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This performance report is published on the Aged Care Quality and Safety Commission’s (the Commission) website under the Aged Care Quality and Safety Commission Rules 2018.

This performance report
This performance report for Strathalbyn & District Aged Care Facility (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 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
Material relied on
The following information has been considered in preparing the performance report:
the Assessment Team’s report for the Assessment Contact - Site; the Assessment Contact - Site report was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff and management;
the Performance Report dated 26 November 2021 for a Review Audit conducted from 12 October 2021 to 15 October 2021; and
the provider’s response to the Assessment Team’s report received 17 November 2022 indicating acceptance of the Assessment Team’s recommendation. 
· 

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

	Standard 2 Ongoing assessment and planning with consumers
	Not applicable as not all requirements have been assessed 

	Standard 3 Personal care and clinical care
	Not applicable as not all requirements have been assessed 

	Standard 5 Organisation’s service environment
	Not applicable as not all requirements have been assessed 

	Standard 7 Human resources
	Not applicable as not all requirements have been assessed 

	Standard 8 Organisational governance
	Not applicable as not all requirements have been assessed 


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
There are no specific areas identified in which improvements must be made to ensure compliance with the Quality Standards. The provider is required to actively pursue continuous improvement in order to remain compliant with the Quality Standards. 


Standard 1
	Consumer dignity and choice
	

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


Findings
Requirement (3)(e) was found Non-compliant following a Review Audit undertaken from 12 October 2021 to 15 October 2021 where it was found the service did not demonstrate consumers and representatives were provided information in a timely manner or information was communicated in a way to support consumers to exercise choice. The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to: 
Created a survey to collect and evaluate feedback regarding communication. 
A communication tool is now available to representatives for an additional communication method.
Created a visual menu library with images of regularly provided meals to allow consumers with hearing difficulties to see a visual of the meal choices for the day.
At the Assessment Contact, the Assessment Team found improvements have been embedded with staff able to describe different communication methods and tools available to assist them in providing information to consumers in a way that is easy to understand and clear. Information is provided to consumers and representatives through a range of avenues, including verbally, email and phone, noticeboards, newsletters and meeting forums. Care files sampled included up-to-date Communication, hearing, speech and vision assessments which for two consumers included cues, strategies and tools to ensure effective communication. Most consumers and representatives were satisfied that information is communicated in a timely manner and in a way that meets consumers’ needs and allows them to exercise choice. 
For the reasons detailed above, I find Requirement (3)(e) 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.
	Compliant 

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


Findings
Requirements (3)(a) and (3)(e) were found Non-compliant following a Review Audit undertaken from 12 October 2021 to 15 October 2021 where it was found the service did not demonstrate:
assessment and planning processes were effectively followed for all consumers to ensure assessment and planning was completed or reflective of consumers’ needs, including complex clinical needs and risks; and
regular reviews and reviews undertaken following changes and incidents were effective at identifying and ensuring appropriate changes and strategies were documented in consumers’ assessments and care plans.
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to: 
Provided education to staff education on the Complex care register and incident management.
Developed and implemented a review schedule for behaviour support plans, dignity of risk forms and restraint.
Undertaken a clinical review of electronic care system processes, wound care, diabetes management and behaviour management in the memory support unit and referral processes.
Introduced a wound and diabetes champion to align care planning and ongoing monitoring.
At the Assessment Contact, care files sampled demonstrated a range of assessments, including risk assessments, are completed on entry and on an ongoing basis which assist to inform personalised care plans which include consumers’ goals, needs and preferences. Complex care management information is managed through topic specific care plans, including catheter care and diabetes. For consumers on respite, care plans addressed their specific care and service needs. Clinical and care staff were familiar with consumers’ risks and management strategies, in line with documented care plans.
Care and services are reviewed on a six-monthly basis and in response to incidents or changes in consumers’ condition. A care file for one consumer demonstrated the care plan had been reviewed following incidents of falls, with new strategies implemented following each incident. Additionally, risk safety assessments had been conducted, review by the Physiotherapist undertaken and consultation with representatives had occurred. Clinical and care staff could describe consumers’ risks and management strategies, in line with documented care plans.
For the reasons detailed above, I find Requirements (3)(a) and (3)(e) in Standard 2 Ongoing assessment and planning with consumers Compliant.
Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	Compliant 

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

	Requirement 3(3)(g)
	Minimisation of infection related risks through implementing:
(i) standard and transmission based precautions to prevent and control infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
	Compliant 


Findings
Requirements (3)(a), (3)(b) and (3)(g) were found Non-compliant following a Review Audit undertaken from 12 October 2021 to 15 October 2021 where it was found the service did not demonstrate:
each consumer was receiving personal care and/or clinical care in line with best practice and which was tailored to the consumer’s needs, including in relation to management of behaviours, wounds and personal care;
effective management of high impact risks associated with consumers requiring oxygen therapy and known risks of falls; and
an understanding or application of appropriate antibiotic use in line with antimicrobial stewardship.
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to: 
Conducted a range of audits, including chemical restraint, progress notes and documentation and as required medications. 
Provided education to staff on chemical restraint, dignity of risk, restraint form and care plan, as required medication and wound management work instructions.
Entered all consumers with complex care needs into the complex care register.
All consumers with oxygen therapy have an order in their medication chart. 
Implemented a falls group to review, monitor, action and discuss consumer falls.
Distributed the policy on urinary tract infection management to staff and provided education.
At the Assessment Contact, care files sampled demonstrated appropriate, individualised management and monitoring strategies had been implemented for falls, personal hygiene preferences, pressure injuries and behaviours. Intervention from Allied health professionals, as well as consultation with representatives was evident. A care file for one consumer included a Behaviour support plan, and progress notes demonstrated psychotropic medications had been administered after alternative strategies were found to be unsuccessful in managing behaviours. 
High impact or high prevalence risks associated with the care of consumers are identified through assessment processes and management strategies are developed and documented in care plans to ensure care and services are delivered in line with consumers’ assessed needs and preferences. Care files demonstrated appropriate assessment and management of risks, including swallowing difficulties and oxygen therapy. Clinical and care staff could describe consumers’ risks and management strategies, in line with documented care plans.
The service has embedded Infection prevention and control measures and antimicrobial stewardship principles into service care and delivery. The service has a qualified Infection prevention and control lead who, along with Registered nurses, provide advice and oversight to staff as part of ongoing, day-to-day operations. Clinical staff were familiar with antimicrobial stewardship principles, describing strategies to ensure the correct antimicrobial is used for infections. Care staff identified consumers susceptible to urinary tract infections and described first line non-pharmacological steps for care and treatment. There are processes to collect, analyse and trend infection data and antimicrobial use.
For the reasons detailed above, I find Requirements (3)(a), (3)(b) and (3)(g) in Standard 3 Personal care and clinical care Compliant.


Standard 5
	Organisation’s service environment
	

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


Findings
Requirement (3)(c) was found Non-compliant following a Review Audit undertaken from 12 October 2021 to 15 October 2021 where it was found the service did not demonstrate effective process to ensure all furniture and equipment used by consumers was safe, suitable and well maintained. The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to, purchasing new furniture, including dining room chairs, tables and lounges and monitoring consumers’ equipment through the Resident of the day checklist. 
At the Assessment Contact, furniture, fittings and equipment were observed to be safe, clean, well maintained and suitable for the consumer. Preventative and reactive maintenance processes are in place, and staff described how maintenance issues are reported and managed. The suitability of furniture, fittings and equipment is further monitored through Resident of the day and audit processes. Consumers said they felt furniture, fittings and equipment were safe for use.
For the reasons detailed above, I find Requirement (3)(c) in Standard 5 Organisation’s service environment Compliant.


Standard 7
	Human resources
	

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

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


Findings
Requirements (3)(a) and (3)(d) were found Non-compliant following a Review Audit undertaken from 12 October 2021 to 15 October 2021 where it was found the service did not demonstrate:
sufficient numbers of staff were consistently deployed to ensure consumers received appropriate and timely care and services; and
all staff had received training as required.
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to: 
Undertaken significant recruitment of clinical and care staff, including filling vacant positions and creating additional roles.
Adding additional shifts to weekly rosters and tracking shifts rostered versus shifts filled each week.
Created a Mandatory education plan to monitor completion of mandatory training and implemented mandatory training days. 
At the Assessment Contact, the service demonstrated appropriate staffing levels to enable delivery of safe and efficient care and services. Call bell response times have significantly reduced, and the roster has been increased by 100+ shifts per week in the last 12 months. Staff described a more manageable workload and felt more supported in their roles. Clinical staff stated there had been a significant improvement in staffing levels and workload, and shifts were usually covered. Care staff also stated there had been a significant improvement in staffing levels, and stated when shifts are uncovered, they are well supported by clinical staff to perform additional roles. Consumers and representatives agreed there had been improvements in staffing levels.
The service has an onboarding process which involves buddy shifts and face-to-face training. Training, including mandatory components, is provided on an ongoing basis and there are processes to monitor completion. Staff described mandatory training they had undertaken and how the service supports them to stay up-to-date with training. They also described processes  for ensuring training is completed within required timeframes, including through electronic notifications, a tracking spreadsheet and emails from management. Consumers and representatives felt staff had the correct skills and knowledge to provide quality care and services.
For the reasons detailed above, I find Requirements (3)(a) and (3)(d) in Standard 7 Human resources Compliant.


Standard 8
	Organisational governance
	

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Compliant

	Requirement 8(3)(e)
	Where clinical care is provided—a clinical governance framework, including but not limited to the following:
(i) antimicrobial stewardship;
(ii) minimising the use of restraint;
(iii) open disclosure.
	Compliant


Findings
Requirements (3)(c) and (3)(e) were found Non-compliant following a Review Audit undertaken from 12 October 2021 to 15 October 2021 where it was found the service did not demonstrate:
effective organisational governance systems, specifically in relation to regulatory compliance, workforce governance and continuous improvement; and
the clinical governance system was effective at ensuring staff practice and knowledge aligned with antimicrobial stewardship or that effective procedures were in place to support staff or monitor staff practice.
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified, including, but not limited to: 
Provided training to staff on restrictive practice legislation and requirements. Ongoing training is provided each month and online training modules are completed during orientation.
Updated the restrictive practice policy, currently in draft, to include legislative changes. 
Initiated an internal audit of all care and services which included use of restrictive practices and behaviour support plans. Spot checks continue to be undertaken to ensure staff understanding and adherence to legislation.
At the Assessment Contact, effective organisation wide governance systems, including a governance framework, monitoring systems, assigned delegations and accountabilities and policies and procedures were demonstrated. Information systems and processes ensure staff and management have ready access to relevant and up-to-date information to perform their role. A Plan for continuous improvement is maintained and included improvements from various sources, such as feedback, incidents and audits. Management described annual financial planning processes and financial delegation systems for out of budget expenditure and provided examples of recent out of budget purchases. Workforce governance processes ensure staff are selected, trained and supported to meet the organisation’s values and job specifications of each role. Changes to legislation and aged care law are tracked to ensure regulatory obligations are met and the organisation regularly monitor communications distributed by SAHealth and the Aged Care Quality and Safety Commission. Feedback and complaints are managed at a site level and reported at relevant leadership and governing body meetings.
The service has a clinical governance framework, and associated policies and procedures, relating to antimicrobial stewardship, minimising the use of restraint and open disclosure. There are systems for preventing, managing and controlling infections and antimicrobial resistance which are monitored and reported through clinical indicator data and monthly site reports. Open disclosure principles are practiced, with consumers and representatives confirming the service is open and transparent in their approach and notifies them promptly with incidents occur. Draft policy and procedure documents guide use and minimisation of restrictive practices and restrictive practice use is monitored and reviewed through quality indictor reports, high risk meetings and monthly site reports.
For the reasons detailed above, I find Requirements (3)(c) and (3)(e) in Standard 8 Organisational governance Compliant.
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