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This performance report
This performance report for Reynella Lodge (the service) has been prepared by D. McDonald, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with Section 40A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Site audit, the Site audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives.
· the provider’s response to the assessment team’s report received 31 October 2022.
· other information and intelligence held by the Commission in relation to the service including:
· a Notice of Requirement to Agree to Certain Matters and Consideration of Sanctions dated 20 September 2022
· the provider’s response to the Notice to agree to certain matters dated 21 September 2022 including a training plan and continuous improvement plan
· serious incident reports submitted by the service in relation to named consumers
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant 

	Standard 3 Personal care and clinical care
	Non-compliant 

	Standard 4 Services and supports for daily living
	Compliant 

	Standard 5 Organisation’s service environment
	Compliant 

	Standard 6 Feedback and complaints
	Non-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.
Requirement 2(3)(a) – the provider ensures all risks to consumers are appropriately assessed and planned interventions are accurately documented in the consumer’s care and service plan.
Requirement 2(3)(e) – the provider ensures consumer’s care and services are reviewed regularly, or when a change in circumstance or incident, such as a fall, occurs.
Requirement 3(3)(a) – the provider ensures consumer’s personal and clinical care is delivered in line with consumer’s assessed needs and preferences, including when gender preferences for care staff are expressed. 
Requirement 3(3)(b) – the provider ensures consumer’s high impact or high prevalence risks, such as risk of choking, aspiration and falls are effectively managed.
Requirement 3(3)(f) – the provider ensures all consumers who need additional support from other providers of care are appropriately referred and referrals are undertaken in a timely manner.
Requirement 6(3)(c) – the provider ensures all feedback and complaints received are documented, actioned appropriately, evaluated for effectiveness and open disclosure practices are used.
Requirement 7(3)(d) – the provider ensures all members of the workforce are recruited, trained, equipped and supported to deliver the outcomes required by these Quality Standards.
Requirement 8(3)(c) – the provider ensures organisational governance systems in relation to the workforce, regulatory compliance, feedback and complaints are effective
Requirement 8(3)(d) – the provider ensures risk management systems, including incident management systems are effective in managing identified risks and in response to incidents.
Requirement 8(3)(e) – the provider ensures a clinical governance framework is implemented effectively to ensure antimicrobial stewardship is promoted, use of restrictive practice is minimised and open disclosure is used. 


Standard 1
	Consumer dignity and choice
	

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Compliant

	Requirement 1(3)(b)
	Care and services are culturally safe
	Compliant 

	Requirement 1(3)(c)
	Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
	Compliant 

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Compliant 

	Requirement 1(3)(e)
	Information provided to each consumer is current, accurate and timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
	Compliant 

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant 


Findings
The Assessment Team recommended the following Requirement was not met: 
· Each consumer is supported to take risks to enable them to live the best life they can.
The Assessment Team brought forward deficiencies in the risk assessment processes and management of risk across the service. While the Assessment Team sighted two risk assessment forms in place for two consumers, they also spoke with two staff members who expressed hesitancy in supporting consumers to take risks and care staff who were not familiar with the process to undertake a risk assessment. One consumer advised the Assessment Team that they did not feel the service would be supportive of them engaging in activities involving risk as they are cautious and a review of care documents for a further consumer showed that despite physiotherapist recommendations of the consumer being taken for short walks no risk assessment or dignity of risk form had been completed to support this recommendation. 
The Approved Provider provided additional information by way of a written response on 31 October 2022 and provided additional evidence and explanation to the deficiencies brought forward by the Assessment Team. In response to the care staff members who were unfamiliar with the risk assessment process, the Approved Provider explained this responsibility falls outside of their role and they would not expect care staff to undertake or understand such process. In relation to the consumer who advised the service was cautious with care, the Approved Provider submitted additional evidence in relation to this consumer’s recent falls history, evidence of mobility assessments undertaken for this consumer and evidence of the service supporting this consumer to take risks, in relation to the consumer who was recommended by the physiotherapist to take short walks, the Approved Provider submitted additional evidence of assessments that were undertaken and agreed strategies to support this consumer’s mobility. 
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider, and I am satisfied that the service has demonstrated appropriate supports to consumers to take risks.
Based on the totality of evidence available to me. I, therefore, find Requirement 1(3)(d) is compliant.
I am satisfied the remaining five Requirements of Quality Standard 1 are compliant.
Consumers considered they are treated with dignity and respect by staff such as knocking on their door before entering the room, they maintain their identity by sharing stories of things important to them and displaying personal items in their rooms including photos of their family. Staff were observed treating consumers respectfully and demonstrated an understanding of consumer care preferences. The service has a culturally appropriate care policy in place to guide staff practice. Consumers feel supported to make informed choices about their care and services, and to live the life they choose, be independent and make decisions about care and services. Consumers felt their culture and diversity is valued, with holidays such as Christmas day and Easter celebrated, and their personal privacy respected. 
Consumers from diverse cultures feel their culture is respected, staff support them to meet their cultural needs and they can express their cultural identity and interests. Consumers felt staff make all their visitors feel welcome and afford them privacy to speak freely with their visitors. Staff had in-depth knowledge of each consumer’s identity and were able to articulate how they meet the individual needs of these consumers.
Consumers and representatives said the service involves them in the care planning process and confirmed they are consulted regarding decisions about consumer care and can freely choose who they want involved in their care planning. Consumers felt comfortable communicating with staff on care planning options and would raise issues with staff if they did not agree or wanted to change an aspect of their care plan. Consumers said they are supported to make and maintain connections and relationships with other consumers and are encouraged to participate in activities to keep them connected with others.
The service demonstrated that timely, current, and accurate information is provided to consumers and consumers confirmed they receive a monthly activities calendar offering a variety of activities, such as happy hours, exercise sessions, games and live music activities. Care staff explained how the calendar updates included suggestions from consumers. Daily meal menus were displayed on the wall of each dining room with consumers being offered a choice of two main options per meal. Consumers confirmed the daily menu is displayed in the service so they can consider their meal selection before arriving at the dining room. Consumers advised they can request to call the kitchen to see whether alternative meals are available, or they can choose a light snack including sandwiches from the kitchenette.
Consumers said staff respect their privacy, including when family visit and will knock on the door to seek permission prior to enter their rooms. Consumer files were observed to be stored securely in the nurse’s station and password protected computer access to the electronic care management system and privacy screens also ensure privacy and confidentiality of consumer information. 
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.
	Non-compliant 

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	Compliant 

	Requirement 2(3)(c)
	The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer.
	Compliant 

	Requirement 2(3)(d)
	The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
	Compliant 

	Requirement 2(3)(e)
	Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
	Non-compliant 


Findings
The Assessment Team recommended the following Requirements were not met: 
· 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.
· 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.
In consideration of Requirement 2(3)(a), the Site Audit report brought forward evidence that the service conducts consumer health and well-being assessments for risks associated with falls, skin integrity, pain and nutrition, however, deficits in the assessment processes were identified as the service had not assessed, identified or considered all potential risks for consumers. Risk assessments were not consistently undertaken, and care plans did not always reflect the assessed needs of the consumers. 
The Assessment Team identified three named consumers with high falls risks for whom risk assessments had not been conducted and for one named consumer with potential choking risks this was not identified in the care plan and no strategies were in place to guide staff. 
The Approved Provider submitted additional information by way of a written response on 31 October 2022 and acknowledged there were some inconsistencies in the risk assessment process. The Approved Provider submitted further evidence in relation to some of the named consumers to demonstrate care was being provided in response to other assessed needs, however this did not support the risks associated with the applied care interventions had been subsequently assessed.
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider, while I accept the additional explanation provided by the Approved Provider and note corrective actions have been planned and submitted under a continuous improvement plan responding to the Notice to Agree to Certain Matters, the continuous improvement plan did not address all deficits brought forward under this requirement, therefore I am unable to ascertain the sufficiency of the actions, the timeframes assigned or how the implementation of the actions will be monitored in order to determine their effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 2(3)(a) is non-compliant.
In consideration of Requirement 2(3)(e), the Site Audit report showed that the service has systems and processes in place to review care and services for consumers, however, the service was unable to demonstrate an effective incident review and analysis process is applied following an incident or when changes to a consumer’s needs, goals and preferences occurs. The Assessment Team brought forward evidence relating to a consumer who had experienced 16 falls over a 5-month period, the service was unable to demonstrate analysis of falls incident data for this consumer or any evaluation of the effectiveness of current risk minimisation strategies or the identification of alternative methods for managing this consumers’ behaviours.
The Approved Provider provided additional information by way of a written response on 31 October 2022 and acknowledged that while the service has policies and procedures in place to guide staff practice there are still deficits in the application and delivery in some instances. The Approved Provider submitted evidence of revised review and communication tools that have been developed in response to the Site Audit. The Approved Provider has further undertaken to improve systems in relation to incident review and risk analysis through a committee and ensure better documentation and communication of the outcomes of these meetings. 
In relation to the named consumer who experienced significant falls, the Approved Provider gave further explanation of the assessment and management that had occurred in relation to this consumer, which included escalation to a medical officer and explained that no impact or injury to the consumer had occurred as a direct result of the examples brought forward by the Assessment Team in the Site Audit report.
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider, and note corrective actions have been planned and submitted under a continuous improvement plan responding to the Notice to Agree to Certain Matters, the continuous improvement plan did not address all deficits brought forward under this requirement, therefore I am unable to ascertain the sufficiency of the actions, the timeframes assigned or how the implementation of the actions will be monitored in order to determine their effectiveness.
Based on the totality of evidence available to me. I, therefore, find Requirement 2(3)(e) is non-compliant.
I am satisfied that the remaining three Requirements of Quality Standard 2 are compliant.
Staff described assessment and planning processes for identifying consumers’ needs and preferences and were familiar with consumers care preferences. Consumers and representatives confirmed that assessment and planning addresses consumer’s needs, goals, and preferences and care planning documentation included advance care and end of life preferences. 
[bookmark: _Int_oG7jYgv6]Consumers and representatives provided positive feedback on how the service partners with others they choose to be involved in their care. Staff described the referral process for consumers to relevant allied health professionals, care planning documentation evidenced the involvement of multi-disciplinary team members such as medical practitioners, physiotherapists, dieticians, and podiatry services in the provision of care to consumers.
Care planning documentation reflected consumers’ needs, goals and preferences in relation to, but not limited to, mobility, nutrition, pain, sleep and communication. Staff knew how to access care planning documentation on the electronic care management system and described how outcomes of assessments are communicated to consumers and representatives including verbally through daily engagement. Consumers and representatives said they receive copies of care plans particularly when updated or changes are made. Staff described using verbal and non-verbal cues when conducting assessments with consumers with communication difficulties.


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.
	Non-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.
	Non-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
The Assessment Team recommended the following Requirements were not met:
· Each consumer gets safe and effective personal and clinical care that is; best practice, tailored to their needs, and optimises their health and well-being.
· Effective management of high impact or high prevalence risks associated with the care of each consumer.
· Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
In consideration of Requirement 3(3)(a), the Site Audit report found that whilst care provided by the service in relation to the management of skin integrity and pain was appropriate, most representatives reported that care delivered to consumers did not meet their needs nor optimised their health and wellbeing and care planning documentation did not reflect individualised care that is safe, effective, and tailored to each consumers’ specific needs.
The Assessment Team identified two named consumers with preferences in relation to the gender of staff for personal hygiene whose preferences were not being met or they were required to wait lengthy periods of time to be attended by staff of their preferred gender, one named consumer not assisted with scheduled continence care, and another named consumer with potential choking risks who was observed to be not positioned appropriately when being assisted with meals. 
The Approved Provider submitted additional information by way of a written response on 31 October 2022 and acknowledged the deficiencies identified by the Assessment Team. However, refuted the findings in relation to one named consumer who was identified to have not received scheduled continence care as demonstrative of deficits in safe and effective care. The documentation submitted evidenced the consumer was provided with continence assistance within the period covered by the design of the aid, the need to change the continence aid was communicated to incoming staff during handover and the consumer had not been adversely impacted. 
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider. While I accept the additional explanation provided by the Approved Provider and note corrective actions have been planned and submitted under a continuous improvement plan responding to the Notice to Agree to Certain Matters, the continuous improvement plan did not address all deficits brought forward under this requirement, therefore I am unable to ascertain the sufficiency of the actions, the timeframes assigned or how the implementation of the actions will be monitored in order to determine their effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 3(3)(a) is non-compliant. 
In consideration of Requirement 3(3)(b), the Site Audit report brought forward deficiencies in the management of high impact or high prevalence risks, such as falls, behaviours or restrictive practices, associated with the care of four named consumers as care planning documentation and assessments did not reflect the identification of, use of low-low beds and shell chairs as restrictive practice and for these consumers who had these practices applied, a behaviour support plan had not been developed and consent for the use of the restrictive practice had not been obtained. Additionally, where behaviour management strategies and triggers were identified, these were predominately generic and were not individualised to address the specific needs of each consumer. 
The Approved Provider submitted a written response on 31 October 2022 and acknowledged the deficiencies identified by the Assessment Team. 
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider, while I acknowledge actions are planned to address the deficits, a copy of the continuous improvement plan has not been provided, therefore I am unable to ascertain the sufficiency of the actions, the timeframes assigned or how they implementation of the actions will be monitored in order to determine their effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 3(3)(b) is non-compliant. 
In consideration of Requirement 3(3)(f), the Site Audit report evidenced consumers said they received referrals to individuals and allied health care providers on most occasions, however, care documentation did not always reflect referral to specialist services was timely, whilst, for other consumers, recommendations from other providers to guide staff practice had not been documented in care plans. For one named consumer who was experiencing significant escalating behaviours triggered by everyday activities including having the curtains open, resisting staff attending to their continence needs resulting in faecal matter being spread throughout the consumer’s room and common area, strategies recommended following assessment had not been communicated to staff to assist with the management of the consumers behaviour reducing the risk to this consumer, other consumers and staff. 
[bookmark: _Hlk119393464]For the named consumer with dementia and displaying daily symptoms of agitation and restlessness resulting in multiple falls and restrictive practice implementation, the consumer had not been referred to a geriatrician or specialist support organisation resulting in significant impact to the consumer including escalating agitation, aggressiveness and restlessness leading to additional risks of falling for the consumer. 
The Approved Provider submitted a written response on 31 October 2022 and acknowledged the deficiencies identified by the Assessment Team. 
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider. While I accept the additional explanation provided by the Approved Provider and note corrective actions have been planned and submitted under a continuous improvement plan responding to the Notice to Agree to Certain Matters, the continuous improvement plan did not address all deficits brought forward under this requirement, therefore I am unable to ascertain the sufficiency of the actions, the timeframes assigned or how the implementation of the actions will be monitored in order to determine their effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 3(3)(f) is non-compliant. 
I am satisfied that the remaining four Requirements of Quality Standard 3 are compliant.
Consumers and representatives confirmed that staff had spoken to them about advance care planning and end of life preferences. Staff accurately described care provided to palliating consumers such as mouth care, skin care, repositioning, and personal hygiene to prioritise comfort and dignity with families encouraged and supported to be present throughout the end-of-life care of the consumer. Care planning documents detailed consumers advance care planning information including choices and end of life preferences. 
Consumers and representatives confirmed consumer care needs were responded to in a timely manner including the recognition of deterioration or changes in the consumer’s condition. Care planning documentation, progress notes and charting demonstrated deterioration in a consumer’s health, capacity and function is recognised and responded to. Staff demonstrated knowledge of processes established to respond to deterioration and the signs and symptoms to monitoring for, which may indicate a deterioration.
Consumers and representatives said that consumer’s care needs and preferences are communicated between staff, and they receive the care they need. Care planning documentation evidenced sufficient information to support effective and safe sharing of the consumer’s information in providing care and evidence that staff do notify the consumer’s medical officer and representatives when the consumer experiences any change in condition, medication, clinical incident, or is transferred to or from hospital. Staff confirmed they receive consumer updated information at handover. 
The service implements a range of strategies to minimise infection-related risks by preventing and controlling infection and by supporting an environment of antimicrobial stewardship. Consumers and representatives said they were satisfied with the service’s management of COVID-19 precautions and the recent COVID-19 outbreak at the service. The service employs an Infection and Prevention Control (IPC) Lead and staff said they had received training on infection minimising strategies including hand hygiene and the use of appropriate personal protective equipment (PPE) and demonstrated an understanding of how to minimise the need for antibiotics and ensure they are used appropriately. 


Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(a)
	Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
	Compliant 

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant 

	Requirement 4(3)(c)
	Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
	Compliant 

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant 

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant 

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Compliant 

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Compliant 


Findings
Consumers felt the service supports their individual needs, goals, and preferences and confirmed that they receive safe and effective services to maintain their well-being, independence, and quality of life. Staff described the process for identifying consumer preferences and needs which commences when the consumer enters the service and were familiar with individual consumers’ needs and preferences. Care planning documentation reflected consumer goals, food preferences and social and lifestyle needs.
Consumers described how they connect and engage in meaningful activities that are satisfying to them and confirmed the service promotes their spiritual, emotional, and psychological well-being by helping them to stay in touch with family and friends for comfort and emotional support, this was particularly important during COVID-19 lockdowns. Staff knew how to support consumers’ emotional well-being such as talking one on one with a consumer when they are sad or upset and engaging them in activities the consumer will enjoy doing.
Consumers said they are supported to maintain social and personal relationships and enjoy doing things which interest them including participating in their community both within and outside the service environment. Staff demonstrated how they support consumers to maintain their connections to the outside community and consumer documentation identified people of importance to consumers and their preferred activities such as attending fortnightly happy hour and engaging socially with other consumers.
Consumers confirmed staff are aware of their individual needs and preferences. Staff described how monthly staff ‘huddle’ meetings ensure staff from all areas of the service come together to discuss any issues affecting or impacting on the needs of consumers. Care staff confirmed that information raised in these meetings is responded to immediately where preferences are urgently requested by the consumer or ordered by allied health specialists such as the dietician or speech pathologist.
Staff explained how they make and raise referrals for consumers to other organisations and care services such as emailing internal allied health professionals via registered staff to action a referral to an outside health service or community organisation as required. A pool of volunteers attend the service and ‘host’ some activities including happy hour and games and to spend time with the consumers. Risk assessment documentation reflected referrals to providers including medical officers and allied health professionals.
Consumers felt mealtimes were an enjoyable experience and confirmed meals provided are varied and of suitable quality and quantity and they can order outside of the daily menu if they choose. The service has processes and systems in place for consumers to provide feedback on the quantity and quality of food including if an alternative meal is chosen which is not on the menu. Kitchen staff described how the nutritional value of meals is considered during menu planning, the service works closely with the dietician to ensure a variety of meals are offered to consumers which are balanced and nutritious and they can meet dietary needs and preferences of individual consumers on an ongoing basis.
Consumers said they feel safe when using equipment provided by the service and know how to report any concerns they have. Consumers felt comfortable raising any concerns with staff and confirmed the maintenance officers attend to issues quickly and efficiently. Equipment was observed to be safe, suitable, clean, and well maintained and the maintenance schedule demonstrated ongoing and regular monitoring and maintenance of equipment is conducted by the 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
Consumers feel the service environment is welcoming to their family and friends, they feel safe and comfortable, and consider the service ‘feels like home’. Consumers said that staff are friendly and feel like their extended family and they have a sense of belonging. Consumers described how they access activities in different areas and can move around the service freely if they wish and were observed utilising the outside garden areas and common areas such as the shared lounge and gaming spaces. The service is currently developing a ‘men’s shed’ for male consumers as this is something male consumers have identified as important to them.
Consumers said the service environment is clean, well maintained, and comfortable and maintenance staff confirmed that each consumer has their own air-conditioning/heating system that they can regulate themselves to ensure it meets their needs. Consumers were observed moving freely through the service and enjoying quieter areas if they wished.
Consumers said furniture, fittings and equipment are clean, well maintained, and suitable for their use. Call bells are worn on the wrist band by consumers and are easily accessible. Floor sensor mats are used in some consumer’s rooms alerting staff when they are mobilising. Staff explained the delegations of authority for financial approval for the maintenance or replacement of consumer equipment and were also able to explain the process for the approval of capital works and improvements. Furniture, fittings and equipment appeared safe, clean, well maintained and suitable for consumers.


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.
	Non-compliant 

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


Findings
The Assessment Team recommended the following Requirements were not met: 
· Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
The Site Audit report evidenced staff were familiar with the concept of open disclosure and the service has policies and procedures in place to guide staff practice, however, deficits in the feedback and complaints process were identified as the service had not taken appropriate action in response to complaints lodged by consumers, representatives, and staff and where actions had been undertaken, they had not been monitored for effectiveness. Additionally, allegations of neglect from consumers not receiving timely care as per their assessed needs had not been acknowledged as a complaint, therefore, an apology had not been offered or investigations undertaken.
The Approved Provider provided additional information by way of a written response on 31 October 2022 and acknowledged the deficiencies identified by the Assessment Team with the collation of complaints within the filing system. However, they refuted serious concerns had not been addressed and open disclosure had not been used when things had gone wrong. The Approved Provider submitted documentation which generally evidenced when concerns, including allegations of abuse had been raised, responses were timely, investigations occurred, actions implemented, and an apology offered on some occasions. However, I note concerns on falls management and positioning of a named consumer while being assisted with meals, has been raised on numerous occasions and these issues have remained unresolved or observed as continuing which supports actions taken have not been appropriate in remedying the concern.
While the Approved Provider has advised a more stringent approach will be taken in relation to documentation of complaints and the collection of feedback from the lodgement box located at reception to ensure all complaints are recorded and monitored in line with the services practices, I consider these will take time to embed and demonstrate their effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 6(3)(c) is non-compliant.
I am satisfied that the remaining three Requirements of Quality Standard 6 are compliant.
Overall consumers and representatives felt encouraged, safe, and supported to provide feedback and make complaints and said they were able to talk directly to the management and staff if they had an issue to raise. Staff described how they support consumers to provide feedback or make complaints and the process to do so. Information regarding internal and external complaints and feedback processes is provided to the consumers via a consumer handbook, complaints and comment forms are located throughout the service and in common meeting areas. The service provides feedback instructions in all languages to support consumers from different cultural backgrounds.
Consumers confirmed they had accessed advocacy services in the past and posters were observed throughout the service providing details about external support services on consumer care rights and advocacy. Information regarding complaints and feedback processes, including translation and advocacy services, are displayed on noticeboards in communal areas. The service confirmed they can access translation services for consumers and representatives if they require. 
Consumers and representatives could describe changes that have been made at the service because of feedback or complaints. Staff could describe the processes available to consumers if they wished to lodge a suggestion or raise a complaint and provided examples of where the service has worked with a complainant to resolve issues to their satisfaction. The service uses surveys and data analysis to identify trends and feedback to consumers and representatives via monthly consumer meetings.


Standard 7
	Human resources
	

	Requirement 7(3)(a)
	The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
	Compliant 

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Compliant 

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Compliant 

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Non-compliant 

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


Findings
I have assessed this Quality Standard as non-compliant as I am satisfied the following requirement is non-compliant:
· The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
The Site Audit report evidenced, the service has systems in place to ensure staff are recruited, trained, and equipped; staff confirmed they receive ongoing training and development including through staff meetings, handover meetings, emails and memorandums distributed regularly, however, staff said they did not receive sufficient support to deliver effective care and services to consumers as the home-based model of care was impacting on care staff having sufficient time to attend to consumer care as a priority over other house duties. The Assessment Team spoke with staff who advised that agency staff were often not aware of their duties at commencement of shifts and did not receive clear instruction on charting.
The Approved Provider provided additional information by way of a written response on 31 October 2022 and advised that the service has a comprehensive training and induction program in place to ensure staff are competently trained that covers legislative requirements, role specific expectations, including responding to deterioration and consumer centric learning. The Approved Provider advised that staffing is regularly reviewed and assessed to meet demands and when agency staff are used a buddy system is put in place to ensure continuity of care.
I note the training plan submitted by the Approved Provider in response to a Notice to Agree highlights staff will be provided with training in relation to falls management, behaviour support planning and restrictive practices, however no training was identified to address staff practices or knowledge on supporting consumers identified at risk of choking or aspiration.  
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider, and while I acknowledge the additional evidence, training plan and explanation provided by the service, I have also considered the feedback from staff and potential impacts to consumer care.
Based on the totality of evidence available to me, I, therefore, find Requirement 7(3)(d) is non-compliant.
I am satisfied that the remaining four Requirements of Quality Standard 7 are compliant.
Consumers said there were adequate clinical staff, care staff and service staff rostered to attend to call bells and their needs. Staff confirmed they understand the care needs of consumers by receiving daily handover and consumers’ care planning documentation, additionally, staff said they can access registered staff and management if they require additional support. The call bell register confirmed call bells were answered in a timely manner, where call bell times did exceed required response times on occasion, the service responded adequately to effectively manage impacts to consumers.
Consumers and representatives said that staff engage with them in a respectful, kind, and caring manner. Management advised staff competence is monitored through observations of their interactions with consumers and formal and informal feedback from consumers and representatives. Training records demonstrated that staff complete training to equip them with knowledge and skills relevant to this requirement including dignity and personalised care for consumers. 
Consumers felt staff are sufficiently skilled to meet their care and clinical care needs. Management described processes to ensure staff are competent and capable in their roles such as undertaking induction, site orientation as well as mandatory training. New staff are supported in a buddy system with experienced staff which is overseen by management. Position descriptions set out the expectations for all roles at the service and annual performance development discussion help to identify skill deficits in staff.
The service has a staff performance framework including annual performance appraisals and mandatory education for all staff. Management described how staff performance includes observation of practice, feedback from other staff, consumers, and representatives as well as through one-on-one performance discussions with line managers. Staff were familiar with the service’s performance development processes, performance appraisals and discussions of their performance and opportunities for 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.
	Non-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.
	Non-compliant


Findings
The Assessment Team recommended the following Requirements were not met: 
· Effective organisation wide governance systems relating to the following: information management; continuous improvement; financial governance; workforce governance, including the assignment of clear responsibilities and accountabilities; regulatory compliance; feedback and complaints.
· [bookmark: _Hlk115091526]Effective risk management systems and practices, including but not limited to the following: managing high impact or high prevalence risks associated with the care of consumers; identifying and responding to abuse and neglect of consumers; supporting consumers to live the best life they can: managing and preventing incidents, including the use of an incident management system.
· Where clinical care is provided - a clinical governance framework, including but not limited to the following: antimicrobial stewardship; minimising the use of restraint; open disclosure.
In consideration of Requirement 8(3)(c), the Site Audit Report demonstrated organisation governance systems were in place for information management, continuous improvement, regulatory compliance, financial and workforce governance, however, some established systems and processes were not effective as care and service information was not always documented or updated, legislative requirements had not identified or communicated for restrictive practices or behaviour support planning and roles and responsibilities relating to serious incidents were not exercised. 
In relation to workforce governance and regulatory compliance, the evidence supports these systems were ineffective as members of the workforce where not aware of their responsibilities in relation to restrictive practices or behaviour support planning, despite policies and procedures being readily available staff applied mechanical restrictive practices without consent, appropriate behaviour support plans had not been developed and serious incidents including inappropriate use of restrictive practice, neglect and abuse were unreported. 
In relation to feedback and complaints, while concerns were being raised these were not consistently documented to allow for appropriate monitoring to occur and ready identification of actions being ineffective resulting in ongoing complaints being submitted and risks to consumers continuing.
The Approved Provider provided additional information by way of a written response on 31 October 2022 and clarified some of the information included within the Site Audit report relating to responses given by governing body members and submitted additional information on projects which had been conducted to evaluate the feedback and complaints processes. 
In relation to serious incidents, the Site Audit report brought forward evidence concerning 2 reports submitted during the Site Audit, which had not been identified or investigated by the service. In considering this information, I agree with the Approved Provider that one allegation had not been independently reported to them and once reported, the appropriate investigations occurred with the incident deemed not reportable. I also note the allegation of inappropriate restrictive practice was reported within the required timeframe. 
The Approved Provider submitted evidence of evaluation projects and training programs which have been developed to strengthen feedback and complaints processes and also has further undertaken to improve systems in relation to identification of restrictive practices and behaviour support planning and these will take time to embed and demonstrate their effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 8(3)(c) is non-compliant.
In consideration of Requirement 8(3)(d), the Site Audit report evidenced for consumers at high risk of falls, incidents were not effectively reviewed to identify alternative strategies to improve the management of the individual consumers. Additionally, two allegations of serious incidents were raised which had not been recorded within the service’s incident management system, through the Serious Incident Response Scheme or the service’s complaints and feedback systems. 
I have considered the information in relation to an allegation of neglect under Requirement 8(3)(c) and have found this did not meet the criteria to be considered a serious incident. However, an allegation of abuse was made by a representative which included the consumer was subject to unauthorised restrictive practices and while, the inappropriate use of restrictive practice has been reported as a serious incident, the allegation of abuse has not. 
The Approved Provider submitted additional information by way of a written response on 31 October 2022 and asserts the allegations pertaining to serious incidents were handled in accordance with the internal processes and falls are reviewed. However, in relation to falls management, the Approved Provider acknowledged the deficits in relation to review of incidents and management of high impact risks and I have found both Requirement 2(3)(e) and Requirement 3(3(b) non-compliant, therefore policies, procedures and practices for responding to incidents and managing high impact or high prevalent risks were not effective.
I have considered the evidence brought forward by both the Assessment Team and the Approved Provider which demonstrates while the service has systems and processes in place to manage some risks, there are deficits in the application of effective risk management strategies, reporting and oversight of risk in some instances, as reports submitted to the risk review committee and governing body inaccurately reflected the level of complaints, the ongoing ineffective management of risk, including falls and aspiration, and the numbers of consumers within the service who had unauthorised restrictive practices applied.
I note the Approved Providers response to the Notice to Agree to Certain Matters indicates there will be a review of the organisation’s incident management system as well as falls management and restrictive practices to ensure the process aligns with the legislation requirements and consider these actions will take time to undertaken and demonstrate their effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 8 (3)(d) is non-compliant.
In consideration of Requirement 8(3)(e), the Site Audit report evidenced clinical governance had not been adequately demonstrated for the minimisation of restrictive practices or the use of effective open disclosure processes. Whilst, some staff confirmed they had received education on policies regarding antimicrobial stewardship, minimising the use of restraint, and open disclosure, others were unable to demonstrate knowledge of what constitutes restrictive practice and were applying restrictive practice without alternate strategies being exhausted. Additionally, some staff were identified to not understand principles of open disclosure. 
The Approved Provider submitted additional information by way of a written response on 31 October 2022 and disagreed with the Assessment Team’s findings and asserted this requirement was to have a clinical governance framework rather than assessing the effectiveness of the framework. However, having a clinical governance framework in itself does not ensure the safety and quality of care to consumers and without ensuring the framework is appropriately implemented staff and visiting practitioners may not be supporting the provision of safe and quality care to each consumer. 
I acknowledge the Approved Providers response included their clinical governance framework, however deficits have been identified during the Site Audit, in the application of the framework as staff and allied health practitioners have not understood their roles and responsibilities as restrictive practices have been applied to consumers without their consent and clinical or governance monitoring systems have not identified restrictive practice was being inappropriately recommended and used as a falls management strategy.
I note the proposed training plan submitted in response to the Notice to Agree to Certain Matters includes a 3 phased approach to ensure staff understand minimising restrictive practices and open disclosure with outcomes described as an increased understanding of their roles and responsibilities, however this training will take time to embed and demonstrate its effectiveness. 
Based on the totality of evidence available to me. I, therefore, find Requirement 8 (3)(e) is non-compliant.
I am satisfied that the remaining two Requirements of Quality Standard 8 are compliant.
The service has systems to engage and support consumers in the development, delivery, and evaluation of care and services; the care plan register demonstrated how consumers are supported to engage in decision making processes. Consumers confirmed they are consulted in relation to ongoing review of consumers’ care and services are delivered and they are encouraged to participate through regular consumer meetings, care plan reviews, surveys and the complaints and feedback systems. 
The governing body satisfies itself that the Quality Standards are being met with the service through regular reports to the governing body detailing all aspects of the services’ performance, including operational trends, risks, governance, finance and quality outcomes, however deficits have been identified in the accuracy or completeness of these reports. The service has several sub-committees such as the risk management committee who reviews and monitors the effectiveness of the service’s system of risk management, and while this supports the governing committee, internal controls have not effectively identified risks to consumers. 
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