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This performance report
This performance report for St Annes Nursing Home (the service) has been prepared by M Glenn, 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 consumers, representatives, staff and management;
the provider’s response to the Assessment Team’s report received 14 March 2023;
a Monitoring Assessment Contact Record for an Assessment Contact undertaken on 24 October 2022; and
the Performance Report dated 25 May 2021 for a Site Audit undertaken 15 March 2021 to 18 March 2021.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Non-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
	Non-compliant 

	Standard 5 Organisation’s service environment
	Non-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.
Standard 1 Requirements (3)(a) and (3)(e)
Ensure staff have the skills and knowledge to provide care and services to consumers in a way which ensures they are treated with dignity and respect and values their culture and diversity.
Ensure staff interactions with consumers are monitored to ensure kind, caring and respectful interactions are maintained at all times.
Review avenues currently used to provide information to consumers and ensure information provided to consumers is provided in an appropriate format and through different channels, and is communicated and/or accessible to consumers to enable them to exercise choice.
Standard 2 Requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e)
Ensure consumer care plans are reflective of consumers’ current and assessed needs and preferences and risks to consumers’ health and well-being are identified and appropriate management strategies developed and implemented to enable staff to provide quality care and services.
Where consumers’ are subject to restrictive practices, ensure appropriate consents and authorisations are documented, management strategies are developed and care plans include all required information in line with legislative requirements.
Ensure entry assessments are completed, in line with the service’s processes, to inform care planning and provision of consumers’ care and services.
Ensure consumers’ goals, needs and preferences for end of life care are identified, documented and regularly reviewed.
Ensure assessment and planning processes are based on ongoing partnership with consumers, others the consumer wishes involved, as well as other organisations, individuals and other providers of care involved in consumers’ care.
Ensure outcomes of assessment and planning are effectively communicated with consumers, representatives and staff and care plans are discussed with and made available to consumers and/or representatives.
Ensure consumer care plans are reviewed for effectiveness and/or updated, including in response to incidents and change in consumers’ circumstances, to ensure they are reflective of consumers’ current and assessed needs and preferences to enable staff to provide quality care and services.
Ensure policies and procedures in relation to assessment, care planning and review are effectively communicated and understood by staff.
Monitor staff compliance with the service’s policies, procedures and guidelines in relation to assessment, care planning and review.
Standard 3 Requirements (3)(a), (3)(b), (3)(d), (3)(e) and (3)(f)
Ensure staff have the skills and knowledge to:
· provide personal and or clinical/care and services to consumers in line with their assessed needs and preferences and that is best practice, tailored to their needs and optimises their health and well-being, specifically in relation to management of diabetes, wounds and weight loss;
· identify, manage and monitor high impact or high prevalence risks relating to consumers’ care, including, but not limited to, behaviour, hydration, restrictive practices and falls;
· identify types of restrictive practice and use restrictive practices in line with legislative requirements, including as a last resort;
· identify deterioration or change of consumers’ condition, implement appropriate monitoring processes and review care and service management strategies to ensure care provided is reflective of consumers’ changed condition;
· record and communicate instructions or recommendations, including change of treatment made in response to Medical officer and Allied health reviews; and
· initiate timely and appropriate referrals to Medical officers and/or appropriate Allied health professionals in response to changes in consumers’ condition.
Review information sharing and communication processes to ensure information relating to consumers’ personal and clinical care needs is documented and effectively communicated to others, including to consumers and/or representatives.
Identify barriers preventing Allied health professionals from visiting consumers at the service and explore alternate avenues for referral and review.
Ensure policies, procedures and guidelines in relation to best practice care, management of high impact or high prevalence clinical risks, management of deterioration and referral processes are effectively communicated and understood by staff.
Monitor staff compliance with the service’s policies, procedures and guidelines in relation to best practice care, management of high impact or high prevalence clinical risks, management of deterioration and referral processes.
Standard 4 Requirements (3)(a), (3)(b), (3)(c) and (3)(d)
Ensure staff have the skills and knowledge to:
· implement safe and effective services and supports for daily living which meets consumers’ goals needs and preferences and optimises their independence, health and quality of life;
· identify, assess, review and monitor each consumer’s emotional and psychological care needs and preferences and implement appropriate support measures, where required;
· identify things of interest to each consumer, implement activity programs in line with consumers’ preferences and activity plans, engage them in activities of interest, monitor consumers’ level of engagement and review effectiveness of each consumer’s participation in the program; and
· review processes relating to how information is communicated, in line with the intent of this Standard.
Review the activity schedule in consultation with consumers and representatives to ensure it is reflective and appropriate. Monitor consumers’ satisfaction of the program on an ongoing basis and initiate changes in response to feedback.
[bookmark: _Hlk54265513]Ensure policies, procedures and guidelines in relation to supporting consumers’ leisure and lifestyle goals, needs and preferences are effectively communicated and understood by staff.
Monitor staff compliance with the service’s policies, procedures and guidelines in relation to supporting consumers’ leisure and lifestyle goals, needs and preferences.
Standard 5 Requirements (3)(b) and (3)(c)
Review processes to ensure consumers are able to move freely both indoors and outdoors.
Review effectiveness of monitoring processes related to the service environment, furniture, fittings and equipment. 
Ensure processes to monitor the service environment and safety, maintenance and suitability of equipment are regularly undertaken, with issues identified promptly actioned and addressed. 
[bookmark: _Hlk130471207]Standard 6 Requirements (3)(a), (3)(c) and (3)(d)
Review the complaints management system to ensure it facilitates and supports consumers, representatives and others to provide feedback and make complaints.
Ensure appropriate action is taken in response to feedback and complaints, in line with the service’s processes, including liaising with the complainant and using an open disclosure approach when things go wrong.
Review processes to ensure all feedback and complaints are captured to enable emerging trends and improvement opportunities to be identified.
Standard 7 Requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e)
Ensure appropriate and adequate staffing levels and skill mix, particularly clinical and care staff, are maintained to deliver care and services in line with consumers’ needs and preferences.
Ensure workforce interactions with consumers are monitored and actions taken where poor interactions are identified.
Ensure staff competency, skills and knowledge are monitored and tested to ensure staff are competent to undertake their roles.
Ensure staff are provided appropriate training to address the deficiencies identified in all eight of the Quality Standards.
Ensure regular assessment, monitoring and review of the performance of each staff member is undertaken and where poor staff performance is identified, ensure performance management processes are implemented.
Standard 8 Requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e)
Review processes relating to how consumers are supported and engaged in the development, delivery and evaluation of care and services.
Review processes to ensure a culture of safe, inclusive and quality care is promoted at the governing body and service level.
Ensure the governing body is aware of and accountable for the delivery of care and services through review of communication and reporting processes from the service to the Board and vice versa.
Review the organisation’s governance systems in relation to information management, continuous improvement, workforce governance, regulatory compliance and feedback and complaints.
Review the organisation’s risk management processes in relation to managing high impact or high prevalence risks, responding to abuse and neglect and managing and preventing incidents.
Review the organisation’s clinical governance framework in relation to minimising use of restrictive practices, open disclosure and the non-compliance identified in Standard 3 Personal care and clinical care.


Standard 1
	Consumer dignity and choice
	

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

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

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

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

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

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


Findings
The Quality Standard is assessed as non-compliant as two of the six specific Requirements have been assessed as non-compliant. The Assessment Team recommended Requirements (3)(a), (3)(c) and (3)(e) in Standard 1 Consumer dignity and choice not met.
Requirement (3)(a)
The Assessment Team were not satisfied each consumer is consistently treated with dignity and respect. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
Two consumers said they have notified staff on multiple occasions over several months regarding other consumers walking into their room at night which disturbs their sleep and makes them feel uncomfortable. They believe staff are repeatedly dismissive of their concerns as consumers continue to enter their rooms. One consumer said they have now stopped reporting these ongoing incidents to staff as nothing ever happens to rectify the situation when they do.
One representative described experiencing bullying and harassment by staff, previous management and two current members of the governing body when raising concerns over the last two years regarding a consumer’s care and services. The representative believes as a result, the consumer is being treated differently, such as being isolated in their room, not being appropriately monitored and when requests for care and services are made.
Clinical and care staff described time constraints when delivering care and services and feel unable to consistently provide care in a manner which supports dignity and respect.
Instances were observed where staff did not treat consumers and representatives with dignity and respect. Three staff were observed walking past a consumer who was crying without offering any assistance. A hospitality staff member was observed repeatedly ignoring a representative who was trying to ask them questions, and when the staff member  responded, it was abrupt.
While the provider’s response indicated they are confident each consumer is treated with dignity and respect, the provider recognises the workforce challenges of the service and accepted the Assessment Team’s recommendation. The provider’s response indicates the organisation has taken immediate action to remediate all areas identified in the Assessment Team’s report, with examples provided to be added to the Plan for continuous improvement (PCI) for monitoring and measurement of improved consumer outcomes. A Training plan was also included as part of the provider’s response. Actions initiated and/or planned include, but are not limited to:
Acknowledging, responding and resolving consumer feedback/notifications.
All consumer assessments and care plans to be reviewed, in partnership with the consumer, ensuring backgrounds, needs, goals and preferences are captured, and all staff are aware.
Education to be provided to staff relating to dignity, respect and customer service, bullying and harassment, risk management and the new Aged Care Code of Conduct requirement and reforms.
I acknowledge the provider’s response. However, I find the service did not ensure each consumer was treated with dignity and respect, with their identity, culture and diversity valued. In coming to my finding, I have placed weight on the Assessment Team’s observations of staff and consumer interactions and feedback provided by two consumers and one representative indicating staff do not consistently treat consumers in a kind, dignified and respectful manner. I have also considered that the service’s monitoring processes have not been effective in identifying the staff practices observed. The service should seek to implement processes to ensure they work with consumers and/or representatives in an inclusive and respectful way and listen to and understand each consumer’s personal experience as it relates to the way care and services are being provided to them.
In relation to evidence presented by a representative experiencing bullying and harassment and observations of poor staff interactions with a representative, I find this does not align with the intent of this Requirement. However, I have not discounted this evidence, instead, I have considered aspects of the evidence in my findings for other Standards and Requirements which the evidence aligns to.
For the reasons detailed above, I find Requirement (3)(a) in Standard 1 Consumer dignity and choice non-compliant.
Requirement (3)(c)
The Assessment Team were not satisfied all consumers are consistently supported to make decisions about their care or the way services are delivered. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Consumers and representatives confirmed activities of daily living are not always in line with consumers’ preferences.
Three staff indicated consumers have communicated their decisions relating to personal care but when the service is short staffed, this does not occur in line with their preferences. Additionally, staff said consumers who require a two to three person assist are often not attended to at their preferred time.
Three consumers said they make decisions about their own care, can choose when they get up and go to bed, when and where they eat and what activities they participate in.
The provider requested the Assessment Team’s recommendation be reconsidered by the Delegate and included commentary to support their request. The provider’s response indicates they are confident each consumer is supported to exercise choice and independence. The provider’s response also indicated a full investigation of the generic findings will be undertaken through implementing a discovery activity, including reassessment of consumer hygiene preferences, next of kin or substitute decision maker contacts or specialisation needs, based on a root cause analysis approach. I acknowledge the provider’s response.
In coming to my finding for this Requirement, I have considered information included in this Requirement, as well as evidence presented in other Requirements, specifically Requirement (3)(d) in this Standard and (3)(c) in Standard 3 Personal care and clinical care. As such, I have come to a different view from the Assessment Team’s recommendation of not met and find the service compliant with this Requirement.
I have considered that the evidence presented does not demonstrate consumers are not supported to make decisions, exercise choice or independence. There is evidence to demonstrate consumers are able and supported to make decisions about the care and services they receive and the way they are delivered. This includes preferences for personal care, meals, activities, consultation and involvement in risk assessment processes where consumers choose to undertake activities which include an element of risk and involvement in discussions relating to end of life needs, goals and preferences.
However, while I have considered consumers are supported to exercise choice and independence, I concede the evidence highlighted in this Requirement, as well as other Requirements across the eight Quality Standards, demonstrates that decisions consumers have made in relation to the way care and services are delivered are not consistently respected by staff and the service, thus limiting consumers’ control over the planning and delivery of care and services. This is reflected in my findings for Requirements in other Standards, specifically Standard 2 Ongoing assessment and planning with consumers, Standard 3 Personal care and clinical care, Standard 4 Services and supports for daily living, Standard 5 Organisation’s service environment and Standard 7 Human resources.
For the reasons detailed above, I find Requirement (3)(c) in Standard 1 Consumer dignity and choice compliant.
Requirement (3)(e)
The Assessment Team were not satisfied that 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. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
Three consumers and one representative said they have not been provided with an activity schedule for several months and need to go to communal areas in order to establish which activities are being held.
There were a lack of activity schedules observed in consumers’ rooms, contrary to feedback from management who said these are delivered to consumers’ rooms on a monthly basis.
Activity lists and menus were not in prominent locations or in a format that was easy to read for consumers with visual impairment.
Management needed to be reminded to send out communication regarding the Assessment Team being on site, which was not undertaken promptly upon arrival. One representative said they did not receive notification regarding the Commission being onsite.
Resident meeting minutes for December 2022 and January 2023 showed very low consumer attendance, nine to 10 out of 97, and no representatives. One representative stated they were not aware of any Resident meetings being held and copies of the minutes were not observed in any of the service’s four wings.
Feedback forms were not easily identifiable across the service, and while hospitality staff said they have their own feedback/issues form, consumers were unaware of these forms.
The provider accepted the Assessment Team’s recommendation. The provider’s response indicates the organisation has taken immediate action to remediate all areas identified in the Assessment Team’s report, with examples provided to be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Conducting a review of consumers’ leisure and lifestyle choices, activity program and newsletter distribution processes.
Reviewing management of consumer meeting processes, including attendance and minute distribution, and exploring alternate arrangements to inform and communicate meeting outcomes.
I acknowledge the provider’s response, including the improvement actions planned and/or initiated since the Site Audit. However, I have considered these improvement actions were initiated in response to the Assessment Team’s report and not as a result of the service’s own monitoring processes. As such, I find the service has not ensured information provided to consumers is current, accurate and timely or communicated in a way that is clear, easy to understand and enables them to exercise choice.
Information relating to activities, meals and feedback processes was not made available or easily accessible to consumers, and communication relating to the Commission undertaking a Site Audit visit was not undertaken in a timely manner to ensure all consumers and representatives had an opportunity to speak with the Assessment Team. And while consumer meeting forums were poorly attended, meeting minutes were not observed to be available to enable those who did not attend to be informed of what was happening at both a service and organisational level. As such, I find the evidence presented does not demonstrate the service has ensured consumers are supported or enabled to make informed choices or ensured consumers get the most out of their care and services.
For the reasons detailed above, I find Requirement (3)(e) in Standard 1 Consumer dignity and choice non-compliant.
In relation to Requirements (3)(b), (3)(d) and (3)(f), consumers sampled were satisfied their culture is respected. Care files included information relating to consumers’ backgrounds, and strategies to support them had been developed. Staff were able to identify consumers from different cultural backgrounds and described how they tailor care for these consumers.
Consumers are supported to take risks to enable them to live their best lives. A range of activities deemed to incorporate an element of risk have been considered and associated risk assessments showed consumer involvement in the assessment and planning process, including explanation of the risks involved and strategies to minimise those risks were generally documented.
There are processes to ensure each consumer’s privacy is respected and personal information is kept confidential. A welcome pack, provided to consumers on entry, includes information relating to how the service will store and manage personal details and how the service seeks consent for the release of information.
For the reasons detailed above, I find Requirements (3)(b), (3)(d) and (3)(f) in Standard 1 Consumer dignity and choice 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.
	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.
	Non-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.
	Non-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.
	Non-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 Quality Standard is assessed as non-compliant as five of the five specific Requirements have been assessed as non-compliant. The Assessment Team recommended all five Requirements in Standard 2 Ongoing assessment and planning with consumers not met.
Requirement (3)(a)
[bookmark: _Hlk130197295]The Assessment Team were not satisfied assessments are conducted on an ongoing basis to consider all risks to consumers’ health and well-being and to inform delivery of safe and effective care. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
Consumer A leaves the service independently. A Resident risk collaboration assessment dated October 2022 includes strategies clinical staff are to undertake prior to the consumer undertaking the activity. However, staff confirmed they are not aware when the consumer leaves or returns to the service.
· The assessment states documentation is to be reviewed if there are changes to the consumer’s physical or cognitive abilities. Incident reports indicate the consumer had two unwitnessed falls, December 2022 and February 2023. While a Mobility assessment was undertaken in December 2022 identifying the consumer as a high falls risk, the risk assessment and safety strategies were not reviewed.
· The Resident risk collaboration assessment does not include any reference for the consumer to sign out, advise of destination or the anticipated time of return, confirmed by management as essential safety strategies. Staff were not aware of strategies put in place to minimise the consumer’s risk.
Consumer B was reviewed by a specialist nurse in January 2023 with a recommendation that all food and fluids be pureed and fluids mildly thickened due to swallowing difficulties and fatigue. Four days later, the representative requested a diet review for a regular diet. The nutrition and hydration assessment shows the consumer’s diet was upgraded the following day. There was no evidence demonstrating risks had been addressed or a Resident risk collaboration assessment completed. Progress notes did not demonstrate the consumer was assessed by a suitably qualified specialist prior to the upgrade and there was no reference to the consumer’s ability to safely chew and swallow food.
Consumer C displays verbal, physical and wandering behaviours. Interventions in the Behaviour support plan are generalised and do not assist staff in utilising personalised strategies for behaviour management.
Consumers subject to environmental restraint had not been identified and consultation and authorisation had not been completed for the implementation of the restraint. All external doors to the service were observed to be locked on two of the three days of the Site Audit, restricting consumers’ free access to external courtyards. Two of the three open wings had internal doors closed restricting consumers to freely move around the service.
The provider acknowledge the Assessment Team’s recommendation. The provider’s response indicates all examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to, review all consumer care plans; a full review of environmental restrictive practices, consents, authorities and implement assessments and authorisations as a priority; review admission documentation processes; provide ongoing coaching, mentoring and training for management and the workforce; undertake a full review of Consumer A; and investigate alternate options to ensure a full dietary assessment is undertaken by qualified Allied health services for Consumer B.
I acknowledge the provider’s response. However, I find assessment and planning processes did not effectively inform the delivery of safe and effective care and services, including consideration of risk.
In coming to my finding, I have considered the service did not demonstrate that assessment and planning processes are consistently completed to enable risks to consumers’ health and well-being to be identified and appropriate management strategies implemented. I have considered that while an activity Consumer A chooses to partake in had been identified and a risk assessment completed, essential safety strategies described by management were not included on the assessment to guide staff and staff sampled were not aware of strategies to minimise risk to the consumer when they partake in the activity. In relation to Consumer B, despite the consumer’s diet being downgraded due to swallowing risks and fatigue, the Facility manager upgraded the consumer’s diet without specialist input, consideration or assessment of identified risks. In relation to Consumer C, behaviour management strategies are not personalised to assist staff to effectively manage known behaviours. As such, I find this has not ensured care plans are tailored to consumers’ specific needs or informs how, for each consumer, care and services are to be delivered.
In coming to my finding, I have also considered management, clinical and care staff have not demonstrated an understanding of their legislative responsibilities in relation to assessment and planning processes for use of restrictive practices. Use of environmental restraint had not been identified and, therefore, information to guide staff in the use of restrictive practices, such as when it is to be used, how long it is to be used for, associated risks and mitigation strategies had not been implemented.
For the reasons detailed above, I find Requirement (3)(a) in Standard 2 Ongoing assessment and planning with consumers non-compliant.
Requirement (3)(b)
The Assessment Team were not satisfied care plans consistently identify and address consumers’ current needs, goals and preferences. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Consumer D entered the service in January 2023. Assessments relating to toileting and continence, falls risk, mobility and transfer and nutrition and hydration, required to be completed on day one of entry, had not been completed. Pain and diabetic assessments, required to be completed between days two and seven had not been completed. The consumer’s diagnoses includes diabetes and pain.
Consumer E entered the service in October 2022. Assessments relating to medication administration and personal hygiene, required to be completed on day one of entry, had not been completed. Pain and communication assessments, required to be completed between days two and seven, had not been completed. The consumer’s diagnoses includes pain, osteoarthritis and a cognitive impairment.
· Care staff said consumer care plans guide them in the care and clinical services and were able to give generalised interventions, however, could not describe personalised interventions for either Consumers D or E.
End of life care management plans for two consumers, completed in June 2022 and August 2022 respectively, did not include information relating to clinical care needs. The management sections for both assessments stated ‘no’ care is needed. This section includes management of skin integrity and pressure area care, pain, medication and psychological/spiritual care needs.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted in Standard 4 Services and supports for daily living Requirement (3)(a):
Most consumer files sampled included their life history and things of interest prior to residing at the service, however, also included things consumers are no longer able to undertake due to decline in health. Care files did not capture consumers’ current interests that they are currently able to participate in.
The provider acknowledge the Assessment Team’s recommendation. The provider’s response indicated all examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Engaged external consultants who will initiate assessment and care plan reviews for all consumers.
Developed a complete Training and education plan, and the organisation commits to ensure all relevant staff receive mandatory education and training relating to appropriate areas.
Review of assessments and care plans for Consumers D and E and of an end of life care plan for one highlighted consumer.
I acknowledge the provider’s response. However, this Requirement expects that services do everything they reasonably can to plan care and services that centre on consumers’ goals, needs and preferences. I find the service did not demonstrate assessment and planning identified and addressed consumers’ current needs, goals and preferences.
In coming to my finding, I have considered entry assessments have not been completed in line with the service’s processes to inform care planning. A number of entry assessments had not been completed for Consumers D and E, including specific assessments aligned to their diagnosed conditions, such as pain, diabetes and communication assessments. Consumer E was noted to have entered the service in October 2022. Care staff sampled could not describe personalised interventions for either consumer. I have also considered that life history and things of interest documented in most care files sampled were not reflective of consumers’ current interests or abilities. Furthermore, end of life care plans for two consumers did not include information relating to clinical and psychological/spiritual care needs and preferences which has the potential for consumers to not have the end of life experience in line with their needs and preferences. As such, I find the evidence demonstrates care plans are not individualised and tailored to guide staff to provide care and services which are in line with each consumer’s needs and preferences and planned around what is important to them.
For the reasons detailed above, I find Requirement (3)(b) in Standard 2 Ongoing assessment and planning with consumers non-compliant.
Requirement (3)(c)
The Assessment Team were not satisfied assessment and planning is currently based on ongoing partnership with the consumer and others the consumer wishes to be involved in the assessment, planning and review of their care and services. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Three representatives remembered being asked questions in relation to care and services when consumers entered the service, however, had not been contacted about any reviews of assessments.
· One representative stated they have not been contacted about the care plan for over three years.
· One representative stated they have to keep contacting the service to try and get any information about their family member, including weight loss.
· One representative could not recall when they last reviewed the consumer’s care plan.
Care committee meeting minutes for October and November 2022 showed annual reviews with consumers and representatives were not completed and did not demonstrate families are involved in assessment and planning processes.
Care files did not evidence input from other providers of care when changes to consumers’ care and clinical needs occurred. Management stated the Allied health services in the region will not attend the service and consumers must leave the service to be reviewed, however, could not demonstrate how consumers who were not able to travel were assessed, nor that other avenues to have consumers assessed by Allied health services had been reviewed.
The provider requested the Assessment Team’s recommendation be reconsidered by the Delegate and included commentary to support their request. The response indicated there was no reference to any consumers’ request to remain anonymous and, therefore, believed the totality of the evidence to be weak and unsubstantiated. The provider also contended examples and evidence provided by the Assessment Team did not provide clarity nor highlight consumers/representatives identified in the Requirement to enable investigation of specific risks, raise improvements to care and service delivery and respond with open disclosure. However, the response stated the governing Board has made an undertaking to complete a full review of all care assessment and care plan currency, input from Allied health services, case conferences and communication with representatives.
I acknowledge the provider’s response. However, I find assessment and planning processes were not consistently based on ongoing partnership with the consumer and/or representative. In coming to my finding, I have considered feedback from representatives indicating while they recalled being asked questions relating to consumers’ care on entry, they have not been contacted on an ongoing basis in relation to review of care needs or assessments. Care files also did not evidence input from other providers of care when changes to consumers’ care and clinical needs occurred. Additionally, Care committee meeting minutes for November 2022 indicated only three of 17 annual care plan reviews, the only review undertaken with representative consultation, had been completed. As such, I find this has not ensured consumers are supported and encouraged to make decisions about the care and services they receive and the way they are delivered.
For the reasons detailed above, I find Requirement (3)(c) in Standard 2 Ongoing assessment and planning with consumers non-compliant.
Requirement (3)(d)
The Assessment Team were not satisfied assessments and planning are effectively communicated to consumers, with documentation captured in care plans which are readily available to consumers. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Representatives and consumers sampled stated they are not informed when assessments are undertaken or of the outcome of assessments, nor have they seen copies of consumer care plans.
Care staff confirmed they have access to care plans, however, are not informed when assessments and care plans are updated.
Care staff were unable to demonstrate an understanding of information that is captured in care plans relating to consumers’ needs, goals and preferences to assist them in provision of care and services.
Assessments and care plans are not accurate or reflective of consumers’ needs, goals and preferences, including pain management, behaviours and interventions to manage behaviours.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted in Requirements (3)(c) and (3)(d) in this Standard:
Three representatives remembered being asked questions in relation to care and services when consumers entered the service, however, had not been contacted about any reviews of assessments and stated they had never seen the consumer’s care plan.
The Assessment and planning resident care policy and procedure states during the reassessment process, the Registered nurse is to seek approval from consumers and/or representatives to make changes to a consumer’s care plan, however, this is not occurring.
The provider requested the Assessment Team’s recommendation be reconsidered by the Delegate and included commentary to support their request. The provider indicated that examples and evidence provided by the Assessment Team did not provide clarity nor highlight consumers/representatives identified in the Requirement to enable investigation of specific risks, raise improvements to care and service delivery and respond with open disclosure. The response also indicated there was no reference to the consumers or representatives’ request to remain anonymous and, therefore, believed the totality of the evidence to be weak and unsubstantiated. However, the provider’s response indicated a commitment to undertake a full review of care assessment and care plan status and facilitate avenues of communication with consumers, representatives and staff and will add this to the PCI for ongoing monitoring.
I acknowledge the provider’s response. However, I find outcomes of assessments and planning were not effectively communicated to the consumer and documented in a care plan that was readily available to the consumer. In coming to my finding, I have considered feedback from representatives indicating while they remember being asked questions in relation to consumers’ care and services on entry, they have not been contacted in relation to review of assessments and they have never seen the consumer’s care plan. As such, I find the evidence presented does not demonstrate consumers and/or representatives have been involved in discussions relating to consumers’ care and service provision nor has it enabled them to have an understanding and ownership of the care plan. I have also considered feedback provided by care staff also indicated outcomes of assessment and care plan updates are not effectively communicated to them to enable them to provide care and services in line with consumers’ assessed needs and preferences.
For the reasons detailed above, I find Requirement (3)(d) in Standard 2 Ongoing assessment and planning with consumers non-compliant.
Requirement (3)(e)
The Assessment Team were not satisfied all care plans are consistently reviewed for effectiveness when circumstances change or when incidents impact on the needs, goals or preferences of consumers. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Three representatives stated they are not always contacted following incidents or change of circumstance and whether any change of care would be beneficial.
Management confirmed the service currently does not have a Clinical support nurse to oversee assessments and planning.
Assessments sampled had not been reviewed post incidents or when consumers’ needs changed. Consumer F’s last Mobility and transfer assessment is dated November 2022. The consumer has had seven falls, including one resulting in a fracture, in a three month period from November 2022 to February 2023. The consumer’s increased need for assistance is not captured on the care plan.
· Additional falls management strategies were not implemented and all falls management strategies remained the same with no additional interventions implemented.
· The last Pain assessment is dated July 2022 with a further assessment not completed following the fall which resulted in a fracture in November 2022. Progress notes indicate the consumer is still experiencing pain related issues to the limb which was fractured.
· A Specialised nursing assessment was last reviewed in November 2022, however, the consumer is currently experiencing episodes of low blood glucose levels (BGLs).
Care committee meeting minutes for November 2022 identified 30 of 44 care assessments were due for review and only three of 17 annual care plan reviews, the only review undertaken with representative consultation, had been completed. Minutes did not capture any interventions or strategies to assist in ensuring consumers’ care plans and assessments are completed in line with the schedule.
The Assessment and planning resident care policy and procedure states during the reassessment process, the Registered nurse is to seek approval from consumers and/or representatives to make changes to a consumer’s care plan, however, this is not occurring.
[bookmark: _Hlk131067224]In coming to my finding for this Requirement, I have also considered the following evidence highlighted Requirement (3)(a) in this Standard:
Consumer A’s Resident risk collaboration assessment states documentation is to be reviewed if there are changes to the consumer’s physical or cognitive abilities. Incident reports indicate the consumer had two unwitnessed falls, December 2022 and February 2023. While a Mobility assessment was undertaken in December 2022 identifying the consumer as a high falls risk, the risk assessment and safety strategies were not reviewed.
The provider acknowledge the Assessment Team’s recommendation. The provider’s response indicates immediate action has been taken to remediate all areas identified in the report and external advisors have been appointed to conduct care reassessment and reviews. The response also indicates all examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to, engagement with Consumer B’s representative and completion of a full review of Consumer F’s Mobility and transfer and specialised nursing needs assessments and care plans.
I acknowledge the provider’s response. However, I find the service did not ensure care and services were regularly reviewed for effectiveness in response to incidents and changes in consumers’ care and service needs.
I have considered that while Consumer F had seven falls in a three month period following an assessment in November 2022, further assessment and review of the consumer’s falls risk management strategies and mobility did not occur. Despite one fall resulting in a fracture, assessments relating to pain and mobility were not undertaken to ensure management strategies were effectively meeting the consumer’s changed condition. The fracture was noted to have compromised the consumer’s ability to use mobility equipment and progress notes indicate the consumer is still experiencing pain in the limb that was fractured. Additionally, while the consumer is experiencing episodes of low BGLs, review of management strategies has not been undertaken, with the last review of the Specialised nursing assessment occurring in November 2022.
I have also considered that while a Mobility assessment dated December 2022 identified Consumer A as a high falls risk, safety strategies documented on the Resident risk collaboration assessment have not been reviewed to ensure the consumer is supported to safely undertake an activity which involves an element of risk.
Additionally, I have considered that care plans have not been regularly reviewed in line with the service’s process, with meeting minutes indicating care assessments and annual care plan reviews are not up-to-date. As such, I find that this has not ensured care plans are current, that care and services are being delivered in line with consumers’ current needs and preferences or that risks to consumers’ are minimised.
In relation to the Assessment and planning resident care policy and procedure, I have considered this evidence in my finding for Requirement (3)(d) in this Standard.
For the reasons detailed above, I find Requirement (3)(e) in Standard 2 Ongoing assessment and planning with consumers non-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.
	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.
	Non-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.
	Non-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 Quality Standard is assessed as non-compliant as five of the seven specific Requirements have been assessed as non-compliant. The Assessment Team recommended Requirements (3)(a), (3)(b), (3)(d), (3)(e) and (3)(f) in Standard 3 Personal care and clinical care not met.
Requirement (3)(a)
The Assessment Team were not satisfied each consumer receives safe and effective personal and clinical care that is best practice and tailored to their needs, specifically in relation to management of diabetes, wounds and weight loss. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Diabetes management
Consumer G’s insulin care plan dated January 2023 includes frequency of blood glucose level (BGL) monitoring, targeted ranges for BGLs, as required sliding scale insulin, and the requirement to notify the Medical officer when the blood glucose level is above a certain level. Actions taken in response to BGLs above acceptable range at 7.40am and 12.00noon on one day in January 2023 were not in line with care plan directives. The required dose of sliding scale insulin was not administered at 7.40am, and no sliding scale insulin was administered at 12.00noon. The incident was not followed up by management.
Consumer F’s Insulin care plan dated January 2023 includes frequency of BGL monitoring and targeted ranges for BGLS. Monitoring charts show BGLs were not consistently monitored in line with directives in December 2022 and January 2023 and insulin was not withheld on one occasion where the BGL was below the target range.
Wound management
Consumer H has a stage 4 pressure injury. Treatment charts state the wound is to be attended daily, however, over a 12 day period between January and February 2023 the wound was only documented as being attended on five occasions.
· All areas of the wound chart were not consistently completed, including wound size, with photos taken without a ruler for measurement and at different angles.
· Wound charting for one day in January and February 2023 indicated the wound had an offensive odour, however, progress notes did not identify any additional actions taken.
Consumer B was identified with a stage 2 pressure injury in January 2022. There was no evidence the wound was identified at a stage one prior to skin breaking.
· Wound treatment forms were not completed, including wound edges, odour or sizing. A photograph of the wound taken 11 days after identification shows skin breaks, however, documentation states the wound is healed. There is no additional documentation to indicate if the wound is still present or the stage, however, the representative confirmed the consumer still has the wound.
A risk assessment identifies Consumer B as a high risk of developing pressure injury. The risk assessment and a skin assessment dated February 2023 indicate the consumer requires frequent changes of position when lying or sitting.
· Repositioning charts for a seven day period in 7 February 2023 shows Consumer B was left in the same position for up to 10 hours and was not consistently repositioned in line with assessed requirements or frequency.
Weight loss
While Consumer I lost over four kilograms in one month between December 2022 to January 2023, there was no evidence of a Dietitian review, in line with the service’s process. Management stated Consumer I was referred to the Medical officer for review and changed to high energy and high protein (HEHP) diet in February 2023, however, the Nutrition and hydration assessment dated June 2022 indicates the consumer was already receiving a HEHP supplements.
While Consumer J lost over seven kilograms in one month, no Dietitian reviews were evident. No additional information regarding the management Consumer J’s weight loss was provided to the Assessment Team.
· Clinical staff said they had identified additional needs for Consumer J and recommended hospitality staff provide dietary supplements to optimise the consumer’s health in February 2023. Hospitality staff indicated they had not received this directive.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted Requirement (3)(a) in Standard 7 Human resources:
Three staff said consumers have communicated their shower preferences but due to ongoing staff shortages, consumers are frequently given a “top and tail” wash instead. Two staff said consumers who require a two to three person assist are often not attended at their preferred time.
The provider’s response acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples and evidence provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Management of diabetes, wounds and weight loss to be reviewed by the Clinical nurse consultant.
Training to be provided in relation to specialised nursing safe work practices, including diabetes, skin integrity, and wound management. A 12-week Training and education plan was included as part of the response.
Continue to actively recruit for the Clinical support nurse position to further assist in overseeing consumers’ care is provided in line with assessments, Medical officer directives and policies and procedures.
I acknowledge the provider’s response. However, I find for the consumers highlighted safe and effective personal and/or clinical care that was tailored to their needs and optimised their health and well-being was not provided.
Medical officer directives were not consistently followed to ensure effective management of Consumers G and F’s diabetes, specifically in response to BGLs outside of desired range.
In relation to Consumers H and B, I have considered staff practices have not ensured wounds are effectively monitored or assessed to enable wound progression to be tracked or that wound deterioration is effectively identified and actioned. For Consumer H, wound treatments have not been consistently undertaken in line with the frequency documented in the wound management plan, the size of the wound was not consistently documented and no additional actions were noted to have occurred on two occasions where the wound was identified as having an offensive odour. For Consumer B, treatment records did not include description of wound edges, odour or sizing, and photographs of the wound did not correlate with documentation in the treatment record. There should be an expectation that wounds are monitored at each treatment, including consideration of wound appearance. Such practices would ensure wound progression is monitored, wound deterioration is identified in a timely manner and actions taken accordingly.
In relation to Consumer B, I have considered appropriate measures have not been undertaken to minimise the consumer’s risk of pressure injuries. While a risk assessment had identified the consumer at high risk of developing pressure injuries, repositioning charts indicated the consumer had not been repositioned in line with assessed needs and frequency. The consumer had been identified with a stage 2 pressure injury in January 2023.
In relation to Consumers I and J, appropriate measures had not been implemented in response to weight loss, including referral to appropriate Allied health professionals. In response to Consumer I’s weight loss, a HEHP diet was said to have been implemented despite the consumer already receiving this diet, as demonstrated by an assessment completed in June 2022.
I have also considered consumers are not consistently receiving personal care that is tailored to their needs or in line with their preferences. This was supported by feedback provided by staff indicating while consumers have communicated their personal hygiene preferences, including preferred time of attendance, due to insufficient staffing, these preferences are not consistently adhered to.
For the reasons detailed above, I find Requirement (3)(a) in Standard 3 Personal care and clinical care non-compliant.
Requirement (3)(b)
[bookmark: _Hlk130199120]Requirement (3)(b) was found non-compliant following a Site Audit undertaken from 15 March 2021 to 18 March 2021, where it was found high impact or high prevalence risks, specifically falls and behaviours, had not been effectively managed for three consumers. The Assessment Team’s report for a monitoring Assessment Contact undertaken on 24 October 2022 provided evidence of actions taken to address deficiencies identified, including, but not limited to:
Introduced resource material relating to behaviour management resulting in the introduction of new or updated processes, including a seven-day behaviour chart, and Behaviour support plans for all consumers who displayed changed behaviours.
Included information sharing regarding consumers’ behaviours and effective strategies at clinical staff meetings.
Introduced a High risk register improving staff management of consumers at risk of falls.
The Assessment Team’s report for the Site Audit undertaken in February 2023 did not include any further improvement actions or progress with improvements found to be implemented at the Assessment Contact undertaken in October 2022.
At the Site Audit undertaken in February 2023, the Assessment Team were not satisfied the service demonstrated effective management of high impact or high prevalence risks, specifically in relation to behaviours, restrictive practices and falls, and recommended Requirement (3)(b) not met. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Behaviour management
Consumers and representatives stated there are behaviours of other consumers that leave consumers scared and feeling unsafe.
· One consumer said other consumers walk into their room during the night and sometimes remove items from the room. The consumer has experienced these behaviours for several months despite raising it with staff. The consumer does not feel safe at nights as they do not know who is entering their room, what they will do when they are in the room and how long they will remain.
· Representatives sampled indicated a consumer has been assaulted and hit by other consumers. The consumer’s representative stated the consumer does not feel safe and is scared. The representative stated the service moved the consumer out of the area, however, had to move them back due to their wandering.
Staff confirmed consumers throughout the service have ongoing behaviours, however, this is more prominent in the memory support unit. Staff confirmed Consumer C has verbal and physical behaviours that are affecting other consumers, especially during meal services.
Documentation demonstrated Consumer C displays verbal and physical behaviours, however, behaviour charting and progress notes did not demonstrate effective, personalised non-pharmacological interventions are initiated to assist in the management of behaviours.
Ongoing behaviour charting sampled for a 12 day period between January and February 2023 included 45 behavioural incidents. The chart did not demonstrate trial of non-pharmacological intervention prior to administering as required chemical restraint on two occasions. Two entries relate to Consumer C hitting out at other consumers and six relating to hitting staff members. Forty verbal incidents were captured with some stating the effect on other consumers.
Medication administration records show Consumer C has been administered one to two different as required psychotropic medications on a daily basis over a 12 day period between January and February 2023.
· One medication was administered once every day of the 12 days and twice on two of the 12 days. Strategies trialled prior to administration were not documented on two occasions.
· A second medication was administered on six of the 12 days. Interventions trialled prior to administration were not completed on four occasions.
· Progress notes did not capture when as required medications were administered or the effect of the medication.
Management were aware of Consumer C behaviours, however, were unable to demonstrate actions being implemented to assist in the management of behaviours.
Hydration
Consumer B’s representative feels the service does not manage urinary tract infections effectively. Consumer B has a catheter and is required to have fluid input and output monitored. Charting for a 15-day period between January and February 2023 did not demonstrate the consumer receives adequate fluid intake or that output is consistently recorded. The representative confirmed the consumer’s behaviours escalate when they have a urinary infection.
· Over a 15-day period, fluid intake was recorded on 13 occasions as being under 350mls over a 24-hour period. No urinary output was recorded over the 15 days.
· Progress notes show the consumer’s verbal behaviour increased and staff reported the consumer was speaking incoherent sentences. Progress notes in January 2023 indicated the representative requested staff to collect a urine sample to be sent for testing. There was no evidence provided to demonstrate a sample was sent, that additional assessment or monitoring of the consumer occurred, or increased fluid intake was encouraged.
· Behaviour charting between November 2022 and January 2023 shows eight incidents, one physical and eight verbal, directed at staff. There was no evidence showing consideration or assessment of behaviours, such as presence of urinary tract infection.
Chemical restraint
The Psychotropic self-assessment for all four wings and a Psychotropic medication report demonstrated consumers are prescribed psychotropic medications without correct authorisations to administer the medications.
· Three consumers were noted to be prescribed antianxiety medications on an as required basis, however, none had a diagnosis of anxiety. The medications have not been identified as being used as a restraint on the self-assessment tool.
Falls management
An incident report showed Consumer F had a fall in November 2022 resulting in a fracture. External review by Allied health services did not occur in relation to mobility and the Mobility and transfer assessment, dated 12 days prior to the fall, was not reviewed to assess the consumer’s ability to mobilise with required equipment as a result of the fracture.
Since the fall in November 2022 resulting in the fracture and February 2023, the consumer has had an additional six falls. All falls were unwitnessed with no changes to falls management strategies undertaken as a result. Progress notes show the consumer continues to have issues with the limb that was fractured. There is no evidence of Physiotherapist reviews within progress notes or assessments undertaken.
· All falls management strategies stayed the same with no additional interventions to manage falls.
· Vital and neurological observation charts did not demonstrate monitoring was consistently completed post falls, in line with the service’s procedures. No vital or neurological observations were recorded following a fall in January 2023 and no vital signs observations were taken following a fall in February 2023.
The provider’s response acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples and evidence provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Undertaking immediate review of all named consumers.
Review staffing levels to manage consumer behaviours and assess remote Clinical locum services.
Acknowledge the error in administration of keeping the Psychotropic self-assessment and provided documentation demonstrating one of the three named consumers has a diagnosis to support use of psychotropic medication.
Provide training to all staff in current restrictive practice, consent, authority and the Serious Incident Response Scheme (SIRS).
I acknowledge the provider’s response and the improvements implemented in response to the non-compliance identified in Requirement (3)(b) following the Site Audit undertaken in March 2021. However, I the evidence presented in the Assessment Team’s report for the most recent Site Audit demonstrates these improvements have not been sufficiently embedded effective management of high impact or high prevalence risks related to consumers’ care. In coming to my finding, I have considered that this Requirement expects that services effectively manage high impact or high prevalence risks associated with the care of each consumer. That is, each individual consumer should expect to have high impact or high prevalence risks associated with their care effectively managed. Based on the Assessment Team’s report, I find this did not occur for the consumers highlighted, specifically in relation to management of behaviours, restrictive practices and falls.
I have considered while Consumer C’s verbal and physical behaviours were known, alternate strategies to minimise impact of behaviours on other consumers and staff do not appear to have been considered. Forty-five behaviour incidents had been documented over a 12-day period, including eight directed at consumers and staff. Psychotropic medication was noted to be administered to manage the consumer’s behaviours without trial of non-pharmacological strategies contrary to the consumer’s Behaviour support plan which indicated pharmacological intervention is to be used a last resort. Administration and efficacy of psychotropic medications administered were not documented. Forty of the 45 entries relating to verbal behaviours noted some effect on other consumers. While not directly attributed to Consumer C, consumers sampled described feeling unsafe and scared of other consumers’ behaviours. Staff confirmed Consumer C’s behaviours are affecting other consumers within the memory support unit. There is no indication that management strategies to minimise the impact of the behaviours on the consumer and others have been considered in response to behaviour charting.
In relation to Consumer B, I have considered that the consumer’s fluid input and output has not been effectively monitored. Charting for a 15-day period had not been consistently completed to enable effective monitoring to occur. Fluid intake was recorded to have been under 350mls on 13 days and output had not been recorded at all, however, there is no indication this was followed-up or additional actions or measures to ensure adequate fluid intake initiated. The representative indicated the consumer’s behaviours escalate in response to urinary infections. However, despite a noted increase in changed behaviours in January 2023, there is no evidence to demonstrate additional assessment or monitoring of the consumer occurred.
I have considered restrictive practices, specifically use of psychotropic medications, have not been used in line with legislative requirements. Two consumers prescribed psychotropic medications on an as required basis do not have diagnoses to support use of the medications. Use of the medication has not been identified as a restrictive practice and, therefore, required consents and authorisations have not been completed.
I have considered that while Consumer F had seven falls in a three month period, including one resulting in a fracture, there was no indication falls management strategies had been reviewed or new strategies implemented to minimise risks to the consumer’s safety. Additionally, a fracture sustained following a fall in November 2022 impacted the consumer’s ability to safely mobilise using mobility equipment, however, review by an Allied health professional did not occur. Furthermore, despite all falls being unwitnessed, vital and neurological observations were not consistently undertaken, or not taken at all. I find such practices do no ensure changes to consumers’ condition to be effectively monitored and identified and prompt action taken in response.
For the reasons detailed above, I find Requirement (3)(b) in Standard 3 Personal care and clinical care non-compliant.
Requirement (3)(d)
The Assessment Team were not satisfied deterioration or change of a consumer’s mental health, cognitive or physical capacity or condition was recognised and responded to in a timely manner. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Progress notes over a 34 day period between January and February 2023 demonstrated staff noted Consumer K was deteriorating, refusing food and fluid intake, showing signs of increased confusion and not voiding. Documentation shows staff contacted the hospital with the recommended plan to complete and collect a sample of urine to send to pathology and to monitor bowel actions, with discussions to send Consumer K to the hospital for review. However, progress notes demonstrate recommendations did not occur in a timely manner, with the consumer transferred to hospital 33 days later and diagnosed with an irreversible condition.
· Staff noted an increase in confusion and a change in voiding patterns in January 2023 and sent an email to the Medical officer. The Medical officer refused to review the consumer, so staff contacted the emergency department who suggested a diagnosis of possible urinary tract infection and recommended a procedure be undertaken to collect a urine sample for pathology, if needed.
· Progress notes demonstrate staff had identified the consumer showing signs of a urinary tract infection, completing a test at the service, however, a sample was not sent to pathology to confirm presence of an infection.
· No further action was taken until 12 days later where the Medical officer reviewed Consumer K with a plan to await ‘Dipstick’ test, however, pathology testing was not ordered. Progress notes showed staff contacted the representative and gained permission to complete the procedure recommended by the emergency department to collect a sample, however, progress notes do not demonstrate this was undertaken.
· Bowel charting was not sufficiently recorded to recognise changes in bowel motions prior to Consumer K vomiting brown liquid on the day they were transferred to hospital. Bowel charting for a 28 day period between January and February 2023 shows the consumer had between three to 10 days between bowel actions, with some entries not recording the size permit assessment to determine if bowel motions recorded were appropriate.
The provider’s response acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates they are remorseful of the outcome of poor clinical care and service provision provided to Consumer K. The provider’s response also indicates all areas provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Undertake a complete review of the incident management system and SIRS incidents linked to Consumer K.
Undertake a full review of clinical documentation, consumer of the day process and handover reporting mechanisms.
I acknowledge the provider’s response. However, I find changes or deterioration in Consumer K’s condition were not effectively recognised or responded to in a timely manner.
I acknowledge that when a change in Consumer K’s condition was recognised, staff sought advice from the Medical officer and subsequently the emergency department. However, recommendations from the emergency department were not initiated. A urine sample was not collected and sent to pathology for testing in the 34 days the consumer’s condition was noted to have been deteriorating despite the emergency department and staff suspecting the consumer of having a urinary tract infection. Additionally, bowel charting indicates the consumer’s bowel motions were not effectively monitored despite this being recommended by emergency department staff. Progress notes indicate the consumer was seen by the Medical officer on only one occasion in the 34 day period, 12 days after initial symptoms were noted. The consumer was subsequently transferred to hospital where an irreversible condition was diagnosed. A such, I find the evidence presented demonstrates Consumer K’s condition was not effectively monitored or recommendations from emergency department staff implemented to ensure the consumer’s deterioration and change in clinical condition was effectively recognised and responded to in a timely manner.
For the reasons detailed above, I find Requirement (3)(d) in Standard 3 Personal care and clinical care non-compliant.
Requirement (3)(e)
The Assessment Team were not satisfied information about consumers’ condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Electronic file notes for two consumers demonstrated Medical officers are kept informed of changes to consumers’ health through emails. However, care files did not consistently include instructions or information following review or change of treatment by the Medical officer leaving clinical staff unaware of outcomes of reviews and without an understanding of the rationale for changes in care.
Care files did not include progress notes and directives following review by Allied health professionals, such as Physiotherapist, Dietitian, Podiatrist or Speech pathologist. Management stated this was due to them not attending the service.
Representatives said they were not always certain staff were familiar with consumers’ medical information.
· One representative stated staff do not manage the consumer’s urinary infections or show initiative to review for urinary tract infections when the consumer’s behaviour increases, although they have informed them this is a symptom that occurs when they have a urine infection.
· One representative said some staff know their relative well, but there is a lot of variation in the clinical and care they receive.
Lifestyle staff stated they are not provided a handover of any changes to consumers’ needs prior to commencing shift. Lifestyle staff sampled were not aware that a consumer in their wing had passed away the previous day.
[bookmark: _Hlk131061408]The provider’s response indicated while they accepted the Assessment Team’s recommendation, vague references to the number of consumers and representatives are reported and the provider is unable to find definitive linkage to specific consumers. The provider’s response indicates considering the findings, they can only assume in general terms and, therefore, will apply the examples provided in the Assessment Team’s report for inclusion into the PCI for monitoring across the entire consumer cohort.
I acknowledge the provider’s response. However, I find information about consumers’ condition was not effectively documented and communicated.
I acknowledge the provider’s response indicating the evidence presented does not provide a definitive linkage to specific consumers. However, I have considered the evidence does not demonstrate information exchange processes are effective. I have considered evidence indicating that while review of consumers by Medical officers had occurred, progress notes did not evidence instructions or recommendations, including change of treatment made in response to ensure staff were aware of the outcomes of review. Additionally, care files did not include progress notes and directives following Allied health reviews with management indicating this was due to Allied health staff not attending the service. This was supported by feedback provided by two representatives who indicated staff were not familiar with consumers’ medical information, with one stating there was a lot of variation in the clinical care the consumer received.
In coming to my finding, I have also considered evidence highlighted in Requirements (3)(a), (3)(b) and (3)(e) in Standard 2 Ongoing assessment and planning with consumers which indicates care plans was either not up-to-date or reflective of consumers’ current care needs and preferences nor included sufficient information relating to management strategies to guide staff.
As such, I consider the evidence presented demonstrates the workforce does not consistently have access to accurate information to enable coordination and delivery of safe and effective personal and/or clinical care or have sufficient understanding of consumers’ conditions to provide and coordinate care.
For the reasons detailed above, I find Requirement (3)(e) in Standard 3 Personal care and clinical care non-compliant.
Requirement (3)(f)
The Assessment Team were not satisfied the service effectively identifies and refers consumers to other health care specialists and/or Medical officers when required and/or in a timely manner. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
[bookmark: _Hlk130968432]Consumer B was reviewed by a specialist nurse in January 2023 with a recommendation all food and fluids be pureed and fluids mildly thickened. Four days later, the representative requested a diet review for a regular diet. The nutritional and hydration assessment shows the consumer’s diet was upgraded the following day. Nineteen days after the assessment, the diet was reviewed by the Facility manager with the consumer deemed as capable of consuming the changed diet.
· Progress notes did not demonstrate the consumer was assessed by a suitably qualified specialist prior to the upgrade and there was no reference to the consumer’s ability to safely chew and swallow food. The Nutrition and hydration assessment was completed by the Facility manager.
Changes in Consumer K’s condition were not referred to the Medical officer in a timely manner.
Consumers G and F had ongoing blood glucose levels outside of acceptable parameters, which were not effectively managed or reported to Medical officers, in line with management plans.
Consumers I and J’s risk of malnutrition was not identified following significant weight loss and appropriate actions were not taken to implement sufficient nutritional strategies to minimise risk of malnutrition and further weight loss. Both consumers were not referred to a Dietitian for review.
Consumers who sustain falls or injuries from falls are not reviewed by Allied Health services. Consumer F sustained a fracture as a result of a fall, however, a referral was not initiated to assess the consumer’s mobility.
Management advised they currently do not have any Allied health staff willing to undertake assessment of consumers within the service, and if consumers need review, they must book an appointment at the hospital and arrange transfer(s). Management could not describe an appropriate referral option for consumers requiring an assessment who were unsuitable for transfer and could not describe other efforts undertaken to access appropriate services.
The provider’s response states examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to, acting in partnership with the Clinical nurse consultant to ensure timely and appropriate referrals are made for all consumers who require them; and provide education and training on all raised concerns relating to clinical care, including the referral process.
I acknowledge the provider’s response. However, I find timely and appropriate referrals were not initiated in response to changes in consumers’ condition.
The evidence presented demonstrates referrals are not initiated in a timely manner, and in some instances, not at all. Despite incidents of falls and/or change in condition, Consumers I, J and F were not referred to appropriate Allied health specialists to ensure care provided was meeting their current needs in relation to mobility and nutrition and hydration. Additionally, Consumers G and F were not referred to the Medical officer, in line with Medical officer directives, in response to blood glucose levels outside of desired parameters.
Consumer K’s condition deteriorated over a 34 day period, however, timely referrals were not initiated resulting in the consumer being diagnosed with an irreversible health condition. While it is noted staff initially sought advice from the Medical officer and emergency department, the consumer was not physically reviewed by a Medical officer until 12 days later. Progress notes show the consumer’s condition continued to deteriorate, however, the consumer was not transferred to hospital for review until 33 days after initial symptoms were identified.
I have also considered feedback from management stating they do not currently have any Allied health staff willing to undertake assessment of consumers at the service. While these barriers are known, there was no indication alternate avenues for referral have been explored, potentially compromising consumers’ ability to receive care and services that align with their needs, goals and preferences and improves their health and well-being.
For the reasons detailed above, I find Requirement (3)(f) in Standard 3 Personal care and clinical care non-compliant.
In relation to Requirements (3)(c) and (3)(g), the needs, goals and preferences of consumers entering the end stages of life were found to be adequately recognised and addressed, with their comfort maximised, and dignity preserved. A care file for a consumer demonstrated the consumer’s comfort was maintained and consultation with the representative and specialist palliative care services occurred. Care staff described care provided to consumers who are nearing the end of life, and practical ways in which consumers’ comfort is maximised. Consumers and representatives indicated they felt comfortable talking to staff about consumers’ future wishes.
The service demonstrated effective processes, policies and procedures to minimise infection related risks and to support appropriate use of antibiotics. Staff were observed applying appropriate infection control practices, were knowledgeable of antimicrobial stewardship principles and described practical ways to minimise use of antibiotics. A detailed infection control system is in place and includes training, monitoring, and audits of staff knowledge to ensure they are well informed of all measures required during COVID-19 outbreaks with staff  training and knowledge monitored by a site Infection prevention control lead. Consumers and representatives confirmed they are informed about outbreaks, staff are trained in infection control and the spread of COVID-19, and felt that if the service was required to go into lockdown, their family members would be well cared for in relation to infection control and management.
For the reasons detailed above, I find Requirements (3)(c) and (3)(g) in Standard 3 Personal care and clinical care 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.
	Non-compliant 

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

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

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

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


Findings
The Quality Standard is assessed as non-compliant as four of the seven specific Requirements have been assessed as non-compliant. The Assessment Team recommended Requirements (3)(a), (3)(b), (3)(c) and (3)(d) in Standard 4 Services and supports for daily living not met.
Requirement (3)(a)
The Assessment Team were not satisfied each consumer receives safe and effective services and supports for daily living that meets their needs, goals and preferences and optimises their independence, health, well-being and quality of life on an individual basis. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Consumer C’s representative described de-escalation techniques, which meet the consumer’s needs, enhance their quality of life and assists in managing their reactive behaviours. The representative expressed concerns that staff are not applying these techniques.
· The Behaviour support plan included strategies from specialist behaviour services recommendations. Observation showed when behaviours were being expressed by Consumer C, documented strategies, were not implemented.
Consumer B’s representative said they have expressed their concerns to management due to the consumer being left in their room. The representative requested the consumer be brought out into the common area and to participate in activities and have social interactions to improve their health, well-being and quality of life. The representative stated this is not being actioned and the consumer is still being left in their room, isolating them from other consumers.
A Resident activity officer said they have limited experience in the role and were consistently being taken off activity tasks to undertake care duties due to staff shortages leading to activities not occurring.
Care staff said they do not have sufficient staff to spend additional time with consumers to provide one-to-one support.
Most care files sampled included consumers’ life history and things of interest prior to residing at the service, however, included things the consumers are no longer able to undertake due to decline in health. Care files did not capture consumers’ current interests that they are currently able to participate in.
The provider’s response states they acknowledge and regret the impact the workforce shortage is having on the consumers identified. To address this, the governing body has authorised voluntary sanctions by pausing new consumer admissions in order to realign workforce availability with consumer numbers. The provider’s response also indicates examples and evidence provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Employed a new Resident activities officer.
Engaged external consultants to partner with the service to reassess and improve service supports for daily living for all consumers.
Will identify staff with the attributes to upskill in Leisure and Lifestyle certification to support consumers’ daily living.
I acknowledge the provider’s response. However, I find the service has not ensured each consumer is provided safe and effective services and supports for daily living to meet their needs, goals and preferences and optimise independence, health and well-being.
In coming to my finding, I have placed weight on the evidence presented relating to Consumer C indicating effective services and supports have not been consistently provided to improve or enhance the consumer’s quality of life. Feedback provided by Consumer C’s representative and observations made by the Assessment Team confirmed strategies to minimise the impact of the consumer’s known reactive behaviours, including through provision of meaningful activities and one-to-one activities, talks and diversion have not been undertaken in line with the consumer’s assessed needs, goals and preferences. I find this has not ensured Consumer C is provided with tailored services and supports to improve their quality of life and to maintain a sense of well-being.
In relation to Consumer B, I have considered the evidence is more aligned with promoting the consumer’s emotional and psychological well-being and have considered the evidence in my finding for Requirement (3)(b) in this Standard.
In relation to feedback from the Resident activity officer and care staff, I have considered this evidence is more aligned to other Requirements and Standards. As such I have considered the evidence in my findings for Requirement (3)(c) in this Standard and Requirements (3)(a) and (3)(c) in Standard 7 Human resources. Similarly with evidence relating to care files not including consumers’ current interests, I find this evidence is more aligned to assessment and planning processes. As such, I have considered this in my finding for Requirement (3)(b) in Standard 2 Ongoing assessment and planning with consumers.
For the reasons detailed above, I find Requirement (3)(a) in Standard 4 Services and supports for daily living non-compliant.
Requirement (3)(b)
Three representatives were not satisfied supports for daily living, promoting each consumer’s emotional, spiritual, and psychological well-being are provided. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
Consumer B’s representative indicated the consumer is often left in their room, not participating in activities, therefore, isolating them and not providing them the emotional support they need. The representative said they have requested the consumer be taken out of their room during the day to spend time with other consumers and interact with staff. However, stated although requesting this on numerous occasions, the consumer is still be left in their room and not attending activities. The consumer was observed to be often left in their room alone for prolonged periods during the Site Audit.
Consumer L’s representative said nothing seems to happen in the area the consumer resides which makes the consumer feel lonely and disengaged with their environment. The representative submitted a complaint to the service in February 2023 relating to this concern with management conceding they are aware this is an overall problem in this area of the service and are looking to address this. The representative did not recall any specific actions being discussed.
Consumer C’s representative stated they do not believe staff are engaging the consumer in activities that they like and which are documented in their care plan.
· One occasion where Consumer C was in distress, staff were observed to place the consumer out in the garden by themself where they maintained their state of distress with no further interactions with staff who were trying to organise a lunch service. Observations of staff also included them interacting with another consumer who was outside with Consumer C, however, staff were not observed to have any direct interaction with Consumer C.
Staff stated they were not notified of a consumer passing until later the following day. They stated they would have liked to have been informed earlier to ensure they were able to provide consumers and families with emotional support during this time.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted Requirement (3)(a) in Standard 1 Consumer dignity and choice:
Three staff were observed walking past a consumer who was crying without offering any assistance.
[bookmark: _Hlk130813690]The provider’s response acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples and evidence provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Undertaking a full review of consumers’ emotional, spiritual and psychological needs and preparing emotional support plans and program in consultation with each consumer.
Undertake a review of Volunteer register and seek to secure persons with the skill sets to support consumers’ emotional and spiritual needs.
Provide education on emotional support and ensure staff provide emotional support at every interaction with consumers.
I acknowledge the provider’s response. However, this Requirement expects that services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being. Based on the Assessment Team’s report, I find the service did not ensure consumers were supported and provided with active services and/or supports to promote their emotional and psychological well-being.
Observations highlighted by the Assessment Team indicate staff practices do not consistently support consumers’ emotional and psychological well-being. In response to Consumer C display of distress, staff placed the consumer outside by themselves without any further interaction. And while Consumer B’s representative has request staff to take the consumer out of their bedroom to prevent isolation, the consumer was observed alone in their bedroom for long periods of time throughout the Site Audit. Additionally, Consumer L’s representative indicated lack of activities in the area the consumer resides makes them feel lonely and disengaged with the environment. While management acknowledged the representatives concern and indicated they were looking to address this concern, the representative did not recall any discussions relating to how the service were going to address this. As such, I find observations highlighted and feedback provided by representatives demonstrates staff do not have a clear understanding of consumers’ goals, needs and preferences or that day-to-day interactions between consumers and staff consistently promote empathy, compassion and connection between consumers and the workforce. This has the potential for consumers to experience a reduced sense of purpose, meaning and community.
For the reasons detailed above, I find Requirement (3)(b) in Standard 4 Services and supports for daily living non-compliant.
Requirement (3)(c)
[bookmark: _Hlk130198601]The Assessment Team were not satisfied services and supports for daily living are consistently occurring to assist all consumers to participate in their community within and outside the organisation’s service environment. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
Twelve of 16 consumers and representatives expressed dissatisfaction with activities within the service, confirmed most activities do not occur due to the lack of support and feel this has an impact on consumers’ emotional and holistic well-being due to not having anything to do during the day.
Despite having a planned and scheduled activities programme for the memory support unit, there is no Resident activity officer in place for this area and accordingly, no activities have been taking place for some time.
· A staff member assigned to the memory support unit confirmed no activities have been conducted for some time and care staff were spending one-on-one time with consumers, when possible.
· Attendance records for the memory support unit for January to February 2023 included only a single entry for 21 consumers on one day. This included three consumers having one-on-one interaction with staff and nine consumers using lifestyle supplied equipment.
On day one of the Site Audit, no activities were observed to be conducted in two of the service’s wings despite activity schedules showing events were planned for this day. Management advised that the Resident activities officer for one of the areas had left early that day due to illness.
· Lifestyle staff said organised training for other staff was conducted around lunch time that day which caused them to cancel activities as they had to help with the lunch service.
Surveys for feedback and satisfaction of consumers on activities are not conducted.
Observations in one wing showed a group of consumers gathered in the communal area either in comfort chairs or seated at tables sitting in complete silence, motionless and with nothing to do. There were no activities, no music or ambience to promote interest and engagement.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted Requirements (3)(a) and (3)(b) in this Standard:
Consumer B’s representative indicated the consumer is often left in their room, not participating in activities. The consumer was observed to be often left in their room alone for prolonged periods during the Site Audit. Activities attendance records between November 2022 and February 2023 showed the consumer attended 18 of the 44 activities listed, with only six recording active or encouraged participation.
Consumer L’s representative said nothing seems to happen in the area the consumer resides which makes the consumer feel lonely and disengaged with their environment.
Consumer C’s representative stated they do not believe staff are engaging the consumer in activities that they like and which are documented in their care plan.
Observations showed consumers were not engaged in the lifestyle program and planned activities were often not being conducted. Staff could not always describe how consumers, who have reactive behaviours, are supported in accordance with their care plans and documentation showed a lack of engagement for some consumers with staff and fellow consumers.
A Resident activity officer said they were consistently being taken off of activity tasks to undertake care duties due to staff shortages which led to activities not occurring.
The provider’s response made reference statements by the Assessment Team’s in this Requirement which indicated staff could demonstrate some services and supports for daily living assists some consumers to have social and personal relationships and do things of interest to them. The response also referenced statements in the Assessment Team’s relating to consumers exercising choice and independence highlighted in Standard 1 Consumer dignity and choice Requirement (3)(c). However, the provider acknowledged and accepted the Assessment Team’s recommendation and indicated a commitment to the broader continuity of compliance with this Requirement and will undertake a full review of leisure and lifestyle interests, assessments, consumer feedback, meeting minutes and planning to meet person-centred activities.
I acknowledge the provider’s response. However, I find services and supports for daily living did not assist each consumer to participate in activities of interest to them. In coming to my finding, I have placed weight on feedback provided by the majority of consumers and representatives indicating most activities do not occur due to the lack of support and were dissatisfied with the activity program provided. Feedback was supported by observations made by the Assessment Team. While an activity program is in place, activities were not occurring in line with the program, with no activities observed to take place in two wings of the service on day one of the Site Audit. Additionally, staff said, and activity records confirmed, no activities have been undertaken in the memory support unit for some time due to the absence of a Resident activity officer. As a result of the lack of activities, consumers in one wing were seen to be gathered in a communal area in complete silence and with nothing to do. As such, I find that the service has not ensured services and supports, specifically the activity program, have been tailored to meet the unique needs of the consumers or ensured their well-being and quality of life is enhanced through community and/or social interaction through doing things they enjoy and are of interest to them.
[bookmark: _Hlk130212275]For the reasons detailed above, I find Requirement (3)(c) in Standard 4 Services and supports for daily living non-compliant.
Requirement (3)(d)
The Assessment Team were not satisfied information about consumers’ condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
One consumer said they leave the service independently and the service supports them in this activity despite there being risks. They described harm mitigation strategies to safely undertake this activity agreed upon with the service which includes notifying staff of their departure and anticipated return time. However, records are not being maintained to ensure staff know of the consumer’s departure.
· A clinical staff member said they know this consumer leaves the service independently and described the form staff use to record consumer absences. The staff member was unable to locate the form in hardcopy or electronic files.
The workforce has access to care plans contained in electronic systems, however, restrictions on important information makes this inaccessible to some staff.
· One care staff member said they do not have access to assessment information within consumer profiles, which includes risk assessments. They said they often assist a consumer to an outdoor area so they can partake in an activity which includes an element of risk. A risk assessment in place to support the consumer to undertake this activity safely and the staff member could describe some support measures in place.
A Resident activities officer stated they do not receive handover when they commence on shift and was not informed when a consumer within their wing had passed away.
A Resident activity officer, who no longer works at the service, organised external services for consumers. Current staff do not have access to documentation which evidences what referrals have been completed.
The provider’s response acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples and evidence provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Engaged a Health geriatrician to commence operational and clinical governance partnership.
Review consumer leave registration and staff responsibilities.
Review document retention and document control mechanism with back-up plans.
For one highlighted consumer, choice and preference relating to an activity which includes an element of risk to be documented and made accessible and communicated to staff.
I acknowledge the provider’s response. However, I find information to guide staff in the delivery of safe and effective care and supports for daily living is not sufficiently communicated or accessible.
In coming to my finding, I have considered feedback from staff indicating they do not have access to consumers’ assessment information, information relating to previously arranged referrals is not available and handover processes are not consistently provided to exchange information, specifically with Resident activity officers. Additionally, records to alert staff of a consumer’s movements to and from the service are not being consistently maintained, in line with agreed upon risk management strategies; staff were unable to locate the records. As such, I find staff are not consistently provided with or have access to information to enable them to plan and coordinate consumers’ care and services.
For the reasons detailed above, I find Requirement (3)(d) in Standard 4 Services and supports for daily living non-compliant.
In relation to Requirements (3)(e), (3)(f) and (3)(g), there are processes to ensure timely and appropriate referrals to individuals, other organisations and providers of other care and services are initiated. Care files sampled demonstrated involvement and engagement with various services that cater to cultural matters, disability supports and library services.
Meals provided are varied and of suitable quality and quantity. Hospitality staff describes how they identify and ensure consumers with special dietary needs and preferences are catered for. Alternative menu choices were noted to be available each day, and staff were seen serving variations in portion size and item selection based on consumer choice. Most consumers sampled expressed satisfaction with the quality, quantity and variety of the meals provided.
There are processes to ensure equipment, required to support delivery of services, is clean, safe and suitable for consumer use. Maintenance processes ensure equipment provided is maintained. Consumers reported no issues of concern with equipment and maintenance and felt safe using equipment.
For the reasons detailed above, I find Requirements (3)(e), (3)(f) and (3)(g) in Standard 4 Services and supports for daily living 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.
	Non-compliant 

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Non-compliant 


Findings
[bookmark: _Hlk129956289][bookmark: _Hlk130204247]The Quality Standard is assessed as non-compliant as two of the three specific Requirements have been assessed as non-compliant. The Assessment Team recommended Requirements (3)(b) and (3)(c) in Standard 5 Organisation’s service environment not met.
Requirement (3)(b)
The Assessment Team were not satisfied consumers are able to move freely, both indoors and outdoors. The Assessment Team’s report provided the following evidence gathered through interviews and observations relevant to my finding:
Ground floor outdoor areas and upstairs balcony spaces are locked and require swipe card access. Consumers located upstairs can access a lift to the ground floor, however, swipe cards, unavailable to consumers, are required to access gardens on the ground floor.
On the first day of the Site Audit, all doors in the four wings leading to external environments were locked. Despite there being mobile consumers in one wing, not identified as a secure area, over the course of the Site Audit, the doors in this wing were locked. Staff assigned to this area confirmed the doors are always locked.
· Doors in the upstairs wings, not identified as secure areas, were also locked at times, with staff saying they are often locked or closed at night due to staffing reductions.
One consumer was observed repeatedly trying to access the garden area but was redirected by staff and was told it was too hot to go outside despite there being ample shade available and the area easily observable from the common room. Another consumer in an upstairs wing said they are never taken out into the garden although they would like to.
· Management acknowledged that access is restricted to garden areas and consumers cannot go outside without staff assistance. Management conceded this constituted an environmental restraint that was not previously identified.
On the first day of the Site Audit, care staff advised cleaning staff for one wing were absent that day. An area in this wing was malodorous with smells emanating from full waste receptacles, with consumers in this area consuming food during a meal service.
The Hotel services manager said spot checks are conducted to ensure cleaning staff are performing their duties effectively, however, this is not documented.
Cigarette butts were observed in outdoor areas and staff were observed smoking at the rear of a balcony area, close to consumer rooms. Another smoking area did not have a fire extinguisher or fire blanket available.
The provider accepted the Assessment Team’s recommendation. The provider’s response indicates examples and evidence provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Identifying consumers who wish to access garden areas and assess the environment and dignity of risk elections.
Conduct a full review of consumer preferences, goals and strategies to mobilise freely within the highlighted wing.
Determine alternate (last resort) strategies to remove locked doors.
Raise environmental restrictive practice consent and authorities.
Review alternate cleaning service arrangements where unplanned leave occurs.
Complete a risk assessment of the designated smoking areas and install equipment.
I acknowledge the provider’s response. However, it is an expectation of this Requirement that the service environment promotes free movement of consumers, including to access outdoor areas. I find the service failed to promote free movement of consumers, and did not provide a safe and well-maintained service environment.
In coming to my finding, I have considered that doors leading to external environments were observed to be mostly locked and access to ground floor garden areas requires a swipe card, which are unavailable to consumers. Additionally, while a consumer was observed repeatedly attempting to access an outdoor area, staff denied the consumer’s wishes, redirecting them. I have also considered doors in one area of the service, not identified as a secure area, were locked, with staff acknowledging that this is often the case. The evidence presented also indicates that a number of consumers may be subject to environmental restraint, which management conceded had not been previously identified. I find this demonstrates that service environment restrictions placed on consumers has not been identified or based on the least restrictive option.
I have also considered that outdoor areas of the service were observed to not be sufficiently maintained or safe nor were sufficient supports in place for ensuring the environment was clean and maintained . A smoking area did not have appropriate safety measures in place, staff were observed smoking in an area, close to consumer rooms and cleaning duties in one area had not been undertaken due to an unplanned staff absence.
For the reasons detailed above, I find Requirement (3)(b) in Standard 5 Organisation’s service environment non-compliant.
Requirement (3)(c)
The Assessment Team were not satisfied the service demonstrated furniture, fittings and equipment are safe, clean, well maintained and suitable for consumers. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
Vinyl coverings on multiple comfort chairs were worn. Curtains in consumer rooms were poorly attached to their railings; consumer room check records did not include this item for checking.
Outdoor bench seating in two areas were in disrepair due to weathering of wood, with splintering of surfaces and horizontal wooden slats being loose and unsecured.
· Management said that in January 2023, they undertook a walk-through and reviewed two wings with regards to refurbishment and/or replacement for items, floor coverings, curtains, furniture, comfort chairs and outdoor areas. The process has commenced and will require costing and approvals before any refurbishment commences. This had not been recorded on the service’s PCI.
The provider’s response indicated whilst on balance of evidence, the organisation accepts the Assessment Team’s recommendation, and referenced positive feedback provided by consumers and/or representatives highlighted in this Requirement and Requirement (3)(b) in this Standard, as well as maintenance processes. The provider’s response indicates examples and evidence provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes.
I acknowledge the provider’s response. However, I find the service’s monitoring processes failed to ensure furniture, fittings and equipment were comfortable, well maintained and suitable for consumers. Whilst a walk-through of two of the areas was undertaken by management in January 2023, issues highlighted by the Assessment Team failed to be identified. The provider’s response also indicated they demonstrated to the Assessment Team a recent purchase order for new outdoor seating arising from the environmental audit undertaken in January 2023. However, outdoor furniture was observed by the Assessment Team to be in disrepair in the two areas the walk-through was undertaken, demonstrating further actions, such as removing or disposing of the furniture, had not been initiated since identification in January 2023, placing consumers at potential risk of injury.
For the reasons detailed above, I find Requirement (3)(c) in Standard 5 Organisation’s service environment non-compliant.
In relation to Requirement (3)(a), all areas of the service have adequate lighting and are decorated with paintings, pictures and art works, many of which reflect the regional settings of the service. Adequate signage is available to assist with navigation and the memory support unit was observed to have signage designed to assist consumers with dementia navigate their environment. Staff were observed assisting consumers in traversing sections of their wing when required.
Each of the four areas of the service has a sufficiently large communal area and smaller quiet rooms which were observed being frequently used by consumers and their visitors. A dedicated Catholic chapel is attached to the facility and there are outdoor spaces, with the second floor having balconies and the first-floor spacious garden areas. Consumer rooms are personally identified and personalised with their belongings. Numerous consumer rooms are shared between individuals and screening curtains are in place to ensure privacy.
For the reasons detailed above, I find Requirement (3)(a) in Standard 5 Organisation’s service environment 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.
	Non-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.
	Non-compliant 


Findings
The Quality Standard is assessed as non-compliant as three of the four specific Requirements have been assessed as non-compliant. The Assessment Team recommended Requirements (3)(a), (3)(c) and (3)(d) in Standard 6 Feedback and complaints not met.
Requirement (3)(a)
The Assessment Team were not satisfied consumers, their families, friends and carers are consistently supported and encouraged to provide feedback and make complaints. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
One consumer reported raising complaints previously, however, does not bother to raise anything now as nothing changes. They also believe staff are repeatedly dismissive of their concerns. While progress notes for the consumer identified consumers entering their room, there were no entries recorded on the 2022/2023 Complaints and compliments tracker in relation to their concerns.
One representative described experiencing bullying by previous management, two members of the governing body and some staff which commenced when they raised concerns relating to care and services provided to a consumer. The representative said they now feel targeted by some staff and that the blame has been put back on them for being an advocate on behalf of the consumer.
The Complaints and compliments tracker dated August 2022 to February 2023 included 42 entries, including a few duplications, only five of which appeared to be directly from either a consumer or representative.
Resident meeting minutes for December 2022 reflected minimal attendance by consumers, eight of 97, and no family representatives present. The section in the minutes relating to complaints management was blank.
· Minutes for the January 2023 meeting contained the same information as the December 2022 minutes, apart from some handwritten entries.
· Documentation demonstrated minimal meetings had occurred in 2022, with the preceding meeting dated February 2022. The service’s ability to undertake more regular meetings has been impacted by COVID-19.
Hospitality staff indicated they have their own feedback/issues form, however, consumers  said they were unaware of this form.
Internal Feedback forms were not located in an easily identifiable location with other forms obstructing them from view.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
The governing body has authorised a review of the culture of the service and wish to actively promote feedback as a way of improving care and services.
Undertaking a full review of complaints registered and unregistered in meeting minutes, noticeboards, progress notes, hospitality feedback forms, access points to feedback forms and suggestion boxes, recent surveys and Assessment Team findings.
The service and organisation commits to working with all consumers and representatives, encourage them to raise concerns and work in an environment where they feel supported in their feedback.
I acknowledge the provider’s response. However, I find the service did not demonstrate a best practice complaints management system that facilitates and supports consumers, representatives and others to provide feedback and make complaints.
Feedback provided by consumers and representatives indicated they lack confidence and trust in the service’s complaints processes. One consumer felt staff were dismissive of their concerns, which was further supported by lack of documentation relating to their concerns in progress notes and the Complaints and compliments tracker. A representative described experiencing bullying by some staff, previous management and members of the governing body and feels blame has been put back on them for being an advocate for the consumer. They also felt the consumer was being treated differently by staff as a result. Consumers and representatives have a right to raise concerns and make complaints about the care and services consumers receive. I find the feedback provided does not demonstrate the service and organisation promotes a culture where consumers, representatives and others feel safe to provide feedback and complaints, or without fear of impact/retribution.
I have also considered avenues for consumers and representatives to provide feedback and make complaints are not effective. Internal feedback forms were not prominently displayed and consumers were not aware of the hotel services feedback/issues form. Additionally, consumer meeting forums have been poorly attended, and while there is provision in the meeting agenda to discuss and capture complaints, this section in the minutes for the two most recent meetings was blank. The ineffectiveness of the service’s processes for supporting and encouraging consumers to provide feedback and make complaints was further supported by the lack of entries in the Complaints and compliments tracker, of 42 entries, only five were directly attributed to being provided by consumers and/or representatives.
[bookmark: _Hlk130210152]For the reasons detailed above, I find Requirement (3)(a) in Standard 6 Feedback and complaints non-compliant.
Requirement (3)(c)
[bookmark: _Hlk130199015]The Assessment Team were not satisfied appropriate action is taken in response to complaints or a best practice framework for responding, managing and resolving complaints. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
[bookmark: _Hlk130452483]One consumer said they don’t bother to raise anything and nothing happens when they do.
One representative stated they found the process of raising complaints regarding a consumer’s care lacked transparency and did not recall receiving any apology. They indicated when dealing with management and staff in relation to these concerns, they felt appropriate actions and processes were not consistently undertaken nor were they provided any timely follow up and instead felt subjected to repeated bullying.
Three staff, including one clinical staff were unfamiliar with the term and process for open disclosure despite further explanation by the Assessment Team.
Management were aware of the multiple staffing complaints and issues stating these are delegated to the individual managers of the relevant areas to work through. Management said they were aware of significant, long standing staff culture and behaviours over the past three to four years and are working to improve in this area.
Board minutes for November and December 2022 included information relating to multiple sites. There was no site-specific matters under the headings for minor and major complaints, with only minimal commentary entered and, in some instances only recorded as ‘discussed’. The minutes did not reflect the volume of staffing complaints or themes specific to St Annes Nursing Home.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted in Standard 4 Services and supports for daily living Standard Requirement (3)(b) and Requirements (3)(a) and (3)(d) in this Standard:
A representative said nothing seems to happen in the area the consumer resides which makes the consumer feel lonely and disengaged with their environment. The representative submitted a complaint to the service in February 2023 relating to this concern with management conceding they are aware this is an overall problem in this area of the service and are looking to address this. The representative did not recall any specific actions being discussed.
The Complaints and compliments tracker 2022/2023 included 42 entries. Minimal information was recorded in relation to dates, investigations competed, feedback completed, or closures, with many fields blank. Of the five complaints attributed to consumers and/or representatives, none were noted as closed.
Twenty of the 42 complaints logged in the Complaints and compliments tracker related to staffing issues, concerns with staff actions around care and services, inappropriate behaviours towards consumers/representatives and inter-staff behaviours and relationships.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
A commitment to provide mandatory training to all staff on open disclosure and feedback and complaints management.
Arranging a meeting with the representative to offer support, open disclosure and reach a satisfactory resolution to concerns.
Engaged an external advisor who has commenced clinical governance and complaint management mentoring.
I acknowledge the provider’s response, including the improvement actions initiated since the Site Audit. However, I find the service did not demonstrate a best practice system for managing and responding to complaints.
I have considered that appropriate follow up and action of complaints is not consistently undertaken. The service’s Complaints and compliments tracker had not been consistently completed to demonstrate actions taken to address complaints raised. Minimal information was recorded in the tracker, including in relation to dates, investigations, feedback, or closures, with many of the fields noted to be blank. While management indicated an awareness of multiple staffing complaints and issues and described a significant, long standing staff culture and behaviours over the past three to four years, almost half of the complaints logged in the Complaints and compliments tracker August 2022 to February 2023 related to staffing issues and concerns, specifically towards consumers, representatives and other staff thus further demonstrating the ineffectiveness of the service’s complaints management and resolution processes. Feedback provided by consumers and representatives also highlighted deficits in the service’s complaints management process with one consumer indicating they don’t bother raising anything as nothing happens when they do and representatives who indicated in response to concerns raised, appropriate actions and processes were not consistently undertaken or could not recall any specific actions in response to concerns raised being discussed. Of the five complaints attributed to consumers and/or representatives on the Complaints and compliments tracker, none were noted as closed.
I have also considered open disclosure principles are not being consistently applied. Where things have gone wrong, services are expected to inform the consumer and/or representative, apologise, explain what happened and what actions will be taken to prevent reoccurrence. Staff sampled were unfamiliar with the term open disclosure, even when further explanation of the principle was explained by the Assessment Team. One representative indicated the complaints process lacked transparency and did not recall receiving an apology and the Complaints and compliments tracker lacked evidence to demonstrate feedback to complainants had been provided in response to complaints lodged.
In relation to Board minutes, I find this information is more aligned with the organisation’s feedback and complaints governance processes. As such, I have considered this evidence in my finding for Requirement (3)(c) in Standard 8 Organisational governance.
For the reasons detailed above, I find Requirement (3)(c) in Standard 6 Feedback and complaints non-compliant.
Requirement (3)(d)
[bookmark: _Hlk130199094]The Assessment Team were not satisfied the service demonstrated effective monitoring, analysis and use of feedback and complaints information to improve the quality of care and services. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Entries in the Complaints and Compliments Tracker August 2022 to February 2023 were inconsistent, with many fields blank and very few entries completed to closure.
There appeared to no clear correlation between complaints feeding into the PCI and the majority of complaints relating to staff actions and behaviours which was not the trend identified in the entry meeting. Management said they are addressing staffing issues raised, such as rude behaviour to consumers/ representatives and indicated these are referred to the respective area managers for review and handling.
There was minimal information captured in the December 2022 Board minutes and November 2022 Resident care committee to delineate any analysis/trending of feedback and complaints specific to St Annes Nursing Home nor how this was used towards continuous improvement as it was reflective of all of the organisation’s services.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted in Requirements (3)(a) in this Standard:
At the entry meeting, the service indicated complaints trending was in relation to food. However, of the 42 complaints in the Complaints and compliments tracker 20 related to staffing issues, concerns with staff actions around care and services, inappropriate behaviours towards consumers/representatives and inter-staff behaviours and relationships; 11 related to care and services and 11 related to food.
The section in the Resident meeting minutes for December 2022 relating to complaints management was blank. Minutes for the January 2023 meeting contained the same information as the December 2022 minutes, apart from some handwritten entries.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Conducting a review of the entire complaint management system.
Redevelopment of the complaint register with all required information, including identifying when added to the continuous improvement plan.
Provision of further training to key personnel on identifying linkage between systems and the PCI to drive improvement with a consumer focus.
I acknowledge the provider’s response. However, I find feedback and complaints are not reviewed and used to improve the quality of care and services.
In coming to my finding, I have considered that complaints data is not consistently captured, documented, monitored, analysed or trended to enable improvements to the quality of care and services to be identified and implemented. Management identified trends in complaints data related to food, however, complaints data clearly demonstrated the majority of complaints, 20 of 42, related to staffing issues, concerns with staff actions around care and services, inappropriate behaviours towards consumers/representatives and inter-staff behaviours and relationships. Evidence highlighted in Requirement (3)(c) in this Standard indicates management were aware of this trend, stating there was a significant, long standing staff culture and behaviours over the past three to four years and are working to improve in this area. However, this was not reflected in the service’s PCI.
I have also considered complaints are not consistently captured to assist in identification of improvement opportunities. Of the five complaints logged in the Complaints and compliments tracker in a six-month period, only five were attributed as being from a consumer and/or representative. Additionally, consumer meeting minutes did not include any feedback from consumers or representatives, with the section relating to complaints blank in both the December 2022 and January 2023 meeting minutes. As such, I find the service has not actively used avenues available to them to enable improvements to the quality of care and services to be identified.
For the reasons detailed above, I find Requirement (3)(d) in Standard 6 Feedback and complaints non-compliant.
In relation to Requirement (3)(b), consumers and representatives have access to information relating to internal and external feedback and complaints mechanisms and advocacy services, where required, on entry and on an ongoing basis. Posters and literature on advocacy and external complaints avenues  was also observed to be displayed. Representatives were familiar with the service’s complaints process and one representative indicated they had previously liaised with the Commission in relation to complaints.
For the reasons detailed above, I find Requirement (3)(b) in Standard 6 Feedback and complaints 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.
	Non-compliant 

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


Findings
The Quality Standard is assessed as non-compliant as all five specific Requirements have been assessed as non-compliant. The Assessment Team recommended all five Requirements in Standard 7 Human resources not met.
[bookmark: _Hlk120861119]Requirement (3)(a)
[bookmark: _Hlk130471954]Requirement (3)(a) was found non-compliant following a Site Audit undertaken from 15 March 2021 to 18 March 2021, where it was found the service did not have the numbers of staff to deliver safe and quality care and services. The Assessment Team’s report for a monitoring Assessment Contact undertaken on 24 October 2022 provided evidence of actions taken to address deficiencies identified, including, but not limited to, introduction of staffing huddles to provide care staff an opportunity to discuss consumer needs and staffing requirements across shifts to ensure best skill mix and reduction of occupancy levels in the memory support unit with staffing priorities in this area when unplanned absences occur. The Assessment Team’s report for the Site Audit undertaken in February 2023 did not include any further improvement actions or progress with improvements found to be implemented at the Assessment Contact undertaken in October 2022.
At the Site Audit undertaken in February 2023, the Assessment Team were not satisfied the service demonstrated the number and mix of members of the workforce was sufficiently planned to enable the delivery and management of safe quality care and services. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
Feedback from consumers and representatives indicates the number of clinical and care staff is insufficient to meet consumers' needs and provide safe and quality care and services. Impacts to consumers described included a consumer undertaking certain daily care tasks independently due to insufficient staff available to assist; nothing happening in one wing making the consumer feel lonely and disengaged with their environment; and a consumer being left in their room for extended periods and not being assisted to participate in activities or to socialise.
Three staff described how a consumer prefers to be showered by male staff but said this is only done on a best endeavours basis due to staff availability.
Staff said the service does not have an adequately staffed workforce for them to deliver and manage safe, quality care and services and often they feel rushed, especially if unfilled shifts are not filled. Three staff said consumers have communicated their shower preferences but due to ongoing staff shortages, consumers are frequently given a “top and tail” wash instead. Two staff said consumers who require a two to three person assist are often not attended at their preferred time.
· A complaint made in August 2022 states consumers are not getting showered. Follow-up action by management indicated they explained staff are to "top and tail" consumers on the days they are short staffed. Management explained this term means providing consumers with a limited wash using a sponge and bowl of water.
On the first day of the Site Audit, activities were not being conducted in two wings despite activity schedules showing activities were planned for this day. Management said the Resident activities officer had left early and could not be replaced. Lifestyle staff in these wings said they had to assist with consumers’ lunch service on that day and so all activities were cancelled.
On the first day of the Site Audit, care staff said cleaning staff in one wing were absent. An area of this wing had a strong malodour emanating from full waste receptacles at the same time consumers in this area were consuming food during a meal service. Management confirmed this was impacted by staff absence and they were only able to source additional staffing to perform cleaning duties for part of this day, only being able to carry out bare essential cleaning.
Doors to one of the wings were locked on arrival on the third day of the Site Audit. A staff member stated the doors are sometimes locked overnight depending on staffing levels. This area was not a designated secure unit.
The service has had multiple vacant roles, including a Lifestyle coordinator, Clinical support nurse, and a dedicated Resident support officer for the memory support unit resulting in activities not taking place in this area for some time. The previous Clinical support nurse left the service in October 2022. Management said a new Resident support officer had been recruited and was due to commence employment in February 2023.
Management said it has been difficult to source staff and described several initiatives they are currently undertaking in order to improve the number and mix of staff. The following statistics in relation to unfilled shifts and staffing numbers were described:
· Unfilled shifts for both Registered and Enrolled nurses can be as high as 50% per week, with Registered nurse shifts needing to be filled by agency staff for a minimum three month contract. The service has consistent clinical staff shortages averaging between 35% - 50%.
· Currently per week there are 52 unfilled Registered nurse shifts per week. Two agency Registered nurses, who commenced the week of the Site Audit, will fill 20 of the 52 shifts.
· Currently per week, 28 Enrolled nurse shifts are unfilled.
· Some days, only three staff are available for the morning and afternoon shift despite rostering being based on four staff for each of these shifts.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates the governing body has authorised voluntary sanctions by pausing new consumer admissions to the service in order to realign workforce availability with consumer numbers. Furthermore, the provider’s response states the organisation commits to incorporating all findings within the Assessment Team’s report and immediately act on the consumers specifically identified to receive an open disclosure conversation and an invite to participate in the Consumer advisory body.
I acknowledge the improvements implemented in response to the non-compliance identified in Requirement (3)(a) following the Site Audit undertaken in March 2021. However, the evidence presented in the Assessment Team’s report for the most recent Site Audit demonstrates these improvements have not been sufficiently embedded to ensure the workforce is sufficient to enable the delivery and management of safe and quality care and services.
In coming to my finding, I have placed weight on feedback provided by consumers and representatives indicating insufficient staffing numbers to provide quality care and services which has resulted in impacts for consumers. Additionally, I have also considered feedback provided by staff and observations made by the Assessment Team indicating staffing levels are not sufficient to support the effective delivery of care and services to consumers and the resulting impacts to consumers described by staff, including personal care preferences not being adhered to. I have considered lack of clinical oversight has possibly contributed to the deficits highlighted in Standard 3 Personal care and clinical care Requirements (3)(a), (3)(b) and (3)(d) which have resulted in impacts to consumers’ health, well-being and quality of life.
I also find monitoring and review processes have not been effectively applied to ensure workforce levels are adapted to the changing needs of consumers or to identify impacts to consumers resulting from staffing shortages. Deficits identified by the Assessment Team relating to implementation of the activities program, specifically in the memory support unit, delivery of consumers’ personal and clinical care needs and consumers’ free movement within and outside of the service’s environment can be directly attributed to insufficient staffing numbers.
For the reasons detailed above, I find Requirement (3)(a) in Standard 7 Human resources non-compliant.
Requirement (3)(b)
The Assessment Team were not satisfied all workforce interactions were kind, caring and respectful of each consumer’s identity, culture and diversity. The Assessment Team’s report provided the following evidence gathered through interviews, observations and documentation relevant to my finding:
The majority of consumers and representatives indicated ongoing understaffing, provision of care to be rushed and kind, caring and respectful person-centred care not being consistently provided.
· One representative described experiencing bullying by previous management, two current members of the governing body and said they still feel targeted by some staff. This commenced when raising concerns regarding the consumer’s care and services and has been happening for over two years.
· On the first day of the Site Audit, three staff were observed walking past a consumer who was crying without offering any assistance and a hospitality staff member was observed ignoring a representative who was asking them questions and when staff member did respond, they were very abrupt.
[bookmark: _Hlk130899810]Staff said they have experienced a toxic culture within the workplace. Some staff said they have seen clinical staff arguing with other staff members in front of consumers.
The Complaints and compliments tracker 2022 – 2023 recorded multiple entries relating to rude and disrespectful behaviour towards consumers and representatives and between staff members. Of the 42 entries in the tracker, 20 related to staffing issues, concerns with staff actions relating to care and services, inappropriate behaviours towards consumers and/or representatives and inter-staff behaviours and relationships. There were no compliments listed.
The PCI dated 2022 – 2023 did not reflect significant staff behaviours or actions for improvement. Management said they have identified a number of staff who have a negative mindset and have been aware of issues with staff culture over the past three to four years. Management said they plan to circulate a staff culture survey to enable them to better understand and resolve issues identified.
The provider acknowledged and accepted the Assessment Team’s recommendation. The response states the governing body has authorised a review of the culture of the service and wish to actively promote feedback as a way of improving care and services. The provider’s response also indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Consult with Consumer L and B’s representatives to extend an invitation to join the Quality care advisory committee or Consumer advisory body.
Reassess Consumer L and B’s leisure and lifestyle needs, goals and preferences.
Engage in a Change culture advisor to address allegations of toxic culture.
I acknowledge the provider’s response. However, I find the evidence presented does not effectively demonstrate workforce interactions are kind, caring and respectful of each consumer’s identity, culture and diversity.
In coming to my finding, I have placed weight on feedback provided by the majority of consumers and representatives indicating that due to staff shortages, care provided to consumers is rushed and not consistently delivered in a person-centred, kind, caring and respectful manner. This was also supported by observations made by the Assessment Team. Additionally, feedback provided by a representative indicated long-standing behaviours of bullying by staff, as well as two current members of the governing body. Poor staff interactions and behaviours were supported by data in the Complaints and compliments tracker where a significant number of complaints logged related to staffing issues, including inappropriate behaviours towards consumers and/or representatives and inter-staff behaviours and relationships. Feedback from staff indicated they have experienced a toxic culture within the workplace. Despite management’s awareness of staff culture issues, of which they indicated have been ongoing for the last three to four years, the PCI did not include any improvements or actions to address the concerns raised. As such, I find that the staff interactions described and known to the service have the potential to impact the outcomes of consumers’ care and services, including their safety, health and well-being.
the reasons detailed above, I find Requirement (3)(b) in Standard 7 Human resources non-compliant.
Requirement (3)(c)
The Assessment Team were not satisfied the workforce is competent and has the knowledge and skills to effectively perform their roles. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Twelve of 16 consumers and representatives sampled confirmed staff are not competent in their roles to provide effective personal and clinical care to consumers. They believe staff need additional training in areas of care, including skin integrity and wound management, urine infections, and dementia and behaviour management.
Clinical staff were not able to demonstrate clinical care provided to consumers is in line with policies and procedures and the organisation’s policies and procedures lacked information to guide staff practice.
Staff were working outside of their scope of practice when Consumer B’s diet was upgraded without review from external specialists or assessing the risks involved with upgrading the consumer's diet.
Staff and representatives said staff required training in behaviour management due to ongoing behaviour concerns that are impacting other consumers. Management confirmed they were aware of the ongoing behaviours and the need for additional training to ensure staff are competent in managing consumers’ behaviours, however, additional training had not been provided at the time of the Site Audit.
In November 2022, the service appointed a new Education nurse who is reviewing the current face-to-face training sessions, identifying training deficiencies and providing training opportunities for staff for completion of mandatory training. However, evidence of additional clinical training for areas of deficiencies was not provided.
The PCI lacks detail relating to the provision of staff training, particularly mandatory training or how the service is planning to improve staff knowledge and competency in both clinical and personal care areas.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted in Requirement (3)(a) in Standard 4 Services and supports for daily living:
A Resident activity officer said they have limited experience in the role.
[bookmark: _Hlk130885533]The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved overall consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Appointed an external advisor to initiate workforce training and clinical governance mentoring under a 12-week mandatory education and training plan for all staff.
Review the competency package against best practice guidelines, specifically monitoring urinary tract infections and managing referrals to the Dietitian or Physiotherapist. 
Review frequency of competency assessment per individual worker.
I acknowledge the provider’s response. However, I find the workforce was not sufficiently competent or had the qualifications and knowledge to effectively perform their roles.
In coming to my finding, I have considered feedback provided by the majority of consumers who felt staff are not competent in their roles to provide consumers effective personal and clinical care. In considering this feedback, I have placed weight on outcomes for consumers highlighted in Standard 3 Personal care and clinical care which indicate staff skills and knowledge are not adequate to support the delivery of safe and effective personal and clinical care. Evidence presented in Standard 3 Requirements (3)(a), (3)(b) and (3)(d), which have been found non-compliant, demonstrate consumers have not been provided care that is best practice, tailored to their needs or optimised their health and well-being, effective management of high impact or high prevalence risks or that deterioration or change in a consumer’s condition is identified and responded to in a timely manner. Deficits have been identified in provision of care relating to management of diabetes, wounds, weights, behaviours, hydration, restrictive practices and falls management. Staff have also been found to be working outside of their scope of practice, placing a consumer at risk and a Resident activity officer indicated they have limited experience in the role. As such, I find the workforce does not have the skills or knowledge they need to deliver safe and quality care and services.
For the reasons detailed above, I find Requirement (3)(c) in Standard 7 Human resources non-compliant.
Requirement (3)(d)
The Assessment Team were not satisfied the workforce is recruited, trained, equipped and supported to deliver the outcomes required by these Standards. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Twelve of 16 consumers and representatives were not satisfied staff are provided adequate training for their roles or confident in the ability of staff undertaking their roles and providing care.
Three staff, including one clinical staff member, were unfamiliar with the term open disclosure and the process for open disclosure. After further explanation by the Assessment Team of what this term meant, staff were unable to provide any examples of this being done.
Care staff said although additional training is needed in some areas, and this feedback has been given to management, no additional training has occurred.
Training in relation to Dementia was scheduled to be delivered on in April 2022, however, this training was still pending in November 2022. Records of attendance for training in relation to care or clinical topics, such as wounds, diabetes, falls management, behaviours, urinary tract infections, weight loss or assessments and care plans was requested, however, not provided to the Assessment Team.
Management was not able to demonstrate how they accurately track compliance with mandatory online training. When management searched for staff compliance up to December 2022 on the online learning platform, results included staff no longer working at the service, as well as staff who had been or were on leave. This then required additional checks of alternate records to determine actual non-compliance.
· Statistics to evidence staff compliance for individual mandatory training modules was requested on numerous occasions, however, was not provided to the Assessment Team.
Discussion was raised regarding lack of staff knowledge and monitoring. Management said they don’t have a Clinical support nurse for oversight.
Discussion was raised regarding the locked wing. Management it was not a memory support unit, however, did not demonstrate awareness this was a form of restraint for the consumers who are ambulant and are being locked in the wing until the Assessment Team advised this would be considered environmental restraint.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates the organisation commits to a review of the existing education schedule, including mandatory modules and identifying training needs-based modules, training completion rates and notices to complete trend analysis. Focus on the training will align specifically with areas of non-compliance identified by the Commission and areas for continuous improvement identified by the management of the service and external advisors.
I acknowledge the provider’s response. However, I find the service did not adequately demonstrate appropriate supports have been provided to ensure the workforce is trained, equipped and supported to deliver the outcomes required by these Standards.
I have considered that the service has not ensured the workforce is supported to undertake training, learning and development opportunities to meet the requirements of their role. The service was unable to provide any records relating to staff training in relation care and clinical topics, as well as assessment and care planning. Evidence and outcomes in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal and clinical care highlights deficits relating to assessment, planning and review processes, provision of personal and clinical care and management and monitoring of consumers’ personal and/or clinical care needs. This was further supported through feedback provided by consumers and representatives who were not satisfied adequate training is provided to staff for their roles and expressed a lack of confidence in staffs’ ability to undertake their roles and provide care.
I have also considered processes to monitor completion of mandatory training components was not effectively demonstrated. Management could not demonstrate how they accurately monitor staff compliance with mandatory training, and while records to demonstrate staffs’ individual compliance with completion of mandatory training modules, these records were not provided.
For the reasons detailed above, I find Requirement (3)(d) in Standard 7 Human resources non-compliant.
Requirement (3)(e)
[bookmark: _Hlk130199445]The Assessment Team were not satisfied regular assessment, monitoring and review of the performance of each member of the workforce is undertaken. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Representatives sampled stated they have witnessed bullying and inappropriate behaviours towards themselves, consumers and other staff. They confirm they have provided feedback to management regarding their concerns, however, do not believe anything has occurred due to this being long standing and still occurring at the time of the Site Audit.
The Complaints and compliments tracker 2022 – 2023 includes comments and complaints relating to staff behaviour towards consumers and between staff members. There is a lack of information demonstrating the process management have taken in terms of actions, comprehensive reviews of the allegations/incidents, and detail around any subsequent staff follow-ups. Evidence of this process was not provided by management.
· Management confirmed they were aware of significant staff culture issues within the service, stating this has been occurring for three to four years. Specific actions taken relating to performance management of staff and workplace culture was not demonstrated.
Three staff said they have not had a performance appraisal in the past 12 months, nor were they able to describe what the process entailed.
· Management confirmed staff performance reviews were occurring, but no figures were provided demonstrating levels of completion. Management could not provide specific clarity as to how staff appraisals were being overseen and who had ultimate responsibility, as most issues were being managed by individual department heads.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved overall consumer outcomes. Actions initiated and/or planned include, but are not limited to, review of the existing human resource system to ensure issues are identified, escalated, addressed and documented in a timely manner; and review of the human resource investigation process and documentation.
I acknowledge the provider’s response. However, I find ongoing monitoring of the performance of each member of the workforce was not demonstrated. In coming to my finding, I have considered the intent of the Requirement which expects the performance of all members of the workforce is to be regularly evaluated to identify, plan and support any training and development they need. Management were unable to demonstrate performance appraisal completion rates and three staff said they have not participated in a performance appraisal process in the past 12 months. I have also placed weight on feedback from representatives indicating long standing bullying and inappropriate behaviours of members of the workforce towards themselves, consumers and other staff. Despite these behaviours being known by management, application of a performance management process to address poor performance was not demonstrated.
In coming to my finding, I have also considered ongoing monitoring, review and evaluation of staff performance was not demonstrated as deficits in staff practices highlighted by the Assessment Team across all of the eight Quality Standards have not been identified by the service’s own monitoring processes.
For the reasons detailed above, I find Requirement (3)(e) in Standard 7 Human resources non-compliant.


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.
	Non-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.
	Non-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 Quality Standard is assessed as non-compliant as five of the five specific Requirements have been assessed as non-compliant. The Assessment Team recommended all five Requirements in Standard 8 Organisational governance not met.
Requirement (3)(a)
The Assessment Team were not satisfied consumers and/or representatives are consistently engaged and supported in the development, delivery and evaluation of care and services. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
A significant number of consumers experience cognitive impairment and may not be able to fully express informed engagement and there is limited family residing in the area. Three representatives expressed concerns with lack of staffing numbers, meaningful activities, one-to-one engagement, as well as behaviours of concern and clinical monitoring.
Management said they undertake quarterly consumer engagement surveys and food focus groups and have put this on the Resident meeting agenda for the last two months. 
· Resident meeting minutes reflected discussions relating to food, however, there was no recorded discussion relating to the quality of modified texture diets which had been raised in the Complaints and compliments tracker three times in January 2023.
The Complaints and compliments tracker included multiple staff, consumer and representative complaints regarding staff behaviours, environment, activities and food. However, how these were being captured on the PCI, including documented strategies, timeframes and responsibilities for implementation nor an organisation wide approach to involve consumers in developing, delivering and evaluating care and services was not demonstrated.
A listed improvement on a separate document titled People and culture continuous improvement plan dated 2023 outlined consumer involvement in the staff orientation process, however, no specific dates or timeframes for implementation were specified.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted Requirements (3)(e) in Standard 1 Consumer dignity and choice; (3)(e) in Standard 2 Ongoing assessment and planning with consumers; and (3)(c) in Standard 4 Services and supports for daily living:
Resident meeting minutes for December 2022 and January 2023 showed very low consumer attendance, nine to 10 out of 97, and no representatives.
Care committee meeting minutes for November 2022 identified 30 of 44 care assessments were due for review and completion of only three of 17 annual care plan reviews, the only review undertaken with representative consultation.
Surveys for consumer feedback and satisfaction relating to activities are not conducted.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved overall consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Review engagement with all consumers and review consumer meeting standing agenda to include modified texture diets to food focus.
Undergo further training and mentoring to manage the PCI for all quality care and service activities, including human resource activities, feedback and complaints trending, strategies, timeframes, responsibilities and measure consumer outcomes.
I acknowledge the provider’s response. However, I find the organisation’s processes do not ensure consumers are effectively engaged in development, delivery and evaluation of care and services and are supported in that engagement.
I have considered that while there are various avenues for consumers to engage in development, delivery and evaluation of care and services, feedback provided by consumers and representatives documentation sampled by the Assessment Team indicate these avenues are not consistently effective or that feedback provided through these avenues has not resulted in improving the overall quality of care and services consumers receive. Meeting minutes showed minimal attendance of consumers and representatives, and while most consumers and representatives expressed dissatisfaction with the activities program, surveys to enable the organisation to gauge consumers’ satisfaction and identify improvement opportunities with the program are not undertaken. Consumers and representatives indicated they do not have confidence or trust in the service’s complaints processes and complaints were found to not be consistently captured, documented, monitored, analysed or trended to enable improvements to the quality of care and services to be identified and implemented. Additionally, annual care plan review processes, the only review undertaken with representative consultation, were found to be not up-to-date. As such, I find this has not ensured consumers’ experience and quality of care and services has been considered in the development, delivery and evaluation of care and services.
For the reasons detailed above, I find Requirement (3)(a) in Standard Organisational governance non-compliant.
Requirement (3)(b)
The Assessment Team were not satisfied the organisation’s governing body promotes a culture of safe, inclusive and quality care and service and is accountable for their delivery. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Management were unsure if any of the Board members had undertaken any training in relation to Board Governance. When asked how the service is satisfied the Board has awareness of the Aged Care Quality Standards, including SIRS, restrictive practices and regulatory compliance, they advised they were unsure if the Board had undertaken any specific training.
A representative advocating for a consumer said when raising concerns of abuse and neglect over the past two years, they and the consumer were subjected to repeated bullying or other tactics by various staff, including by two current members of the governing body.
Board minutes for November and December 2022 included information relating to all of the organisation’s sites. Minutes indicated discussions on topics had occurred, however, provided limited information and did not extrapolate trending or site-specific risk analysis. Board minutes referenced various subcommittee reports, such as the Resident care committee.
· Resident care committee minutes for the October and November 2022 were formatted for the region as a whole and reflected minimal data analysis and limited evaluation of trending for each individual service.
The Complaints and compliments Tracker 2022/2023 showed inconsistencies with the information included in both Resident care committee and Board meeting minutes which cited minor and major complaints as well as compliments. There was minimal discussion recorded in the minutes to show any analysis and trending specific for each individual service.
The Assessment Team provided feedback from staff , consumers and representatives in relation to a toxic staff culture at the service, coupled with documented complaints. Management stated they are aware of the staff culture which has been ongoing for the last three to four years.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response included supporting documentation, including minutes for executive management, Special Board and the most recent Board meetings held subsequent to the Site Audit which demonstrates management’s and the Board’s commitment to recognise the shortfalls and to restore the service to full compliance in partnership with external advisors. Training records for Board members were also included in the response.
The provider’s response also indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved overall consumer outcomes. Actions initiated and/or planned include, but are not limited to, review of Board reports and the meeting agenda in line with Provider governance regulatory requirements to include complaint and clinical indicator trend analysis; and review of the Board report presentation per Residential Aged Care Services in line with governance best practice guidelines.
I acknowledge the provider’s response. However, I find the organisation did not effectively demonstrate the governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
In coming to my finding, I have considered that reporting processes from service management to the governing body are not sufficient to ensure the governing body is aware of and accountable for the delivery of care and services. Resident care committee and Board meeting minutes included limited information relating to site specific issues or trends, therefore not ensuring the governing body has sufficient oversight of the service’s performance to enable improvements to the quality of care and services to be identified. Systemic issues have been found in relation to provision of care and services, human resource management and feedback and complaints processes. I have also considered staff culture issues were noted by management to have been ongoing at the service for approximately three to four years and complaints data demonstrated this is still ongoing. As such, I find such practices do not ensure the governing body is aware of whether it is meeting what consumers, the workforce and others expect for safe, inclusive and quality care and services from the organisation.
I have also considered that the findings of non-compliance in relation to 31 Requirements across all eight Quality Standards indicates the governing body may not sufficiently understand their responsibilities as they relate to monitoring and improving the performance of the organisation against the Quality Standards.
For the reasons detailed above, I find Requirement (3)(b) in Standard 8 Organisational governance non-compliant.
Requirement (3)(c)
Requirement (3)(c) was found non-compliant following a Site Audit undertaken from 15 March 2021 to 18 March 2021, where it was found effective organisation wide governance systems relating to workforce governance and regulatory compliance were not demonstrated. The Assessment Team’s report for a monitoring Assessment Contact undertaken on 24 October 2022 provided evidence of actions taken to address deficiencies identified. However, in relation to workforce governance, while related systems, policies and procedures were in place, the Assessment Team found these were not consistently effective and workforce restructuring was an ongoing issue. In relation to regulatory compliance, policy and procedure documents had not been updated to reflect implementation of a new checklist to guide staff and while the Facility manager was responsible for analysis of individual consumer outcomes with these reported to the Executive of care, the Executive of care had not received any reports. The Assessment Team’s report for the Site Audit undertaken in February 2023 did not include any further improvement actions or progress with improvements found to be implemented at the Assessment Contact undertaken in October 2022.
At the Site Audit undertaken in February 2023, effective organisation wide governance systems relating to financial governance were demonstrated. However, the Assessment Team were not satisfied effective organisation wide governance systems and processes relating to information management, continuous improvement, workforce governance, regulatory compliance and feedback and complaints were demonstrated. The Assessment Team’s report provided the following evidence gathered through interviews and documentation relevant to my finding:
Information management
The electronic care system for assessment, care planning, charting, referrals, and monitoring was not consistently updated with accurate or current information nor did the workforce have appropriate access to information to assist them in their roles.
Management was unable to demonstrate from the service’s multiple systems and databases, accurate and timely reporting with functionality to support, identify and analyse trends and minimise risk. Reporting provided did not appear to be cohesive or enable specific organisation wide analysis and trending. There was no available or presented data or reporting encompassing all incidents and key performance indicator data and was not indicative of trends or analysis. Management did not seem to know how to generate reporting from system and workforce training records were not easily accessed by administration staff.
Complaints and Compliments tracker 2022 – 2023 data was inconsistent and included numerous blank fields and lacked information and dates. Based on feedback provided to the Assessment Team by consumers, representatives, staff and management, and through other documentation, the data may not be an accurate representation of all information.
Many of the policies and procedures to guide staff were generic in nature and did not provide adequate guidance or best practice processes.
Continuous improvement
Of the 13 entries on the PCI, no dates were entered for issue(s) that had been added to the plan, only one timeframe was entered for planned completion and only one entry was aligned to the Aged Care Quality Standards. The majority of planned actions related to staffing and/or staff training.
There was no correlation to issues identified through other forms of feedback, such the Complaints and compliments tracker, surveys, staff feedback, poor staff behaviours and staffing culture to demonstrate an organisational analysis and trending to support actions for continuous improvement.
Minutes for Resident, Board and Resident care committee meetings did not identify how the organisation captures, monitors and analyses specific information regarding St Annes. Minutes did not clearly outline systems to help the organisation prioritise where quality and safety is at risk or systems to monitor progress towards improvements for quality and safety of care services.
Workforce governance
The organisation was not able to demonstrate it has enough skilled and qualified members of the workforce to deliver safe and quality care and service. Staff were not consistently trained or provided with appropriate oversight to guide them with their knowledge to perform their roles and the organisation did not demonstrate adequate systems, processes and policies to guide staff practice. The organisation does not provide appropriate monitoring of staff to gauge staff competency and ensure performance is being regularly reviewed.
Resident care committee and Board minutes were formatted for all sites within the organisation with very abridged breakdowns of information for each site. There was minimal information which did not highlight any significant staffing deficits, such as 35 to 50% unfilled shifts at the service. Minutes did not record details pertaining to outstanding training compliance or include analysis and trending of staff training needs or other data sets, such as complaints or behaviours.
Regulatory compliance
Effective regulatory compliance systems and process were not demonstrated, specifically in relation to reporting requirements for the SIRS and understanding of restrictive practices. SIRS reporting data showed inconsistencies relating to Priority 1 requirements and reporting timeframes. The recording of SIRS incidents and what constitutes a Priority 1 incident were recorded as Priority 2 incidents and, therefore, were not lodged within the correct reporting timeframes. Some records showed Priority 1 incidents were not lodged within the 24 hrs timeframe.
One wing, which was not a dedicated memory support unit was consistently locked preventing free access of mobile consumers. The service failed to recognise this as restrictive practice with the necessary consents in place.
Feedback and complaints
Complaint data is monitored by management, discussed at an organisational level and reported to the Board. However, data is not consistently analysed and trended to each specific site which highlights systemic issues, such as poor staff culture, poor staff practices, and poor staffing numbers culminating in a lack of care and services.
In coming to my finding for this Requirement, I have also considered the following evidence highlighted in Requirement (3)(b) in Standard 7 Human resources:
Management raised a priority 1 SIRS for a complaint raised by a consumer relating to staff attitude and dissatisfaction with personal care in August 2022. However, review of SIRS documentation indicates it was not logged in the portal until 13 days later, which is not in line with the required timeframe.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved overall consumer outcomes. Actions initiated and/or planned include, but are not limited to:
All Board members have registered to complete Aged Care Reforms Provider Governance training.
Identify and embed clinical leadership role to mentor clinical governance activities.
Conduct an independent review of the electronic care system and provide Executive management and the Board a report on findings related to risk areas.
Review complaints management tracker and complete areas where gaps identified.
Undertake PCI redevelopment and mentoring to management tera.
Review reporting of workforce deficits in recruitment, retention, unfilled shifts, staff training challenges, including notification of material change to the Board.
I acknowledge the provider’s response. I am satisfied the organisation has effective financial governance systems and processes to manage the finances and resources. However, I find the service and organisation do not demonstrate effective organisational governance systems, specifically in relation to information management, continuous improvement, workforce governance, regulatory compliance and feedback and complaints.
In relation to information management, I find that information used by staff to guide provision of care and services was not up-to-date or accessible. Policies and procedures, specifically in relation to personal and clinical care, were generic and did not provide adequate guidance or best practice processes. Information in care plans sampled was either not up-to-date, reflective of consumers’ current care needs and preferences or did not include sufficient information to guide staff with provision of consumers’ care and services. I have also considered that data, including in relation to feedback and complaints, incidents, staff training and performance is not being effectively collected to enable accurate trending and analysis to occur, or accurate reporting to enable data to be effectively monitored or improvements in the provision of care and services to be identified at an individual, site or organisational level to occur.
I have considered that while a PCI is maintained, there was no indication the PCI included improvements across all eight Quality Standards or that improvements had been identified through a range of sources. While almost half of complaints related to staff behaviours and issues relating to staff culture have been ongoing for a number of years, there were no improvement initiatives aligned with these issues. I have also considered reporting from the service to the governing body is not sufficient to enable the governing body to identify at both a service and organisational level where quality and safety is at risk or to enable improvement opportunities to be effectively identified. I have also considered the findings of non-compliance in relation to 31 Requirements across all eight Standards indicates deficiencies with the governance processes associated with continuous improvement.
In relation to workforce governance, I have considered that evidence provided in the Assessment Team’s report in relation to Standard 7 demonstrate the organisation’s workforce governance systems are not effective. All five Requirements in Standard 7 have been found non-compliant. I find the organisation’s processes have not ensured the workforce is sufficient, competent, or supported to deliver safe and quality care and services to consumers. I have also considered deficits highlighted by the Assessment Team across all eight Quality Standards indicates the organisation’s processes to monitor and review the performance of each member of the workforce have not been effective.
In relation to regulatory compliance, I have considered while there are processes to identify changes to legislation, I find these processes have not been effective. I have considered that use of restrictive practices, specifically chemical and environmental restraint, had not been recognised and, therefore, appropriate authorisations, consent, management strategies and monitoring processes, in line with legislative requirements, been completed. Additionally, discrepancies relating to SIRS reporting were noted and SIRS reporting for some incidents had not occurred in line with legislative requirements. I have also considered the findings of non-compliance in relation to 31 Requirements across all eight Standards indicating the organisation are not complying with their regulatory obligations.
In relation to feedback and complaints, I have considered the findings of non-compliance in three of the four Requirements in Standard 6 Feedback and complaints indicates deficiencies with the governance processes associated with feedback and complaints. I have considered the organisation’s processes have not ensured appropriate actions are taken in response to feedback or that feedback is consistently captured, reviewed and used at both a service and organisational level to improve the quality of care and services.
For the reasons detailed above, I find Requirement (3)(c) in Standard 8 Organisational governance non-compliant.
Requirement (3)(d)
Requirement (3)(d) was found non-compliant following a Site Audit undertaken from 15 March 2021 to 18 March 2021, where it was found effective management systems and practices to manage high impact or high prevalence risks associated with behaviour and falls management were not demonstrated. The Assessment Team’s report for a monitoring Assessment Contact undertaken on 24 October 2022 provided evidence of actions taken to address deficiencies identified, including, but not limited to, development of a risk matrix which includes a descriptor of risks associated with individual consumers and completed Resident risk collaboration forms for each consumer. The Assessment Team’s report for the Site Audit undertaken in February 2023 did not include any further improvement actions or progress with improvements found to be implemented at the Assessment Contact undertaken in October 2022.
At the Site Audit undertaken in February 2023, the Assessment Team were not satisfied effective risk management systems and practices relating to high impact or high prevalence risks, identifying and responding to abuse and neglect, and management and prevention of incidents were demonstrated. The Assessment Team found the organisation demonstrated some understanding in relation to supporting consumers to live their best lives, this was not demonstrated in relation to clinical or emotional supports. However, The Assessment Team’s report provided the following evidence gathered through interviews documentation relevant to my finding:
Various documentation in relation to some aspects of high impact or high prevalence risks were provided, however, there did not appear to be an overarching risk management system which captures all of these risks. Management was unable to demonstrate how the service oversees risks for clinical areas.
Monthly Board and Resident care committee meetings are held, however, there is currently no clinical governance meetings occurring as the service does not currently have a Clinical support nurse.
The Facility manager indicated high impact or high prevalence risks are currently monitored through daily review of progress notes with follow up with staff and attendance at staff huddles.
The organisation did not demonstrate effective processes and systems in relation to identifying and responding to abuse and neglect of consumers or supporting all consumers to live the best life they can as evidenced by inadequate risk management systems and processes, including an absence of contemporary knowledge regarding restrictive practices and lack of adequate clinical monitoring relating to Consumers B and C.
The organisation did not demonstrate a fully functioning risk management system with management unable to readily provide risk management data and reporting in a timely manner or with any meaningful analysis or trending nor effectual organisational oversight for managing and preventing incidents.
Two incidents relating to Consumer C had not been investigated against SIRS requirements.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved overall consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Review the Clinical governance framework, delegations of authority, professional register and working within scope of practice.
Engage a permanent Clinical governance lead to manage clinical risk indicators and lead Quality care advisory committee processes.
Provide SIRS – elder abuse and neglect training to the Board, Executive management and workforce.
I acknowledge the provider’s response and the improvements implemented in response to the non-compliance identified in Requirement (3)(d) following the Site Audit undertaken in March 2021. However, the evidence presented in the Assessment Team’s report for the most recent Site Audit demonstrates these improvements have not been sufficiently embedded to ensure effective management systems and practices to manage high impact or high prevalence risks. I find the organisation did not demonstrate effective risk management systems and practices in relation to managing high impact or high prevalence risks, identifying abuse and neglect or managing and preventing incidents.
In coming to my finding, I have considered the service has not demonstrated effective risk management systems and practices to support management of consumers’ high impact or high prevalence risks, specifically in relation to behaviours, hydration, restrictive practices and falls as highlighted in Standard 3 Personal care and clinical care Requirement (3)(b). While six consumers highlighted have been identified with high impact or high prevalence risks, these have not been effectively identified and/or monitored to ensure timely identification, assessment and monitoring of risks to consumers’ health, safety and well-being. I have also considered that the organisation’s own monitoring processes have not identified deficits identified by the Assessment Team relating to management of high impact or high prevalence risks associated with consumers’ care.
In relation to identifying and responding to abuse and neglect, I have considered the service failed to identify use of both chemical and environmental restrictive practices without consent, in line with their legislative responsibilities.
I have also considered that management and staff have not demonstrated an understanding and application of their own incident reporting and escalation processes. Two incidents relating to Consumer C had not been investigated in line with SIRS requirements. Management could not readily provide risk management data and reporting and effective analysis and trending of incident data was not demonstrated. I find this has not ensured that all incidents are identified or analysed to assist to identify trends and opportunities for improvement or risks to consumers’ health and well-being are minimised and/or eliminated.
In relation to supporting consumers to live the best life they can, I have considered the evidence presented in this Requirement does not indicate systemic issues relating to risk management systems and practices to support consumers to live the best life they can. In relation to Consumers B and C, I have considered the evidence relating to clinical and emotional supports in my findings for other Standards and Requirements which are more aligned with the evidence presented.
For the reasons detailed above, I find Requirement (3)(d) in Standard 8 Organisational governance non-compliant.
Requirement (3)(e)
The organisation demonstrated effective practices and processes relating to antimicrobial stewardship. However, the Assessment Team were not satisfied the organisation demonstrated aspects of a clinical governance framework for minimising the use of restraint and showed a lack of insight regarding the fundamental principles of what constitutes restraint. The Assessment Team’s report provided the following evidence relevant to my finding:
Minimising use of restraint
The organisation did not display a comprehensive understanding or contemporary knowledge of restrictive practices and minimising the use of restraint, specifically chemical and environmental restraint.
All doors were locked preventing freedom of movement for consumers and a second locked wing and an upper floor wing were locked overnight. In all of these instances management had failed to recognise this as restraint and appropriate legislative measures and consents were not in place.
Documentation relating to chemical restraint does not show interventions are used prior to administration, the effectiveness or that appropriate consents are in place, in line with legislation.
The organisation does not have appropriate measures, training and staffing to competently support consumers who are subject to environmental or chemical restraint, with adequate assessment or consents in line with legislation or the service’s policies and procedures.
Open disclosure
The organisation did not demonstrate adequate systems and processes which were consistent, supportive and transparent in communication with consumers and representatives or when things have gone wrong, including an apology, and providing explanation of what happened.
Consumers and representatives indicated poor communication, follow up and responses post incidents or when they raised feedback, concerns or complaints. One representative did not recall ever having received an apology when concerns had been raised.
The provider acknowledged and accepted the Assessment Team’s recommendation. The provider’s response indicates examples provided in the Assessment Team’s report will be added to the PCI for monitoring and measurement of improved overall consumer outcomes. Actions initiated and/or planned include, but are not limited to:
Offer open disclosure statement to Consumer B’s representative.
Undertake a knowledge and skills test on restrictive practices to all workforce, provide further training on restrictive practices, in particular minimising use of chemical and environmental restraint.
Review Behaviour support plans, environmental and psychotropic assessments and raise referrals to the Medical officer to review unwarranted/unnecessary as required orders, diagnosis and alternate last resort strategies.
I acknowledge the provider’s response. However, I find the organisation’s clinical governance framework was not effective in relation to minimising use of restraint and open disclosure.
In coming to my finding, I have considered the performance of the workforce has not been effectively monitored to ensure quality care and service delivery to consumers is maintained, good clinical results achieved and improvement opportunities identified. The service has been found non-compliant in all five Requirements in Standard 2 Ongoing assessment and planning with consumers and five of seven Requirements in Standard 3 Personal care and clinical care, including Requirement (3)(b) which has been non-compliant since a Site Audit undertaken in March 2021. The findings in these Standards and the evidence presented in this Requirement indicates the organisation’s clinical governance framework is not effective with deficits highlighted not being identified by the service’s or organisation’s own monitoring processes.
In relation to minimising use of restrictive practices, all consumers subject to restrictive practices, including environmental and chemical, had not been identified nor were appropriate consents, authorisations, management and monitoring strategies in place. As such, I find the organisation’s systems and practices do not ensure restrictive practices are identified or managed in accordance with legislative requirements or opportunities to minimise use of restrictive practices identified or actioned.
In relation to open disclosure, I have considered the organisation’s systems have not supported effective communication or that actions taken to address concerns raised have been effectively explained to consumers and/or representatives. I have considered evidence in Standard 6 Feedback and complaints Requirement (3)(c), indicating staff were unfamiliar with the term open disclosure and complaints data lacked evidence to demonstrate feedback to complainants had been provided in response to complaints lodged. Additionally, feedback provided by representatives indicating an open disclosure process is not consistently applied in response to concerns raised.
For the reasons detailed above, I find Requirement (3)(e) in Standard 8 Organisational governance non-compliant.
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