[image: ]
[image: ]
[image: Woman talking to man in wheelchair.]Performance
Report
1800 951 822
Agedcarequality.gov.au
	[bookmark: _Hlk112236758]Name of service:
	Residency by Dillons Narrogin

	Service address:
	52 Williams Road NARROGIN WA 6312

	Commission ID:
	7890

	Approved provider:
	Jacqueline Elizabeth Dillon Business Pty Ltd

	Activity type:
	Assessment Contact - Site

	Activity date:
	4 July 2023

	Performance report date:
	17 August 2023


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 Residency by Dillons Narrogin (the service) has been prepared by M Roach, 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.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Assessment Contact - Site; the Assessment Contact - Site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others;
· the approved provider’s response to the assessment team’s report received 28 July 2023;
· the performance report following a site audit conducted from 29 March 2022 to 31 March 2022; and
· the approved provider’s compliance history against the Quality Standards in relation to the service.

Assessment summary 
	Standard 1 Consumer dignity and choice
	Not applicable as not all requirements have been assessed

	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 4 Services and supports for daily living
	Not applicable as not all requirements have been assessed 

	Standard 8 Organisational governance
	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 1
	Consumer dignity and choice
	

	Requirement 1(3)(b)
	Care and services are culturally safe
	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)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant 


Findings
Requirements 1(3)(b), 1(3)(d) and 1(3)(f) were found non-compliant following a site audit conducted from 29 March 2022 to 31 March 2022 where the service did not demonstrate culturally safe care and services were recognised, respected and implemented; effective processes in place to consistently support each consumer to take risks in order to live the best life they can and privacy of each consumer was respected.
On 4 July 2023, in relation to Requirements 1(3)(b) and 1(3)(d), the assessment team found the service had undertaken improvement actions to address the deficits identified previously and has process in place to deliver culturally safe care and support consumers to live the best life they can, including take risks. This is evidenced by:
· Sampled consumers and representatives gave examples regarding care being provided based on consumers’ cultural preferences and the service supporting them to take risks as per their wishes, such as smoking and diet choice.
· Staff showed knowledge of consumers’ cultural identities and the preferences for each individual and demonstrated how they respected consumers’ privacy whilst providing personal care.
· Sampled consumers’ files confirmed cultural identities of consumers are captured and recorded; care needs and services are documented in care plans and tailored to consumers’ cultural needs and individual preferences; consumer risk choice assessments are generally completed to support consumers taking risks and guide staff practice.
In relation to Requirement 1(3)(f) ensuring each consumer’s privacy is respected, whilst acknowledging the service had implemented actions to address the deficits identified previously, including the establishment of a memory support wing, the assessment team recommended not met as they identified the service did not demonstrate that 2 of the sampled consumers’ privacy was respected.
· A delayed privacy curtain installation resulted a named consumer feeling ‘embarrassed’. Management advised there had been miscommunication which had caused the delay and the privacy curtain had been installed on the day of the assessment contact.
· Uninvited consumers wandering into other consumers’ rooms and affecting a second named consumer’s privacy and sleep.
The approved provider submitted a written response with supporting evidence to the assessment team’s report. In their response:
· The provider acknowledged a ‘system breakdown in communication’ with regards to the delayed privacy curtain installation and explained how the miscommunication occurred.
· Following the curtain installation, the service practised open disclosure and apologised to the consumer and their representative. An official apology letter from the provider’s head office was also delivered to the consumer. The consumer expressed their appreciation of the ‘effort being made’ and confirmed their privacy is maintained and respected. 
· The provider advised following the establishment of the memory support wing in 2022, consumers residing in that wing were supported to have free movement within the service during the day. To support consumers’ behaviour management and a better level of privacy and dignity to consumers who reside in other wings, from early July 2023, the service has been trialling for consumers who reside in memory support wing to join other consumers in the main dining room at mealtimes and then return to memory support wing for tailored activities. A Brick look mural covering has been applied to the inside doors of the memory support unit to discouraging consumers from entering the main lounge/dining area. Positive feedback from consumers and staff have been received since the commencement of the trial.
· To support individual consumer’s behaviour management, monitoring charting was commenced and external behaviour support specialist’s recommendations were sought and successfully implemented. This information has been further considered under Requirement 3(3)(b) to support a compliant rating.
· The service has a process in conducting ‘Privacy and Confidentiality Audit’ with more than 20% of the consumers at the service to monitor satisfaction levels. An additional ‘Privacy and Confidentiality Audit’ was conducted following the assessment contact with all consumers residing outside of memory support wing where the vast majority of consumers confirmed their privacy has been respected and supported. With the trial in memory support wing in place, individual consumers with privacy concerns confirmed there has not been uninvited consumers wandering into their room and affecting their privacy or sleep.
· Training sessions on ‘dignity and respect’, ‘feedback, complaints and open disclosure’ and ‘dementia essentials’ have been provided to staff to support better skills and knowledge when providing care to consumers. 
In considering relevant information from the assessment team report and the provider’s response, whilst I acknowledge the deficits the assessment team identified at the assessment contact for 2 named consumers, the provider’s response with supporting evidence that include detailed actions taken prior to, during and following the assessment contact have persuaded me that the service generally has systems and processes to respect and manage consumers’ privacy. I also place weight on the 2 named consumers’ satisfaction along with other consumers’ satisfaction, included in the provider’s response, with regards to their privacy being maintained and respected. Further, the provider’s response and the service’s compliance history showed their strong willingness and ability to work with consumers and representatives to implement continuous improvement to support consumer dignity, choice, risk and privacy.
[bookmark: _Hlk143168450]Based on the evidence and reasons detailed above, I find Requirements 1(3)(b), 1(3)(d) and 1(3)(f) Compliant.

Standard 2
	Ongoing assessment and planning with consumers
	

	Requirement 2(3)(a)
	Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
	Compliant 


Findings
Requirement 2(3)(a) was found non-compliant following a site audit conducted from 29 March 2022 to 31 March 2022 where the service did not demonstrate effective assessment and planning processes to inform safe and effective care. 
[bookmark: _Hlk143010632]On 4 July 2023, the assessment team found the service had undertaken improvement actions to address the deficits identified previously. These include:
· the implementation of the revised consumer admission process;
· delivery of training to staff in person-centred approach, care plan development and documentation; and
· the enhancement of multiple assessment and care planning documentation and staff guidelines to support safe and effective care.
The assessment team also found the service demonstrated assessment and planning is conducted with the consideration of risks to the consumers’ health and well-being as sampled consumers’ care files showed: 
· assessments are undertaken in a timely manner and using validated assessment tools;
· staff have followed the service’s policy and guidelines and activated care plans that address newly entered consumers’ risks and care needs; and
· care and risks are documented, reviewed, evaluated and informs the delivery of safe and effective care and services.
In addition, consumers and representatives described being consulted in care preference, confirmed staff’s awareness of consumers’ individualised care needs and stated they receive regular communication from the service informing them of assessment and reviews being conducted. 
[bookmark: _Hlk143013962][bookmark: _Hlk143159109]Based on the evidence and reasons detailed above, I find Requirement 2(3)(a) Compliant.


Standard 3
	Personal care and clinical care
	

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


Findings
Requirement 3(3)(b) was found non-compliant following a site audit conducted from 29 March 2022 to 31 March 2022 where the service did not demonstrate effective management of high impact high prevalence risks associated with the care of each consumer, specifically in relation to behaviour management.
On 4 July 2023, the assessment team found the service had undertaken improvement actions to address the deficits identified previously. These include:
· the establishment of a ‘memory support wing’ to provide a more supportive environment for consumers living with cognitive impairment;
· delivery of specific training sessions to staff, such as ‘provide support to people living with dementia’, ‘applying a problem-solving approach to behaviours’ and management of restrictive practice, pain and palliative care;
· the engagement of a behaviour support specialist nurse; and
· the development of implementation of a handover tool to include high impact or high prevalence alerts.
The assessment team sampled consumers with high impact or high prevalence risks and found the service has effective systems to manage and monitor these risks associated with consumers’ care delivery. This is evidenced by:
· consumers and representatives said they are satisfied with how the service manages high impact high prevalence risks;
· staff showed understanding of consumers with high impact or high prevalence risks and described how to minimise these risks, including personalised strategies to manage consumers’ behaviours; and
· sampled consumers’ files review showed risk relating to pressure injury, weight loss, restrictive practice, psychotropic medications, behaviours and falls are effectively managed.
[bookmark: _Hlk143166014][bookmark: _Hlk143153676]The approved provider submitted a written response to the assessment team’s report which further evidenced how the service effectively monitors, reviews and manages individual consumers’ high impact risks associated with behavioural needs. This includes consultation with external behaviour support specialists and implementation and evaluation of recommended strategies.
Based on the evidence and reasons detailed above, I find Requirement 3(3)(b) Compliant.


Standard 4
	Services and supports for daily living
	

	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 


Findings
Requirement 4(3)(c) was found non-compliant following a site audit conducted from 29 March 2022 to 31 March 2022 where the service did not demonstrate that all consumers were able to do things of interest to them, such as participate in their community outside of the service. 
On 4 July 2023, the assessment team found the service had undertaken improvement actions to address the deficits identified previously. These include:
· a standardised process of capturing and recording information about consumer’s lifestyle services preferences when entering the service;
· ongoing monitoring mechanism on the satisfaction level of lifestyle services through consumers and representatives’ meetings, internal audits and one on one conversations with consumers and representatives;
· the implementation of meaningful activities, including culture specific activities for Aboriginal consumers; and
· the ongoing ‘Sunflower project’ which document information about consumers’ personal history, hobbies, interests, important people and preferences in a “Did you know” poster to promote further meaningful interactions between staff and consumers. 
The assessment team also found the service ensures that consumers do the things of interest to them, participate in their community within and outside of the service, and have meaningful relationships. This is evidenced by:
· consumers and representatives gave examples and confirmed consumers are supported to participate in their community within and outside the service and do the things of interest to them, including participate in culturally appropriate activities;
· staff showed good understanding of consumers’ lifestyle interests and preferences, described how they encourage and support consumers to participate in the community or engage in activities of interest to them;
· sampled consumers’ files confirmed individual preferences, likes and dislikes are current and recorded in their care plans; and
· a number of activities observed were interactive, inclusive and well received by consumers.
[bookmark: _Hlk143156793]Based on the evidence and reasons detailed above, I find Requirement 4(3)(c) Compliant.


Standard 8
	Organisational governance
	

	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
Requirement 8(3)(e) was found non-compliant following a site audit conducted from 29 March 2022 to 31 March 2022 where organisation did not demonstrate effective clinical governance systems to ensure restrictive practice was consistently recognised, assessed and its use minimised in accordance with the Quality of Care Principles. 
On 4 July 2023, the assessment team found the organisation had undertaken improvement actions to address the deficits identified previously. These include:
· the review and update of Restrictive Practices Policy and the delivery of restraints and restraint minimisation training to staff;
· the review of all consumers for restrictive practices, including the completion of risk assessment for consumers who wish to leave the facility unaccompanied; and
· the monitoring and review process in place for consumers who entered the service with existing chemical restraint and to minimise the use of restraint if possible.
The assessment team also found the clinical care provided is governed by an overarching clinical governance framework, including, but not limited to, antimicrobial stewardship, minimising the use of restraint and the use of open disclosure. This is evidenced by:
· The organisation has an Antimicrobial Stewardship Policy and promotes it through good hand hygiene, appropriate use of personal protective equipment and appropriate antibiotics prescription and usage. Staff complete trainings and could describe the process involved when antibiotics are prescribed ensuring a specimen is sent to the pathology for analysis. Infections are recorded and reported where a monthly data is analysed and discussed at clinical meetings. 
· The organisation has a Restrictive Practices Policy in place to guide staff in the responsible use of restrictive practices and staff attend compulsory restrictive practices training sessions. A current restrictive practices register is in place to monitor restrictive practice usage and minimisation; restrictive practice is further monitored and discussed at monthly quality meetings. Sampled consumers’ files showed examples of effective restrictive practice management through documented informed consent, restrictive practice authorisation record, personalised behaviour support plan, monitoring and evaluation records, including restraint minimisation.
· The organisation has an Open Disclosure Policy to guide staff practice and deliver relevant training to staff. Multiple sampled staff members and consumers confirmed staff use open disclosure principles in their daily practice.
The approved provider submitted a written response to the assessment team’s report which included information on a new Clinical Nurse Manager position which has been established and appointed to further support the organisation with clinical governance and care delivery. 
Based on the evidence and reasons detailed above, I find Requirement 8(3)(e) Compliant.
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