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This performance report
This performance report for St Annes Nursing Home (the service) has been prepared by J Wilson, 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 report 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 August 2024
· The performance report dated 31 March 2023 for the site audit undertaken from 7 February 2023 to 9 February 2023.


Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Compliant

	Standard 3 Personal care and clinical care
	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
	Not Compliant

	Standard 8 Organisational governance
	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 7, Requirement (3)(e)
Ensure regular assessment, monitoring and review of performance of each member of the workforce is undertaken.  


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
Requirements (3)(a) and (3)(e) were found non-compliant following a site audit undertaken in February 2023 where it was found consumers were not treated in a dignified, respectful manner, and information was not provided to consumers and representatives in a timely manner and in a way they can understand. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Implementation of staff induction and training programs which include respect, dignity, diversity, and cultural awareness, with additional toolbox talks to reinforce staff practices. 
· Implementation of consumer surveys biannually to identify and address consumers feedback, including in relation to dignity and respect. 
· Implementation of monthly newsletter and formal lifestyle program which is distributed to consumers and their representatives. 
· Review of admission process to strengthen relationships and communication with consumers and representatives, including the addition of a new admission staff member. 
At the site audit undertaken in August 2024, consumers and representatives confirmed consumers are treated with dignity and respect and expressed satisfaction with the level and quality of communication. Consumers and representatives described how staff and management communicate with them verbally or in writing. Observations showed staff interacting with consumers in a respectful and dignified manner, while daily menus and lifestyle calendars were displayed throughout the service. Notice boards included various communications, including resident meeting minutes. Management and staff described consumers respectfully and showed an understanding of consumers backgrounds and identity and described how they support consumers to facilitate effective communication. Management described monitoring processes for staff practices and described examples of performance management processes following consumer feedback relating to disrespectful conduct. 
In relation to Requirements (3)(b), (3)(c), (3)(d) and (3)(f), consumers and representatives confirmed consumers are supported to exercise choice and independence, including taking risks to live their best life. Consumers felt care and services are culturally safe and their privacy and confidentiality is protected and maintained. 
Staff and management described how they provide culturally safe care and services to consumers, while supporting them to maintain their independence and exercise choice. Staff understood the risks consumers choose to take and the mitigation strategies in place, while management and clinical staff described how they consult consumers and their representatives in risk assessments.
Observations demonstrated how staff and management respect consumers privacy and promote their independence, choice, and engagement with others within the service. Additionally, consumers care information was observed to be stored securely, and accessible to appropriate personnel. 
Care documentation confirmed consumers cultural, spiritual and life story, including relationships and consumer choices. Service documents included policies, procedures, and training modules to guide and support staff practices in relation to cultural safety, privacy and confidentiality and consumer choice and independence. 
Based on the assessment team’s report, I find all requirements in Standard 1 Consumer dignity and choice compliant, therefore, the Standard is 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

	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
Requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e) were found non-compliant following a site audit undertaken in February 2023 where it was found assessment and planning did not include the needs, goals and preferences of consumers, including the risks associated with their care and end of life care, nor was assessment and planning undertaken in partnership, with outcomes effectively communicated and documented. Additionally, care and services were not reviewed regularly or when incidents or changes occur which impact on the needs, goals, and preferences of consumers. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Engagement of external providers and services to undertake training with staff in relation to assessment of risks and end of life care. 
· Review and improvements of admission and care plan review processes, clinical staff handover processes and allied health communication processes. 
· Recruitment of a clinical manager and clinical nurse with greater oversight of assessment and planning, review processes and consumer engagement. 
· Review of care documentation to include care connect forms, dignity of risk forms and annual case conferences. 
At the site audit undertaken in August 2024, consumers and representatives expressed satisfaction with assessment and planning processes and had confidence staff knew them well and were aware of their needs, goals, and preferences. Consumers and representatives confirmed assessment and planning processes included assessment of risks and end of life and advance care planning. Consumers and representatives felt supported and partnered with in assessment and planning, including being notified when incidents occur, and are offered a copy of their care plan during scheduled care plan reviews. 
Care documentation confirmed assessments included validated tools to identify risk, with mitigating strategies implemented and documented. Admissions processes included risks assessments, with the consumer’s needs, goals, and preferences, including end of life care, are assessed, discussed and documented. Documentation showed consumers, representatives and other health professionals are partnered with in assessment and planning processes, including with scheduled care plan reviews, or when changes occur prompting a review. 
Staff described assessment and planning processes and procedures and were knowledgeable about consumers individual risks, needs, goals and preferences. Staff confirmed partnering with consumers and their representatives during assessment and planning and included external health professionals or service providers when required. Staff and allied health professionals confirmed they have access to consumer care documentation relevant to their roles, with communication processes to inform them when changes are made. 
Management described monitoring processes in place to ensure risks to consumer’s health and well-being are identified and addressed through reassessment and planning processes in a timely manner. Management confirmed care plan reviews being undertaken in consultation with consumers and their representatives, and service documentation confirmed these are being undertaken. 
Based on the assessment team’s report, I find all requirements in Standard 2 Ongoing assessment and planning with consumers compliant, therefore, the Standard is compliant.


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.
	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
Requirements (3)(a), (3)(b), (3)(d), (3)(e) and (3)(f) were found non-compliant following a site audit undertaken in February 2023 where it was found consumers were not receiving safe and effective personal and clinical care that is tailored to their needs and optimises their health and wellbeing, nor was deterioration of a consumers condition being recognised and responded to. Additionally, the high impact and high prevalence risks associated with the consumers care was not being effectively managed. Communication processes were found to be ineffective in ensuring information about a consumer’s condition, needs and preferences are documented and communicated, with referrals to other professionals or service providers not being undertaken in a timely manner. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Implementation of additional monitoring by clinical staff and clinical management in skin, wounds, and diabetes to ensure compliance and timely escalation of issues. 
· Clinical management processes to ensure monitoring of high impact and high prevalence risks to ensure referral and engagement of external health professionals in a timely manner. 
· Toolbox education sessions undertaken in relation to diabetes management, wound management, weight loss, pressure area care and skin integrity. 
· Implementation and maintenance of a high impact and high prevalence register, with weekly meetings held with clinical management and clinical staff. 
· Review and update of service policies and procedures which included the implementation of tools to inform and guide staff practices in relation to restrictive practices, deterioration, and post falls management. 
· Review of handover processes and implementation of clinical huddles and structured handovers. 
· Implemented additional communication methods including online staff messaging, medication ordering, online meetings with all departments and a cloud drive for staff to access policies, procedures, training and trending and analysis results. 
At the site audit undertaken in August 2024, consumers and representatives expressed satisfaction in the personal and clinical care provided to consumers and felt risks associated with their care was effectively managed. Consumers and representatives felt staff would recognise and respond to a change in the consumers condition in a timely manner, and confirmed timely referrals are undertaken to external and internal service providers when required. 
Care documentation confirmed personal and clinical care is provided to consumers that is best practice, tailored to their needs and optimises their health and well-being. Care documentation showed where there are risks to consumers’ health, including falls, skin integrity and restrictive practices, they are documented with strategies to guide staff to deliver care in a safe and effective manner. Care plans reflected consumers’ needs, goals, and preferences in relation to personal care. While medication charting showed time sensitive medications were not consistently administered on time and 2 restrictive practice consent forms were not physically signed, management were responsive and implementation actions to remedy the deficits during the Site Audit. Consumer notes showed changes in the condition of consumers is identified promptly, with actions taken to address changes, including referrals to external providers of care. 
Staff demonstrated knowledge of consumer’s needs, goals, and preferences and how they provided safe and effective care and services to consumers. Staff described individual strategies for consumers in relation to risk mitigation, and monitoring processes for consumers with high impact and high prevalence risks associated with their care and how they recognise and respond to changes in consumers. Staff described how they support consumers at end of life and undertake referrals to external providers of care when required. Staff confirmed communication processes in place, and that care documentation is accurate and includes sufficient information for them to undertake their roles. 
In relation to Requirements (3)(c) and (3)(g), representatives expressed satisfaction with the care provided to consumers at end of life, and discussed how consumers are kept comfortable with referrals to palliative care teams to support staff. Consumers and representatives were confident in infection control practices within the service, which were observed through staff practices. 
Staff described end of life care and the monitoring processes to ensure consumer’s needs, goals and preferences are recognised and addressed. Staff were knowledgeable on infection control processes including antimicrobial stewardship principles and the use of personal protective equipment. Care documentation showed consumers are monitored at end of life, with their needs, goals and preferences recognised and addressed. 
The service has policies and procedures to guide staff practice in relation to palliative care, infection prevention and control and outbreak management. 
Based on the assessment team’s report, I find all requirements in Standard 3 Personal and clinical care compliant, therefore, the Standard is compliant.


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
Requirements (3)(a), (3)(b), (3)(c) and (3)(d) were found non-compliant following a site audit undertaken in February 2023 where it was found consumers did not receive safe and effective services and supports for daily living that meets their needs, goals and preferences, or supports their emotional, spiritual and psychological well-being. Nor were consumers supported to participate in the community within and outside of the organisations service environment, and information regarding the consumers’ needs and preferences was not effectively communicated. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Recruitment of a lifestyle team, inclusive of permanent and casual staff, with the additional engagement of hairdressing and paper services. 
· Review of lifestyle program with a calendar of planned activities, including scheduled one-to-one support and external outings. 
· Engagement of a dementia consultant for review of the memory support unit and behaviour management practices. 
· Review of electronic care documentation system to ensure all staff have access to care and services documentation. 
· Additional communication systems implemented, including twice weekly lifestyle huddles and online messaging system. 
At the site audit undertaken in August 2024, consumers expressed satisfaction with the services and supports for daily living, and confirmed they feel safe, can-do things of interest to them and participate in the community. Consumers and representatives confirmed staff know consumers’ needs, goals, and preferences in relation to services and supports for daily living and were satisfied staff and external providers are provided with accurate and current information about them. Consumers and representatives feel consumers emotional, spiritual, and psychological needs are supported. 
Staff described how they support consumers with services and supports for daily living, including how they recognise and respond to changes in the consumers emotional, spiritual, or psychological well-being. Staff described how changes to consumer’s needs, goals and preferences are communicated through handover processes and lifestyle huddles. Staff were observed to be respectfully and safely providing support to consumers with services and supports for daily living, including during meals and lifestyle programs.
Consumer’s needs, goals, and preferences in relation to services and supports for daily living were documented in care documentation and were consistent with consumer and staff interviews. Service documentation included a comprehensive lifestyle calendar, which included scheduled one-on-one time, pastoral services, and external outings.
Systems and processes are in place to facilitate the sharing of consumer information within the organisation and with external providers of services when required. Additionally, the service has processes in place to facilitate consumers to connect with family and friends through teleconferencing platforms. 
In relation to Requirements (3)(e), (3)(f) and (3)(g), consumers and representatives were satisfied with the referral process, and felt consumers were supported following referrals, with recommendations implemented. Consumers were satisfied with the quality, quantity and variety of meals and were comfortable and supported in using the equipment provided by the service. 
Care documentation reflected, and staff confirmed, referrals are undertaken to external organisations to support consumers with services and supports of daily living. Information in care documentation included the consumer’s needs and preferences in relation to dietary requirements, with catering and care staff knowledgeable of consumer needs and preferences. 
Staff described processes to ensure equipment provided to consumers, including reporting processes when issues are identified. Service documentation, including maintenance schedules and records, showed how equipment is cleaned stored and maintained, and was confirmed through service observations. 
Service documentation and observations showed the service has a rotating menu in place, which is viable to consumers in dining areas, and includes a variety of meals. While the menu has not currently been reviewed by a dietitian, a review is currently underway, with documentation confirming a dietitian has been engaged. 
Based on the assessment team’s report, I find all requirements in Standard 4 Services and supports for daily living compliant, therefore, the Standard is compliant.


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
Requirements (3)(b) and (3)(c) were found non-compliant following a site audit undertaken in February 2023 where it was found consumers did not have access to indoor and outdoor areas, and the service environment, furniture, fittings, and equipment were not well-maintained, clean and suitable for consumers. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Codes have been placed on all keypads for wings which require keypad entry. 
· Fire safety provisions implemented for all designated smoking areas and are maintained through preventative maintenance. 
· Ongoing staff education included for induction and mandatory training in relation to restrictive practices, with additional toolbox training undertaken for clinical staff. 
· Cleaning schedules implemented for staff cleaning trolleys with tasks for all areas of the service environment. 
· A suitability environmental audit undertaken in May 2024 and a MSU review undertaken in June 2024, included proposed improvements, and were recorded on the service PCI for implementation. 
· Service equipment was audited and assessed for suitability, with systems in place to ensure equipment is maintained. 
At the site audit undertaken in August 2024, consumers and representatives confirmed consumers feel safe within the service and can move freely both indoors and outdoors. Consumers and representatives expressed satisfaction with the maintenance and cleanliness of the service environment, furniture, fittings, and equipment provided. 
Staff described strategies to support consumers to mobilise around the service, including assisting consumers who cannot mobilise independently to access outdoor areas. Staff confirmed cleaning schedules in place and described processes for additional cleaning when required. Staff described processes to report issues to maintenance, and they have enough equipment to undertake their roles safely and effectively. 
Observations showed the service environment, the furniture, fittings, and equipment were safe, clean and well maintained, with electrical equipment observed to have current service tags. Service documentation showed systems in place for reactive and preventative maintained which was confirmed by management and staff. 
While on day 3 on the site audit, a balcony access door was locked, management were responsive in implementing additional toolbox education sessions to ensure doors are unlocked in line with service procedures. 
In relation to Requirement (3)(a), consumers and representatives confirmed the service supports their independence, promotes interaction, and provides a sense of belonging. Consumers and representatives were observed to be using all areas of the service, and consumer rooms were personalised with their personal belongings. Signage was visible throughout the service to facilitate consumer wayfinding.
Based on the assessment team’s report, I find all requirements in Standard 5 Organisation’s service environment compliant, therefore, the Standard is compliant.


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
Requirements (3)(a), (3)(c) and (3)(d) were found non-compliant following a site audit undertaken in February 2023 where it was found consumers and representatives were not supported to provide feedback or complaints, appropriate actions were not undertaken by management in response to complaints and feedback and complaints information was not used to improve the quality of care and services. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Implementation of biannual customer service insight surveys. 
· Complaints and feedback information discussed in consumer related meetings with feedback forms located in visible locations, distributed by staff and attached to newsletters. 
· A review of complaints handling systems and processes was undertaken, with clear roles assigned and processes implemented to guide staff. Additional processes to analyse, trend and report feedback and complaints data was implemented. 
· Implementation and maintenance of a feedback register, noting open disclosure actions and recording status updated and actions taken. 
· Feedback and complaints and open disclosure training undertaken by staff at induction and annually. 
At the site audit undertaken in August 2024, consumers and representatives confirmed they are comfortable and supported to provide feedback and complaints and were made aware of how to do so. Where complaints had been raised, consumers and representatives expressed satisfaction with the actions taken and felt complaints were resolved in a timely manner. 
Feedback forms and confidential boxes were observed throughout the service with written information provided to consumers and representatives through handbooks and admission processes, while staff are informed through training and orientation processes. Staff described feedback and complaints processes and demonstrated an understanding of escalation processes and the application of open disclosure principles. 
Management described and service documentation confirmed processes to ensure all complaints are escalated to appropriate personnel and actioned in a timely manner. Service compliments and complaints tracker showed monthly trending is undertaken with opportunities for improvement recorded on the service PCI. Meeting minutes from various meetings, including resident care committee meetings and management meetings, show trends from feedback and complaints are discussed. 
Management outlined plans underway to review functionality in their new governance, risk, and compliance system, in relation to feedback and complaints management, with a timeframe of the end of 2024. Management is expecting this will improve both capturing and trending of data. Management stated, and a review of action plans showed, 14 individual consumers or representatives were being contacted to investigate identified concerns further and identify trends.
Policies and procedures are in place to guide staff in supporting consumers to make complaints, the management of feedback and complaints and open disclosure. 
In relation to Requirement (3)(b), consumers and representatives confirmed they are made aware of, and have access to advocates, language services and other external complaints pathways. Information relating to advocacy services were displayed throughout the service and included in consumer welcome packs. Additionally, information is provided to consumers through resident newsletters and resident and family meetings. Staff and management described external complaints options. 
Based on the assessment team’s report, I find all requirements in Standard 6 Feedback and complaints compliant, therefore, the Standard is compliant.


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.
	Compliant

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Not Compliant


Findings
I have assessed this Quality Standard as non-compliant as I am satisfied that requirement (3)(e) is non-complaint. 
Requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e) were found non-compliant following a site audit undertaken in February 2023 where it was found the workforce was not planned to enable safe and quality care and services, nor was the workforce competent and trained, equipped and supported to deliver outcomes required by the Quality Standards. Additionally, staff interactions were not kind, caring and respectful and regular assessment, monitoring and review of staff performance was not undertaken. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Staff rosters are reviewed regularly and discussed at weekly high risk meetings. 
· Implementation of a call bell monitoring procedure. 
· Recruitment of additional staff, inclusive of care and clinical staff and a full-time clinical nurse educator. 
· Training for all staff undertaken in the code of conduct, cultural and diversity awareness, and the implementation of scheduled weekly education toolboxes on personal and clinical care. 
· Development and implementation of staff competency and training schedules for clinical and care staff, including medication management. 
· Review of staff performance management processes, including the implementation of counselling records and self-reflection tools. 
· Review of staff performance appraisal policy, with a process in place for transitioning to an updated human resources system in November 2024 for greater oversight on performance appraisals. 
At the site audit undertaken in August 2024, the assessment team recommended Requirement (3)(e) not met as they were not satisfied staff performance was not monitored or reviewed regularly for all members of the workforce. The assessment team’s report provided the following evidence relevant to my finding:
· Ten care and hospitality staff out of 14 interviewed said they had not had a performance appraisal undertaken in the past year. 
· The organisations performance appraisal policy states appraisals are required to be undertaken 6 months after employment, and then annually. 
· Performance appraisals are monitored through an electronic register, which includes all staff with the date of their last appraisal. Only 25% of staff had completed a performance appraisal between June 2023 and June 2024. 
· Management said human resources monitor staff appraisals and acknowledged performance appraisals are behind. Management confirmed department heads are responsible for ensuring performance appraisals occur. 
· Management said the implementation of a new human resources system in November 2024 will provide improved accountabilities and oversight for staff and management. Additionally, the service is implementing a more streamlined process and user-friendly application for staff and management to complete the staff appraisal process. 
The provider did not agree with the assessment team’s recommendation. The providers response included statements taken from the assessment teams report which demonstrates monitoring of staff performance.
· The organisation has a governance and risk management framework which includes the organisation’s governance structure to monitor, report, review and improve the safety and quality of care in relation to clinical care. 
· The number of buddy shifts undertaken by staff is determined by level of experience, and the needs for an increase or decrease in the amount of buddy shifts is based on performance of the new staff member. 
· Staff performance through observations, peer feedback, consumer feedback, review of progress notes, reviewing incidents and by counselling sessions. 
The provider acknowledged a limited number of formal appraisals had been conducted at the time of the Site Audit, and the assessors were not able to speak to any staff who had participated in a formal appraisal process. The provider reported 80% of clinical and care staff have undergone a formal appraisal process and 27% of non-clinical staff. Additionally, the provider stated they are reviewing their policy in relation to formal appraisals which will be complemented by the human resources system to be introduced later in the year. 
I acknowledge the providers response; however, I find the service has not demonstrated regular assessment, monitoring and review of the performance of each member of the workforce. In coming to my finding, I have considered the intent of the Requirement, where all members of the workforce are expected to have an appropriate person regularly evaluate how they are performing in their role, and identify, plan for, and support any training and development they need. I have considered information in the assessment team’s report that shows comments from 10 staff who confirmed they have not undergone a formal appraisal process within the last year and were not sure how often performance appraisals should occur, and the electronic register recording only 25% of staff had completed a formal appraisal. While the provider has stated 80% of clinical care staff and 27% of non-clinical staff have undergone formal appraisals, I have not been provided with evidence of this. I acknowledge the service has informal monitoring processes to monitor the performance of staff as outlined in the assessment team report; however, I find formal performance monitoring for staff is not being undertaken to ensure the staff performance is monitored, with areas of improvement or development in their performance identified and addressed.
For the reasons above, I find Requirement (3)(e) in Standard 7 Human Resources non-compliant. 
In relation to Requirements (3)(a), (3)(b), (3)(c) and (3)(d), consumers and representatives expressed satisfaction with the number and mix of staff, and said staff respond to the needs of consumers in a timely manner and provide care and services in a way that meets their needs and preferences. Consumers and representatives described staff as kind and respectful and felt staff know consumers well and what is important to them, which was confirmed through staff observations and interactions. Consumers and representatives expressed confidence in the skills, knowledge, and qualifications of staff to deliver safe and quality care and services. 
Staff confirmed induction and orientation processes, with mandatory training undertaken. Staff felt confident and supported in undertaking their roles and expressed satisfaction with the number, mix and skills of staff. Staff described providing feedback to management in relation to their training needs and were comfortable in doing so. 
Management described, and service documentation confirmed processes to monitor the number and mix of staff rostered, including monitoring of call bells and allocation sheets, and described ongoing recruitment processes for all staff roles. Service documentation showed staff competencies, training and qualifications are monitored to ensure compliance, with additional toolboxes and training provided where issues are identified. Management described initial onboarding processes, followed by mandatory training to ensure the workforce is competent and supported.
The organisation has systems and processes in place to monitor consumer satisfaction with staff interactions, staff competency and training and qualifications. Additionally, staff have access to training modules, inclusive of cultural safety, SIRS, and elder abuse. 


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.
	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
Requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e) were found non-compliant following a site audit undertaken in February 2023 where it was found the governing body did not promote a culture of inclusive, safe and quality care and services, nor were consumers engaged in the development and delivery of care and services. The organisation did not have effective governance, or risk systems and processes in place, nor a clinical governance framework. The assessment team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to the following:
· Invitations to establish a consumer advisory body sent to consumers and representatives, with a term of reference developed and approved. Additionally, a resident care committee was established. 
· Implemented and conducted consumers surveys, consumer experience audits and environmental audits, with action plans developed. 
· Board members and staff have undertaken mandatory training, including SIRS, restrictive practices, open disclosure, and the strengthened quality standards. 
· Increased education and staff training programs to improve deficits in staff knowledge and competency and is inclusive of external training programs to clinical and care staff. 
· Appointments of additional staff, including clinical management, lifestyle, and clinical education. 
· Implementation of SCCQ project which includes implementation of systems and processes for information technology and workforce management. 
· Review of service policies and procedures in relation to feedback, open disclosure, and SIRS. 
· Review of service PCI to ensure continuous improvement activities align with the Quality Standards. 
· Implementation of processes to ensure feedback and complaints, incidences of clinical risk and clinical indicators are trended and analysed monthly, and discussed through meetings, including board meetings. 
· High impact and high prevalence risks are monitored through a high-risk register, audits, and monitoring of quality and clinical indicators. 
At the site audit undertaken in August 2024, consumers and representatives felt the service has improved over the last six months and confirmed management and staff involve them in the development and delivery of care and services. Consumers and representatives expressed satisfaction with the communication from management and the board through newsletters, emails, meetings, and other communication forums. Systems and processes for engaging consumers were described by management, with improved communication processes to ensure consumers and representatives are informed of changes and improvements to the service. 
The Board is supported through various subcommittees, such as governance and risk, resident care, people and culture, special investigations and audit and finance. Meeting minutes show information regarding strategic planning, the CEO report, current significant issues, key performance indicators, risk and compliance, governance, financial, mandatory reporting incidents, feedback and complaints, workforce strategy and quarterly quality indicators are discussed and tabled. The service has a documented governance and risk management framework in place which outlines provisions of clinical governance, organisational systems, processes, and responsibilities, monitoring and committee structure and incorporates risk management processes. 
Organisational governance systems are effective to ensure information is managed appropriately to enable staff to deliver care and services in a way that meets consumers’ needs and preferences, with staff confirming they have access to systems and information they need to undertake their roles. Systems and processes are in place to ensure continuous improvement is driven by multiple sources, including feedback and complaints, and is monitored by leadership. The governing body has oversight of financial performance to ensure viability and reduce risk of misappropriation of funds, with appropriate delegations and audit processes in place, while the workforce is monitored at an organisational level to ensure right numbers, skills, and training is being provided. 
Documentation demonstrated high impact or high prevalence (HIHP) risks are identified through clinical assessment and incident review. HIHP risk data is tabled at local resident care committee meetings and weekly risk meetings. Internal audits are in place to review high-risk clinical areas and identify potential deficits. Consumers are supported to live their best life and where risks are taken, with processes to identify and assess risky activities and guide staff in supporting consumers. Staff described how they use the incident management system to manage and prevent incidents, including those that require reporting to external services, which is supported through a range of policies and procedures in relation to incident management. Staff described, and documentation confirmed, mandatory training is undertaken in recognising and responding to abuse and neglect.
The organisation has a clinical governance framework which includes a suite of policies and procedures to guide staff practice. Staff were aware of the clinical governance framework, including infection control practices, antimicrobial stewardship, and the use of open disclosure. Service documentation included monitoring, trending, and analysing clinical risks, infections and antimicrobial usage to ensure clear oversight by the resident care committee. Documentation confirmed restrictive practices are monitored, with regular reviews and reporting to the governing body.
Based on the assessment team’s report, I find all requirements in Standard 8 Organisational governance compliant, therefore, the Standard is compliant.
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