating to food preferences, cultural needs and lifestyle requirements. Its response outlined: 
· Consumer D had been previously at the service and had entered the service in July 2022 on respite. Information about the consumer’s likes, dislikes and vegetarian preferences were captured and reviewed on re-entry with no changes/updates made. Its response outlined the menu and provision of alternatives if the consumer declined as well as information provided via admission agreements and monthly calendars regarding lifestyle activities. I note additional documentation submitted by the Approved Provider demonstrated consideration of these concerns, including evidence of wellness check and ongoing discussion about activities as well as actions reported to be followed up at the time of the visit. Whilst I am not persuaded that food preferences had been consistently identified; I am satisfied these have been addressed along with activity concerns. 
· For Consumer E, they continued to be unwell with tiredness and shortness of breath which resulted in some assessments not being able to be completed by allied health staff at the time and the need for one to one visits. However, it advised these had not been documented and following discussion with clinical management, the consumer indicated they wished to re-engage in activities and a trial of the portable oxygen had occurred days earlier. Since 17 August 2022, there had been a significant increase in activities for the consumer. 
Whilst I acknowledge the actions that have occurred to provide increased socialisation for the consumer, I do not consider the service had effectively identified or demonstrated processes in place. However, I have considered these more broadly in relation to other Requirements in coming to a view about compliance, as I find they are more relevant under Standards 3 and 4.    
In coming a view about compliance, I have considered the totality of information in relation to consumers receiving current, accurate and timely information that enabled them to exercise choice and other evidence reported under Standard 1. Whilst I am overall satisfied the service is compliant in this Requirement, the service is still required to ensure information processes continue to support timely and appropriate communication with consumers.   
Consumers reported they felt safe at the service and processes were generally effective for undertaking cultural and spiritual assessment of consumers when they entered the service. Staff generally demonstrated knowledge of consumers’ cultural needs and the service demonstrated most consumers’ cultural needs were met. Other cultural safe strategies included referral to other services such as a counsellor and volunteers, who came into the service to spend time with consumers with additional safety needs. 
The service generally supported consumers to exercise choice and independence, including the services delivered, who should be involved in their decision making and maintaining relationships of importance to them. The service identified the nominated person for changes in the consumer’s condition or consultation regarding care and services. Lifestyle staff mostly demonstrated they supported consumers’ choice and independence and consumers were observed to be with friends in the café and sitting outside with families throughout the audit.
Consumers were supported to take risks to enable them to live the best life they can. The service undertakes a risk assessment and discusses the risk and possible consequences. Clinical and allied health staff confirmed they undertook assessments for risks consumers wished to take and followed risk processes of the organisation which included providing mitigating strategies for these risks.
The service has policies, procedures and guidance regarding the collection of information and how the information was protected. Representatives confirmed the privacy of each consumer was respected, and their information kept confidential. Staff had access to consumer information according to staff requirements and their practices mostly demonstrated this was adhered to. Staff had training in privacy and this was included in their contract of employment. 


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.
	Compliant 


Findings
The Quality Standard is assessed as compliant as five of the five specific Requirements have been assessed as compliant.
Most consumers and representatives confirmed they were involved in care planning when they moved into the service and on an ongoing basis.
The service’s assessment and care planning process generally included risk to the consumer’s safety, health and well-being. An initial care management assessment was commenced on entry and included specialised health care needs and directives on how to provide safe and effective care. 
Most care plans and assessments showed care was generally individualised. Representatives were involved in the initial assessment process and staff provided regular feedback regarding the consumer’s needs and discussed changes to the care plan. Clinical staff said assessments and care plans were reviewed in line with consumers’ care need changes, deterioration or change in personal preferences.
The service had processes to support the assessment of consumers’ needs, goals and preferences. Two consumers currently on a palliative pathway, were satisfied they were included in planning their care to reflect what was important to them, however their palliative care needs or preferences, were not reflected in their end-of-life care planning documents. The Assessment Team noted the service was involved in a project in relation to palliative care which included improving end of life wishes and palliative care conferencing, care planning and documentation. Although four representatives said the service had not discussed end of life care with them, they believed the service would hold these discussions closer to the time.
Overall there was effective communication of the outcomes of assessment and planning and most consumers had care plans which reflected care and services provided. Some consumers had aspects of their care or services that were not effectively recorded or used to guide care and the impact of this has been considered in relation to care delivery (Standard 3). 
Consumers and representatives generally confirmed the service discussed consumers’ care and services with them. Although the majority of consumers and representatives said they had never seen a care plan, they could obtain a copy of it if they wished. 
Most care and service plans were current and updated when changes were required due to an adverse event or change. Incident forms and progress notes confirmed the consumer’s representatives were contacted when an incident occurs. Care staff had access to consumers’ care plans and care needs on the electronic care planning system, via clinical hand over sheets and consumer hygiene lists. 
Recorded clinical incidents and accidents were actioned and investigated by clinical staff with consumers routinely referred to their medical officer or relevant allied health professional. Care documentation and progress note entries evidenced involvement of other organisations and individuals including wound specialists, dieticians, speech pathologists and palliative care services.


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.
	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.
	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
I am satisfied that the following Requirement is non-compliant and therefore the overall Quality Standard has been assessed as non-compliant.
· Standard 3 Requirement (3) (a) – each consumer receives safe and effective personal and clinical care that is based on best practice, tailored to their needs and optimises their health and wellbeing. 
The service was previously found non-compliant in Requirement 3(3)(a) during an Assessment contact in November 2021. The service demonstrated at this visit, a number of initiatives had been implemented relating to handover, monitoring and review of risk assessments, staff training and refusal of care processes. However, the Assessment Team found the service was not able to demonstrate the delivery of care was best practice, tailored and optimised consumers’ health and well-being. Information and evidence gathered by the Assessment Team included: 
· Consumer F was reported to have developed a pressure injury (stage 1) to their sacrum related to a deflated air mattress overnight on 8 August 2022. The representative was overall concerned and saddened that this had occurred and had expressed some concerns with unexplained bruising, basic grooming, adherence to the modified meal textures and was not aware of involvement in any case conference. 
· Although staff were overall aware of pressure area care, staff did not consistently demonstrate an understanding of how they ensured the air cell mattress was appropriately inflated or working correctly.
· Observations did not reflect staff actioned when the air cell mattress was indicating low pressure. It was later identified by management as having a slow leak and at the time no interim plan was in place whilst awaiting repair/replacement.
· During the visit, management acknowledged the deflated air cell mattress had been the principal cause of the consumer’s pressure injury; a care consultation had been organised and all staff had received training on how to operate the alternating air cell mattress.
· Consumer B had a diagnosis of short-term memory decline and history of falls. The consumer’s bowel management had not been effectively managed. In August 2022, care documentation recorded the consumer did not have regular bowel motions (initially showing 10 days). The consumer was noted to not consistently wait for assistance and not always able to recall when toileting had occurred. Whilst as required medication was given, the effectiveness of this had not been recorded. In addition, initial assessments completed did not identify the need for further clinical investigation or interventions. During the audit, the service had followed up and referred the consumer to the medical officer and regular medications to relieve constipation prescribed. 
· Consumer G was noted to have low mood and expressions of self-harm. The consumer was supported by family and whilst the medical officer had referred the consumer to a mental health service, directives were to monitor them closely. However, staff were not familiar with any current emotional support required or current risks and care documentation did not accurately detail low mood or expressions of self-harm. 
· Consumer H has lymphoedema in an upper limb and history of cellulitis requiring antibiotic treatment. Whilst assessments had been completed, this did not reflect the consumer’s recurrent cellulitis or provide tailored directions for their skin care. Staff were not familiar with care of the consumer’s skin especially when inflamed. 
· Consumer D’s medication had not been administered safely and correctly over a six week period. Prescribed medications had not been signed as given and unpacked medications such as eye drops for glaucoma disease had not been administered due to eye drops at the service had expired. In addition, the consumer’s daily preference for showering was not being adhered to. 
· Consumer E had conflicting information regarding oxygen supplement and cessation of the treatment. The medical officer had prescribed oxygen for the consumer and following improvement this was ceased unless oxygen levels dropped. The service did not demonstrate ongoing monitoring of this, the consumer was on oxygen at the time of the audit and reported they were not able to leave their room due to being on oxygen. In addition, the Assessment Team did not observe preventive strategies implemented in relation to the risk of pressure injury from the oxygen equipment and concerns had been raised by the consumer and representative about staff meeting toileting needs in a timely manner to the service.
The Approved Provider provided a response which included extracts of clinical documentation, incident reports and progress notes. It refuted the Assessment Team’s finding and advised the following:
· For Consumer F the Approved Provider’s response outlined there was not a link between the stage 1 pressure injury and the deflated mattress and provided further information regarding events that had occurred in June and July 2022. 
· This included in June 2022 progress notes showed the air mattress had deflated as one of the cords had come off without staff knowing. It was immediately rectified by staff and no further instance of a deflated air mattress. 
· An incident report 1 July 2022 (which had been noted to have been reported as a serious incident report), outlined that during care, care staff found the stage 1 on the consumer (redness) and a wound and pain chart was commenced. This had resolved by 17 July 2022 and reported it was unlikely these were linked. 
Further evidence submitted does not appear to link these two events and the redness had been reported to resolve. However, the incident report noted by the Assessment Team was in August 2022; staff did not appear to demonstrate knowledge of air mattress working correctly/inflated and there was limited information about the interim actions following the slow leak in the mattress. 
· In relation to Consumer B, the Approved Provider disagreed and considered there to be a personalised plan in place given the ongoing review and provision of as required medication and assessment by the registered staff. Its response included the submission of extracts of clinical notes, which demonstrated general monitoring and assessment of the consumer following multiple days where bowel actions had not been noted. However, I am concerned that an initial assessment did not appear to support the need for further clinical investigations and interventions, and the Approved Provider’s response did not adequately demonstrate there was a personalised bowel management plan in place prior to the medical officer’s review.
· For Consumer G, the Approved Provider response included submission of extracts of clinical records and provided clarifying information about the circumstance surrounding the consumer. I note medical officer’s notes outlined regular review and consultation with the representative regarding changes to medications and the initiation of referrals. Evidence of physiologist visits had occurred in April and June 2022, attendance at café with a social worker was noted to occur on three occasions (July/August 2022) and the submission of activities offered with some noted to be declined. Whilst I acknowledge the overall involvement of the medical officer, regular review of medications and consultation with the consumer’s representative and there were strategies being implemented for their mental health/wellbeing, I am concerned the Approved Provider’s response has not adequately addressed how staff at the service including the consumer’s care plan was guiding or ensuring staff were familiar with current risk or emotional support needs for the consumer. 
· For Consumer H the Approved Provider disagreed with the information presented by the Assessment Team and provided clarifying information in its written submission which included clinical assessments, extracts of medical officer’s notes and skin care plan. I note the ongoing monitoring the medical officer, prescription of antibiotics and ongoing follow up for a referral to the lymphoedema clinic. In addition, I note further information in the admission document which has been updated following the visit and a copy of the skin care plan (no date) which included reference to the consumer’s concern and overall strategies for monitoring changes in skin. However, I am concerned that staff were not familiar with the consumer’s condition with the consumer reminding staff on how to care for their skin. During this time, I note the consumer had required antibiotics for a skin infection, however I am not able to come to view on whether this was linked to the care provided by staff. I am however of the view this is a risk factor for the consumer and importance of care being appropriately tailored. 
· For Consumer D the Approved Provider advised the medication signing sheet had gone missing and was not able to be located. However, it refuted this did not mean that eye drops had not been administered for a six-week period. It reported the consumer had been at the service previously and had brought all their medications. It did acknowledge there was a failing to communicate that additional eye drops were required with the family. However once identified, action was taken and the Approved Provider considered this to be an isolated example and not a systematic failing. 
I acknowledge action taken including the completion of incident reports. However, I remain concerned as the Approved Provider’s response did not adequately demonstrate how the service was effectively monitoring medication management (particularly in relation to respite consumers) to ensure these incidents were being identified in a timely manner. Furthermore, staff interviewed during the site audit reported they had not been able to give these due to the date of opening and there had not consistently been a signing sheet to enable staff to sign both packed and unpacked medications. 
· In relation to Consumer E, the Approved Provider’s response outlined the consumer did not have any increased risk factors associated with the development of a pressure injury and strategies were in place to observe skin integrity. However, I note this information was conflicting to other information reported regarding the consumer being a high risk and registered nurse meeting minutes indicated the use of protective wraps for all consumers on continuous oxygen. I also note further information showed as required use of oxygen had been commenced 21 August 2022 following the site audit and was when oxygen levels fell below a specified range. Although information provided by the service outlined some evidence of monitoring the consumer’s oxygen level, its response had not adequately demonstrated the medical officer’s directives were consistently being followed.
In coming to a view about compliance, I have also considered other examples of where the Assessment Team noted deficencies in the delivery of care within the report. These related to medications incidents and errors for consumers and whilst this did not identify significant impact, there were instances including during the audit where consumers had received the wrong medication and another consumer in August 2022 had received a double dose of their morning medications. I acknowledge that further analysis of incidents had occurred and retraining had been undertaken. However, in some cases it did not appear that staff had followed all requirements in medication administration in order to reduce the potential for the incident to occur. 
In relation to the following six requirements, although the Assessment Team noted some deficencies in some of these areas, I am satisfied these Requirements are compliant. 
The service had processes to manage high impact or high prevalence risks associated with the care of each consumer which included weight loss, behaviour management and complex care needs. Most representatives reported that regular service staff knew the consumers and ensured their care needs and preferences were met. 
Documentation demonstrated the service was effectively managing high impact and high prevalence risks for most consumers. In relation to behaviour management, although some areas of care planning were not consistently clear to guide practice, staff were able to demonstrate the use of non-pharmacology strategies and the use of psychotropic medications were minimised. While some risks such as medications had not been effectively managed, I have considered this in relation to Standard 3 Requirement (3)(a). 
The service had procedures to guide staff when consumers’ demonstrated deterioration of their physical function or condition. Clinical records indicated consumers were regularly monitored by registered staff and if deterioration or change was recognised this was responded to in a timely manner and representatives notified. Staff explained the assessment process following changes to a consumer’s condition which included after hours support from a locum doctor. 
The service had policies and procedures to guide staff with end-of-life care and had specialised equipment for end-of-life pain relief and symptom management. A consumer was noted to receive ongoing support from an external palliative care service and although not documented, had been given the opportunity to provide information to staff regarding their end of life wishes. I note management acknowledged this and developed a personalised palliative care plan during the audit. The service accommodated family and friends who a consumer may wish to stay with them during end-of-life care.
Care documentation confirmed the input of other organisations and providers of care was timely and appropriate such as dietitians, physiotherapists, speech pathologists, geriatricians, dementia and wound specialists, palliative care specialists and general practitioners. Consumers and representatives indicated consumers were referred to specialist services promptly when required and medical officers visited the service. Care staff described how they informed the registered nurse if they noted a change in the consumer’s well-being. 
The service used an integrated computerised documentation system for progress notes, assessments, and planning and all external and internal stakeholders had access to consumer files. Care staff could access consumer preferences from a range of sources including handover sheets, personal hygiene lists and consumer care plans. 
The service had effective systems to minimise infection related risks, which included policies and procedures to guide staff for outbreak management. Staff understood the precautions required to minimise the spread of infection. There were systems to ensure appropriate prescribing and use of antibiotics. Clinical staff demonstrated and documentation supported that antibiotic therapy was only prescribed if a consumer was symptomatic or has a history of infection related illness. Pathology testing was conducted, and antibiotic therapy adjusted if required.


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
The Quality Standard is assessed as compliant as seven of seven Requirements have been assessed as compliant.
The Assessment Team recommended Standard 4 Requirement (3)(a) as not met based on the service was not able to demonstrate each consumer received safe and effective services and supports for daily living to meet their needs or optimise their quality of life. Specifically, consumers were not always offered activities and provided support to enhance their quality of life. Consumers with dementia and limited communication abilities, were noted that whilst one on one services were offered for some consumers, other consumers only had group activities. The Assessment Team outlined examples of three consumers where:
· Consumer E had expressed being ‘stuck’ in their room since COVID and did not get out of their room due to needing to be on an oxygen cylinder. Previously, they had engaged with other consumers at meal times and attended exercises but was not able to do, despite the medical officer reporting they could come out of their room. There were limited records to demonstrate social support provided in the past 5 weeks. During the audit, a portable oxygen cylinder had been provided and the consumer expressed they hoped this would continue.
· Consumer A was living with dementia and did not have any one to one activities undertaken but attended only activities in large groups; activities were not always appropriate for the consumer due to language barriers and their dementia and whilst their care plan identified individual social needs, participations recorded showed these had not been provided. 
· Consumer C had been living at the service for 6 weeks and did not have any lifestyle assessment completed. The consumer did not have any information to support their quality of life including cultural issues related to their preferred diet. 
The Approved Provider’s response disagreed with the Assessment Team’s findings and its submission included extracts of care documentation and records. I have considered the Approved Provider’s response as detailed under Standard One Requirements. In addition, its response outlined:
· Consumer A, over the past 3 months the consumer had attended 81 lifestyle activities where they had been individually supported by the lifestyle team. Other activities included doll therapy, culturally appropriate music, received one to one lifestyle and companion visits and review of the consumer’s social and emotional care plan to reflect requirements. 
In coming to a view about compliance, I acknowledge the Approved Provider’s response. However, I am not persuaded that lifestyle supports or food preferences were consistently provided, supported and/or known by staff. I have considered each of these consumers in relation to other Requirements specifically Standard 1 and 3. Although there are some deficencies in relation to how the service consistently provided safe and effective services and supports for daily living, I have considered other evidence presented under Standard 4 which included the following.
The service generally supported daily living for each consumer’s emotional, spiritual and psychological well-being. Overall consumers had an assessment that included consumers’ spiritual needs and documented consumers who wish to attend religious services or who had other spiritual needs. The service had regular services for consumers of different faiths and religious personnel and an external counsellor attended the service to spend time with consumers with additional emotional and psychological needs.
The service undertakes assessment of consumers when they entered the service that included barriers that may prevent them from doing things of interest to them, and described social and leisure activities they would like to be involved in. 
The service had a system of providing staff with information regarding consumers’ choice through a mosaic feature on the door of their room to inform staff of consumers’ lifestyle choices. Lifestyle staff demonstrated a knowledge of consumers who were serviced regularly by external organisations. Participation of consumers at activities was generally recorded.
Volunteers and external personnel were notified of consumers wishing additional services and services were provided according to the consumer’s needs or preferences. 
Lifestyle staff made referrals to other agencies to provide additional services for consumers’ lifestyle needs and preferences. The service had an aromatherapist who spends time with consumers, the service liaises with the local public library to access books as well as a dog therapist who spends time at the service. 
The service generally provided meals that were varied and of suitable quality and quantity. Likes and dislikes of consumers were mostly recorded and updated. Most consumers were satisfied with meals and consumers could provide feedback regarding the meals through the feedback system including the food focus group. The service acknowledged there had been a turnover of chefs at the service and a new chef had commenced during the audit. The Chef manager attends the food focus group to address consumers’ feedback and discuss the meals during the meeting.
The service provided safe and suitable, well maintained equipment for lifestyle services. Equipment was cleaned and maintained by the service. Lifestyle staff reported they have sufficient equipment for exercise groups including resistance bands for improved training and other equipment used for exercise. The service has three touch screen tablets for consumers to access families that cannot visit the service. 
The service had also provided specific equipment such as a robotic seal that can be used for consumers with advanced dementia following a recommendation from dementia specific service. 


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 Quality Standard is assessed as compliant as three of the three specific Requirements have been assessed as compliant.
Consumers and representatives said the service was clean and well maintained and the temperature throughout the service was comfortable. Consumers said they could move freely about indoors and outdoors, with or without assistance and felt comfortable talking with staff if they had any safety concerns. Staff described how they assisted consumers who cannot mobilise on their own to access areas and how the signage, landmarks and colours assisted consumers to navigate the service independently.
The service environment was observed to be welcoming and supportive of consumers by way of lighting, signage, personalised rooms and the provision of various spaces for interaction or quiet times inside or outside the service. Staff were able to describe their responsibilities in keeping consumers safe through the reporting of any hazards and safety concerns and the emergency evacuation procedure. Although some gaps were identified by the Assessment Team in relation to staff knowledge about codes for fire exits, the service implemented a plan to address this during to visit which included staff training. 
Most consumers and representatives said they felt safe when staff were using equipment with them and some consumers described how the design of furniture and fittings helped them to be independent. There were arrangements and schedules in place with third-party contractors to ensure any safety, cleaning or maintenance was delivered as part of the service agreement and furniture, fittings or equipment were maintained regularly.
Staff described the various procedures which included assessments and referrals to ensure equipment, furniture and fittings met the consumer’s needs. Staff said there was enough suitable equipment available to support them with the delivery of care and services and described the cleaning and sanitising process of shared equipment. Staff said they received training annually and as needed for consumer specific equipment from the allied health team.


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
The Quality Standard is assessed as compliant as four of the four specific Requirements have been assessed as compliant.
Consumers and representatives said they could provide feedback or raise concerns and felt comfortable doing this verbally, in writing, or with the assistance of external organisations. Staff and management were able to describe how they encouraged and supported consumers and/or their representatives to provide feedback and complaints. Feedback forms and boxes were located throughout the service, the monthly newsletter encouraging feedback, and observed the monthly resident and representative meeting that provided an opportunity to raise comments, concerns and suggestions.
The service demonstrated consumers and representatives were made aware of and have access to advocates, language services and other methods for raising and resolving complaints through various avenues. Consumers and representatives were aware of other services that could assist them, and two representatives said they were currently being supported by an external service to help resolve concerns they have raised. Staff were aware of advocacy, language and external complaints services and would assist consumers and/or their representatives with information and assistance, if these were required.
There were policies and procedures to guide the handling of feedback and complaints. Staff said they have had training in feedback and complaints and open disclosure. Most staff were able to describe the process of how they escalated verbal and written feedback and complaints. 
The service demonstrated most feedback and complaints were logged and actions recorded on a continuous improvement form. Most consumers and representatives confirmed staff and the service acted promptly, with transparency and involved them in the resolution process. Some consumers/representatives said their feedback and complaints were not acknowledged and two representatives advised their concerns were acknowledged promptly, however they have not had any further contact and their concerns were not able to be located in the feedback and complaints continuous improvement folder. I note during the visit, management completed a continuous improvement form and commenced feedback and complaint training with staff.
The service demonstrated were analysing and monitoring feedback and complaints for trends to improve the quality of care and services. The monthly quality audit analysed the feedback and complaints received, assigned relevant categories, recorded actions taken to resolve any complaints and how this was communicated to organisation, staff, consumers and representatives. Management was able to provide specific examples of improvements made and noted improvements or deficencies identified during the site audit were captured in the service’s continuous improvement forms and strategies implemented. 


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.
	Non-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.
	Compliant 


Findings
The Quality Standard is assessed as non-compliant as I am satisfied the service is non-compliant in relation to:
· Standard 7 Requirement (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.
The Assessment Team recommended this Requirement as not met as staff and consumer feedback identified staffing in one area of the service was impacting on the delivery of care. Information and evidenced gathered by the Assessment Team included:
· Five consumers/representatives advised of delays or concerns with staffing in one area of the service. While some consumers/representatives advised of experiencing long delays and did not outline any impact:
· Two consumers advised the impact of staffing resulted in staff not being available on multiple occasions to provide morning or afternoon tea. 
· Consumer E, who was vision impaired, said they were frightened at times when they used the call bell for toileting assistance, as it could take staff half an hour to respond. They had recently experienced an episode of incontinence due to waiting an excessive amount of time for staff assistance and call bell data showed call bell deactivations over 30 minutes on multiple occasions and up to three hours on one occasion. Although this had been raised as a complaint and the service had apologised, documentation (27 July 2022) outlined the issues related to the onboarding of new staff. 
· Another consumer reported they required the assistance of three staff and was told they had to wait 20 minutes as there were no staff to assist them. This was escalated and management organised assistance for the consumer. The Assessment Team also noted this consumer had previously fallen and sustained a fracture, and the incident report outlined staffing was a contributing factor.
· Staff working in this area gave recent examples of working morning shifts short staffed and raised concerns with balancing their duties (medication administration, assistance with personal care, serving melas on time and cleaning), which meant tasks were sometimes rushed or not completed. Care staff stated the ability to direct and supervise agency staff was a skill they felt required more training as this could reduce the effectiveness of the team’s ability to deliver personalised care to consumers during the shift.
During the visit, I note management had considered staffing to be appropriate, shifts filled and where staff had only provided short notice for the morning shift, there was minimal time between 7 and 9 am before the shift was filled. 
Furthermore, the Assessment Team’s report also identified other examples and feedback of where the workforce deployed did not consistently support the delivery and management of safe or quality care for consumers. For example:
· Representatives raised concerns about agency staff not always being aware of care needs or preferences. The representative of Consumer A outlined concerns with staff turnover and advised there did not seem to be any leadership to monitor new staff. 
· Consumer D’s preference for a daily shower was not being accommodated and staff working in the area advised all consumers on the list had been identified as requiring daily showers. Staff advised they could not accommodate this request due to staffing levels and the number of consumers identified as requiring the assistance of two staff. 
· Consumer C reported a delay in receiving their pain medication reporting severe pain and requiring schedule 8 analgesia at 4.45pm. They reported they had been waiting for medication all day and the pain had continued to get worse. A care staff member was informed during the day; however it was not until 5.00pm until the nurse provided medication and it relieved their pain.
· Consumer F’s representative advised the consumer often presented with bruising on their arms and hands and never told why. They reported staff were always busy and raised concerns that sometimes they worried about how busy staff were and if they had time to provide gentle care.
· The service had a change in the registered staff cohort due to a recent recruitment drive which resulted in eight new registered staff along with the regular use of agency staff. Although management outlined its processes for the rostering, allocation including supervision and training, the Assessment Team identified incidents reports (such as falls and medication errors) were noted to have staffing as a contributing factor. 
Specifically, a root cause analysis completed by the service in relation to an increase in medication errors, flagged ‘staffing’ or ‘staffing pressures’ as a contributary factor to several incidents, with the majority of incidents related to new or agency staff. Errors included giving the wrong medications to the consumer. Whilst no significant impact was identified and retraining had occurred for staff involved, other workforce strategies had not been outlined by the service to ensure safe and continuity of care. 
Management did advise the organisation had developed a three day ‘Boost’ program, for September 2022, to cover all aspects of clinical management and quality and safety systems to support this new cohort of staff.
The Approved Provider disagreed with the Assessment Team’s findings, reporting the service had a strong workforce and roster management system to ensure safe staffing in accordance with consumer needs and acuity. 
It outlined its processes for rostering and replacement and to ensure appropriate skill mix which included clinical management and duty manager to provide staffing support. Furthermore, it did not consider there to be a correlation with Standard 3 Requirement (3)(a) and provided clarifying information about specific incidents or reports. Its response also included submission of allocation sheets, follow up interviews with consumers’ representatives and outlined almost of shift were filled (over a two-week period) or alternative strategies were employed. 
· In relation to specific consumer or representative feedback, it had reported further follow up indicated issues raised either related to another matter, did not provide sufficient detail or indicated they were satisfied with care and staff.  
· In relation to specific incidents (a consumer who fell and sustained a fracture June 2022), it provided further information as to the context of the incident, considered the staff member’s response was appropriate and noted staffing was adequate at the time.  
· With respects to medication management and errors, I have already considered the Approved Provider’s response outlined under Standard 7 including the medication incident that occurred during the site audit where a consumer had received the incorrect medication by an agency staff member. 
I have considered the Approved Provider’s response including additional information provided in its response and supplementary documentation. I understand further feedback provided by consumers and representatives following the audit provided a different perspective regarding matters raised and not all had identified impact in relation to care and services when interviewed by the Assessment Team. While I acknowledge this, I am of the view that at the time of the site audit, the feedback provided by consumers or their representatives outlined their concerns with staffing which for some consumers did not only relate to care delivery but the impact on their dignity or quality of life. 
I also note there was conflicting information surrounding the consumer who fell and required surgery, such as when the incident occurred and causative factors. Whilst it is likely the incidents referred to are the same, I am not able to place significant weight on this information.
Furthermore, I acknowledge the competency component had been followed up for specific staff involved in medication incidents and the use of new and agency staff were required to support roster coverage. However, I remain concerned that the Approved Provider’s response has not adequately demonstrated how workforce planning and deployment strategies have been adapted to respond to changing cohorts of staff, given staffing pressures along with the majority of incidents were related to this group. 
In addition, I also note copies of the registered nurses meeting minutes for May and July 2022 supplied, outlined discussions about medication incidents, errors and reviews, along with potential trialling and changes to staffing to support medication administration. However, meeting minutes did not evidence staffing strategies had been fully implemented or evaluated nor if they had been further reviews in response to July’s incident data and consumer feedback.
In relation to the following four Requirements, whilst I note deficencies within these Requirements, I am satisfied the service is compliant.
The Assessment Team recommended Standard 7 Requirement (3)(c) not met which requires the workforce to be competent and have the required qualification and knowledge to effectively perform their roles. The Assessment Team’s findings related to the workforce not being competent in relation to medication management as the organisation did not ensure the workforce was following policies and procedures and there had been multiple instances of inadequate care provided as outlined in Standard 3 Requirement (3)(a) such as a deflated mattress and bowel management.
The Approved Provider’s response refuted the Assessment Team findings reporting the evidence did not support a failure of staff competency. Its response included incident forms, extracts of clinical documentation, meeting minutes, orientation checklists and medication competency tools. 
It reported the number of incidents/errors were not significant in the context of overall medication administration numbers reporting on 99.39% occasions, medications were given correctly (over a three-month period May to July 2022). Medication incidents were discussed at the registered nurses’ meetings and those staff involved whilst predominately new or agency staff were required to undertake retraining. 
It considered this to be an effective strategy as since retraining there had been no recurrence for staff involved. It also outlined its process for ensuring staff were competent in medication admissions which included written and practical competencies, root cause analysis when incidents occur and a contract to ensure agency staff had the appropriate skills and competency. In relation to other medication incidents identified/occurred during the audit, while these had been followed up, I have considered this more broadly in relation to risk management systems.
Although I note processes in place for orientation, staff competency and providing supervision, these processes were not consistently effective based on staff being unfamiliar with all aspects of the organisation’s requirements and representative feedback relating to staff supervision. However, I have considered these matters further in respects to the organisation’s governance systems.
In relation to care delivery, have considered the Approved Provider’s response as outlined in Standard 3 and 7 and link to staff competency.
Whilst I am not persuaded by the Approved Provider’s response that there was an overall effective risk management strategy, given other concerns identified with medication management (outlined in Standard 8), I am of the view that adherence to policies and procedures does not necessary represent that staff are not competent or have the knowledge to effectively perform their roles. I note where staff had been involved in a medication incident, retraining had occurred and the service reported there had been no recurrence for these staff. 
In relation to other areas where care delivery was not optimal, I note there were some deficencies in processes such as the transfer of information, staffing and assessment and care planning which were potential reasons for variances. However, I do not have sufficient information in order to come to a view that the reasons for these were as a direct result of staff competency. I am of the view however that effective monitoring, identification and management of risk is required to support appropriate and safe delivery of care (Standard 8) and therefore consider the service is compliant in this Requirement. 
The service demonstrated workforce interactions with consumers were mostly kind, caring and respectful of the consumer’s identity, culture and diversity. The Assessment Team observed interactions to be mostly compassionate, appropriate and respectful. Where this did not consistently occur, I have considered this in relation to Standard 1.
The service had an onboarding and training program for new starters and provides education to ongoing staff. The organisation’s centralised human resource team supported the service with all aspects of recruitment ensuring staff have the appropriate qualifications and reference checks completed prior to commencement. 
The organisation has training packages, both face to face and online for new starters and ongoing staff. New staff completed buddy shifts with experienced staff. Staff confirmed they received regular training including manual handling and incident management. 
Staff at the service received support from an educator, two clinical nurse managers and a quality team and also had access to the organisation’s clinical specialists. However, the Assessment Team identified aspects of the local system presented a complexity that is not reflected in the general training provided to staff such as the use of multiple medication systems.
In relation to assessment and performance, the service demonstrated performance discussions occurred and provided an opportunity for staff to discuss their role and what professional development they required. There were systems in place to ensure performance management processes were initiated following concerns raised and where incidents have occurred. A care staff confirmed they had recently had their performance appraisal and described the process of self-assessment following discussion with a senior staff member and the identification of goals for their development.


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.
	Non-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.
	Compliant


Findings
The Quality Standard is assessed as non-compliant as one of five specific Requirements have been assessed as non-compliant. I am satisfied that the following requirement is non-compliant.
· Standard 8 Requirement (3) (d) – effective risk management systems and practices including but not limited to managing high impact or high prevalence risks, identifying and responding to abuse and neglect, supporting consumers to live the best life they can, managing and preventing incidents. 
The Assessment Team recommended Requirement Standard 8 Requirement (3)(d) as not met. Whilst the organisation has a risk management framework, these systems have not been consistently effective in minimising risk including preventing harm to consumers. The Assessment Team provided the following information and evidence including in relation to the organisation’s governance systems:
The service had been previously non-compliance with Standard 3 Requirement (3)(a). Although improvement initiatives had been implemented, the Assessment Team noted the service’s risk management system, which include policies, procedures and safety and quality systems, have not been consistently effective or sustainable in ensuring staff deliver optimal care. The service remains unable to demonstrate delivery of effective personal and clinical care that is individualised and optimises consumers’ health and well-bring. The Assessment Team noted examples of where care had not been optimal in relation to skin and pressure care, bowel management and medication administration and in some cases had resulted in harm for the consumer.
The clinical management team described how they investigate and identify root causes for incidents and then implement improvement actions. While the Assessment Team noted individual incidents were followed up, the other risks associated with medication management and administration had not been consistently identified, monitored or managed in order to reduce the risk of potential harm to consumers. 
· The service had recorded increasing medication administration incidents in the past 4 months. An analysis by the service identified the majority of these related to new or agency staff and had implemented retraining for staff with no reported recurrences. However, the Assessment Team noted medication errors by new staff and agency staff have not resulted in effective changes or modifications to systems and processes to reduce the likelihood of similar medication errors occurring. Furthermore, retraining of staff has not prevented similar incidents occurring or ensured consumers receive the correct care. Specifically, the Assessment Team noted during the audit, there were further examples of agency staff that had not followed medication administration checks and whilst no significant impact had been identified, this resulted in the wrong medication provided to the consumer. 
· The service utilised multiple pharmacies to source and supply medication for consumers (to in order to support consumer choice) and each pharmacy had different medication profiles, signing sheets and medication packs. However, the Assessment Team identified there was not effective risk mitigation strategies in place and the potential for errors was greater due to a change in the cohort of staff. For example:
· Some consumers’ medication profile photos were over 2 years old and no longer resembled the consumer. 
· Pharmacies had slightly different ordering and recording protocols were not reflected in the general medication management training. 
· Medications for a respite consumer, where an alternative pharmacy had been used, identified not all medication had been given as prescribed, expired eye drops had not been communicated with the family and signing sheets were not always available/able to be located. Incident reports had not been raised by staff, however upon identification by the Assessment Team incident reports were completed and further up action undertaken. 
The service had engaged a number of new staff, newly qualified registered staff and regular use of agency staff. Although the service outlined processes for orientation, handover and clinical supervision, the Assessment Team noted instances staff were not consistently familiar with the organisation’s risk management systems and processes. Examples included:
· The service had a risk identification system which included a yellow square on a consumer’s door (signage for infection). Two staff (one agency and new staff working for 5 weeks) were not familiar with this the meaning of this signage.  
· A staff member was unable to provide the gate exit code along the fire evacuation plan. Upon follow up with management, it was identified there was a gap in the service’s evacuation procedure and further action taken during the visit to rectify.  
The Approved Provider’s response disagreed with the Assessment Team’s findings and reported the service acknowledged the need to use agency staff as a last resort for roster vacancies and did not consider there to be an absence of clinical oversight. Furthermore, I have considered the Approved Provider’s response in relation to the consumer’s eye drops not being administrated or reported as an incident. Although I accept following the identification, an incident report had been completed, and whilst the length of administration may not have been missed for the six-week period, I am concerned the service had not self-identified this. 
In relation to the use of retraining as a risk management strategy, whilst I accept that this had not resulted in further incidents by these staff and there are policies and procedures on medication management, the Approved Provider’s response has not persuaded me that the service has implemented robust governance systems to prevent the likelihood of errors. Furthermore, after considering other information in the Approved Provider’s response on governance and clinical care, I do acknowledge there has been some strategies in place to address risks and onsite management was responsive to feedback to address concerns during the site audit. However, I remain concerned that ongoing actions and improvements, including the overall identification and management of risks have not been sustainable or robust.
In relation to the remaining four Requirements, I am satisfied the service is compliant in these.
[bookmark: _Hlk112156611]The Assessment Team recommended Standard 8 Requirement (3)(b) as not met. The Assessment Team noted the organisation’s governing body demonstrated it promoted a culture of safe, inclusive and quality care and services. However, whilst trends and significant incidents were identified at an organisational level triggering action to be taken, systemic issues at a service level, which impacted the delivery of safe, clinical care and personal care, were not clearly identified in order to support the organisation to understand and set priorities to improve performance against the Quality Standards. Examples included: 
· The organisation had not ensured the service remains compliant in the Quality Standards specifically in relation to Standard 3 Requirement (3)(a). At this visit, the Assessment Team identified impact to consumers in relation to care documentation and directives not being focused on best practice or effective clinical care not being consistently implemented. 
· The frequency of low-level incidents occurring relating to staff not following policies and procedures had not been identified as requiring a coordinated reviewed where ongoing non-compliance has been identified.
The Approved Provider’s response refuted the Assessment Team’s findings and provided clarifying information as well as additional information such as a strategic plan, clinical governance planner and agenda as well as registered nurse meeting minutes. Its response overall considered there has been no consumer impact and therefore no failure of the organisation’s governance. Specifically, its response outlined:
· The Board had a strong commitment to achieving a high-quality standard of governance, strategic plans were in place along with an effective clinical governance system which included clear directions for staff, committee meetings and reporting mechanisms. 
· Overall the number of incidents were not of significance and the Assessment Team’s report reflected the appropriate actions taken to address medication incidents/errors through retraining with new staff and agency staff and no repeat incidents had occurred by staff. 
I acknowledge the Approved Provider’s response and as well as additional information noted within this Requirement by the Assessment Team regarding the reporting and monitoring systems in place. Whilst I note there had been followed up and improvements made in relation to care and medications, I am concerned these systems have not consistently demonstrated sustainability or reduced the potential risks for the consumer. In addition, I am concerned by the Approved Provider’s response that while it considered there had not been any impact for the consumer, I am of the view that effective governance systems focus on the prevention and risk reduction. For this reason, I have considered this in relation to the organisation’s overall risk management systems and practices. 
The organisation demonstrated it generally engaged consumers in the development, delivery and evaluation of care and services and consumers were supported in that engagement. There were a variety of opportunities for consumers to provide feedback on the care and services being delivered, which included consumer experience surveys, resident meetings and food focus groups. 
The service demonstrated there were generally effective governance systems relating to information management, financial and workforce governance, regulatory compliance and feedback and complaints. However, some deficencies were noted in relation to the organisation’s governance systems specifically in relation to ensuring improvements implemented were sustainable, there was effective transfer of information and support for workforce governance specifically in relation to skill mix and sufficiency. Whilst I have considered these matters under other Requirements, the organisation’s governance systems are required to effectively support the service in meeting the Quality Standards. 
The organisation demonstrated it generally had a clinical governance framework to support the delivery of care and services for consumers, however some deficencies in relation to clinical risk were noted and had been considered in relation to risk management under Standard 8. Specifically, the service demonstrated it has processes in place to obtain consent, to monitor and to review the restrictive practice for effectiveness, there were systems in place to ensure appropriate prescribing and use of optimal antibiotic use and open disclosure is part of standard practice when negative events occur. 

Name of service: Regis Woodlands	RPT-ACC-0122 v3.0 
Commission ID: 7461	OFFICIAL: Sensitive 
		Page 1 of 2
image1.jpg
Engage
Empower
Safeguard





image2.jpeg




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





