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	[bookmark: _Hlk112236758]Name:
	The Mary Potter Home Services

	Commission ID:
	200136

	Address:
	11 Chaston Street, WAGGA WAGGA, New South Wales, 2650

	Activity type:
	Assessment contact (performance assessment) – site

	Activity date:
	15 January 2025 to 16 January 2025

	Performance report date:
	7 March 2025

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.

Services included in this assessment
[bookmark: SERVICEALLOCATIONLIST]Home Care Packages (HCP) included:
Provider: 1315 The Mary Potter Nursing Home and The Ethel Forrest Day Care Centre Pty Ltd
Service: 17508 Forrest Community Services Tumut EACH Dementia
Service: 17515 Griffith Nursing Service
Service: 17516 Griffith Nursing Service (EACH)
Service: 17517 Griffith Nursing Service (EACHD)
Service: 17780 The Forrest Centre CACP (Tumut)
Service: 17781 The Forrest Centre CACP (Wagga Wagga)
Service: 17782 The Forrest Centre EACH (Wagga Wagga)

Commonwealth Home Support Programme (CHSP) included:
Provider: 7832 The Mary Potter Nursing Home and The Ethel Forrest Day Care Centre Pty Ltd
Service: 26112 The Mary Potter Nursing Home and The Ethel Forrest Day Care Centre Pty Ltd - Care Relationships and
Service: 26111 The Mary Potter Nursing Home and The Ethel Forrest Day Care Centre Pty Ltd - Community and Home Supp

This performance report
This performance report has been prepared by Micheal Cooper, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:2].  [2:  The preparation of the performance report is in accordance with section s68A – assessment contact 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 services it operates, 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 Assessment contact (performance assessment) – site report was informed by a site assessment, observations, review of documents and interviews with staff, older people/representatives and others.
· the provider’s response to the assessment team’s report received on 19 February 2025


Assessment summary for Home Care Packages (HCP) 
	[bookmark: _Hlk177044633]Standard 2 Ongoing assessment and planning with consumers
	Not applicable

	Standard 3 Personal care and clinical care
	Not applicable

	Standard 6 Feedback and complaints
	Not applicable

	Standard 7 Human resources
	Not applicable

	Standard 8 Organisational governance
	Not Compliant


Assessment summary for Commonwealth Home Support Programme (CHSP)
	Standard 2 Ongoing assessment and planning with consumers
	Not applicable

	Standard 3 Personal care and clinical care
	Not applicable

	Standard 6 Feedback and complaints
	Not applicable

	Standard 7 Human resources
	Not applicable

	Standard 8 Organisational governance
	Not 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.
· In relation to Requirement 8(3)(b), the service must ensure accountability for the delivery of safe and quality care and services and adherence to governance requirements. 


Standard 2
	[bookmark: _Hlk106628362]Ongoing assessment and planning with consumers
	HCP
	CHSP

	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 
	Compliant 


Findings
Requirement 2(3)(e)
I am satisfied based on the Assessment Team’s observations and recommendations that the service complies with this requirement. 
Consumers said and representatives substantiated changes in the consumers’ condition, needs or preferences inspires the service to review and update the consumer’s care plan to reflect a change in required services. Management said care and services are reviewed regularly or when circumstances change. Review dates and assessments were observed and are documented in the consumers electronic case file and the consumer care plan. Sample care plans demonstrated the service reviews care plans as scheduled and in response to incidents and changes in consumer condition. Whilst consumers and representatives interviewed did not specify the frequency of care plans reviews, all considered staff regularly review consumer health, wellbeing and needs and update them accordingly. 
Based on the information summarised above, I find the service compliant with requirement 2(3)(e). 

Standard 3
	[bookmark: _Hlk106614299]Personal care and clinical care
	HCP
	CHSP

	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 
	Not applicable

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

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant 
	Not applicable


Findings
Requirement 3(3)(a)
[bookmark: _Hlk148605768]I am satisfied based on the Assessment Team’s observations and recommendations that the service complies with the Requirements as outlined in the table above, and as a result complies with this Standard. 
Consumers considered they received personal and clinical care that was safe and right for them. Staff described how risks for each consumer, including life choices and mobility choices, are identified and managed. Care planning documents confirmed staff delivered individualised care that was tailored to consumers’ specific needs and staff described the service’s clinical governance framework which guided them in their roles. 
Support workers are provided with information about a consumer’s personal care needs via the electronic care management system. Registered nurse assessments, recommendations and instructions to guide care workers were demonstrated in care documentation. Care workers described the care and services they provide to consumers is guided by care plans.
Based on the information summarised above, I find the service compliant with Requirement 3(3)(a). 
Requirement 3(3)(e)
I am satisfied based on the Assessment Team’s observations and recommendations that the service complies with this Requirement. 
Consumers substantiated staff understood their needs and preferences and representatives said consumers’ needs are communicated between staff. Information about consumers’ conditions, needs and preferences were documented and communicated within the organisation, and with others where responsibility for care is shared. Consumers’ documentation demonstrated progress notes, care plans and handover reports are utilised to guide and supplement the delivery of care. 
Based on the information summarised above, I find the service compliant with Requirement 3(3)(e). 
Requirement 3(3)(f)
I am satisfied based on the Assessment Team’s observations and recommendations that the service complies with this Requirement. 
Consumers and representatives were satisfied with ease of access to medical officers and other allied health professionals, and these referrals were documented in consumer files. The service has a referral process in place and staff described how consumers were referred to other providers for care and services.
Based on the information summarised above, I find the service compliant with Requirement 3(3)(f). 


Standard 6
	Feedback and complaints
	HCP
	CHSP

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


Findings
Requirement 6(3)(d)
Although complaints from consumers are being used to improve the quality of care and services, these are at the individual level only. The service did not demonstrate feedback and complaints are reviewed and used to improve the quality of care and services at a service level. 
The plan for continuous improvement contained no actions arising from a consumer complaint in the last 6 months. Staff said consumers have raised feedback regarding service times and the service has not provided a response. 
Management said they were aware of staff underreporting consumer complaints and have recently reminded staff to ensure complaints are communicated, however, management could not provide evidence to substantiate this had transpired.
The service did not demonstrate an embedded process to capture feedback and complaints directly from consumers. 
The Approved Provider response, supporting documents and plan for continuous improvement refer to actions included under Requirement 6(3)(d) as well as evidence of actions completed for consumers named in the Assessment Team report. The provider has an established board of directors and subordinate board meetings. The subordinate consumers experience committee is a standing agenda item at board meetings to analyse and trend consumer complaints. The plan for continuous improvement refers to complaints received in June 2024 which were evaluated and the outcomes used to improve service level delivery such as rostering improvements to improve buddy shift allocation. 
Feedback and complaints management is regularly discussed at team meetings and meetings minutes substantiate care staff are regularly instructed on how to report an incident, complaint, hazard, near miss, no show, non-response or feedback. 
I acknowledge the evidence provided supporting immediate review and assessment for consumers identified in the Assessment Team report as well as the broader actions to improve processes and staff practice. I note a number of actions in the PCI have been closed and I am satisfied the provider has an established process to capture feedback and complaints. To that extent, the plan for continuous improvement action to implement a customer complaint form has been closed and service documentation supplied demonstrates management have reviewed the form for effectiveness. Service documentation demonstrated staff education has been undertaken and reviewed for effectiveness. I am satisfied feedback and complaints are analysed by management using an embedded evaluation system which identifies improvements at a service level. I find this requirement compliant.
Based on the information summarised above, I find the service compliant with Requirement 6(3)(d). 


Standard 7
	Human resources
	HCP
	CHSP

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

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


Findings
Requirement 7(3)(c)
Although consumers and representatives said quality care and services were provided to consumers from people who were knowledgeable, capable and caring. The service was unable to demonstrate the subcontracted workforce have the qualifications to effectively perform their roles. The service has no formal mechanism in place to ensure subcontracted allied health staff have the necessary qualifications, knowledge or competencies to deliver quality care and services as the service agreement does not include confirmation of current Australian health practitioner regulation agency (AHPRA) registration.
The Approved Provider response, supporting documents and PCI refer to actions included under Requirement 7(3)(c). Management have strengthened their external service agreement to explicitly include contractual obligations for contracted staff which include AHPRA registration, code of conduct and banning orders. Although, the PCI demonstrates this action item remains open, management have an established external staff register which captures AHPRA registration records.  I am satisfied management have an embedded brokerage and management policy and procedure, which enables the service to capture qualifications and AHPRA registration records of the subcontracted workforce. 
Based on the information summarised above, I find the service compliant with Requirement 7(3)(c). 
Requirement 7(3)(d)
Overall consumers were satisfied with the way their supports and services were delivered and staff believed they were trained, equipped and supported to undertake their roles. However, the Assessment Team report outlined evidence the service was unable to demonstrate the subcontracted workforce was trained and equipped to deliver supports and services. While the service provided evidence of the directly employed workforce being recruited, trained and equipped to deliver supports and services, not all staff were able to demonstrate knowledge to provide supports and services to individual consumers. 
The Approved Provider response and supporting documents refer to actions included under requirement 7(3)(d). I acknowledge the Assessment Team’s concern in relation to the service being unable to demonstrate the subcontracted workforce is trained and equipped to deliver supports and services. However, the Assessment Team report does not sufficiently evidence a deficiency. The subcontracted workforce competency and relevant AHPRA registrations are addressed in 7(3)(c). Furthermore, management has an established external service agreement which expressly outlines clinical staff competency and mandatory criteria such as AHPRA registrations. 
In relation to the findings in the Assessment Team report regarding the lack of annual mandatory training requirements for internal staff. Management have provided supporting evidence of the service’s annual mandatory training calendar. In addition, management provided further training records demonstrating mandatory training and continuous professional development education is offered and undertaken each month throughout the calendar year. To that extent, training records were provided by management to demonstrate dementia education was delivered in November 2024. Care worker meeting minutes from November 2024 evidence care workers were made aware of two dementia training opportunities.  In relation to the Assessment Team’s concern regarding staff knowledge of restrictive practices. The Assessment Team report did not provide sufficient evidence to support paucity of staff training in this respect. Management provided evidence of restrictive practice training in July 2024. Management said restrictive practices will be an agenda item at the next scheduled staff meeting to reiterate the key elements of restrictive practices. 
In relation to management being unable to demonstrate national police checks and banning orders are checked during the recruitment process. Service documentation provided in managements response, evidenced the recruitment process includes mandatory police checks and aged care banning order checks prior to staff appointment. Management provided evidence of an embedded ‘approval to appoint form’, which forms part of the recruitment matrix. On analysis of the ‘approval to appoint form’ the service demonstrated aged care banning orders and police check certificates are captured during the course of recruitment.
I am satisfied management recruit, train and equip their workforce to deliver outcomes consistent with this standard. I acknowledge the recommendations in the Assessment Team report; however, there is insufficient evidence to support the recommendations. 
Based on the information summarised above, I find the service compliant with Requirement 7(3)(d). 

Standard 8
	Organisational governance
	HCP 
	CHSP

	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.
	Not Compliant 
	Not Compliant 

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

	Requirement 8(3)(d)
	Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
	Compliant
	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 
	Compliant 


Findings
Requirement 8(3)(b)
The service was unable to demonstrate that subordinate governance committees to the board of directors provided reports on clinical indicators or sub-contracted organisations to allow them to monitor and/or determine the quality and safety of the registered nurse and allied health services provided. 
The Approved Provider response and supporting documents refer to actions included under Requirement 8(3)(b). Management has acknowledged this concern and provided supplemental evidence. In relation to the service’s governance structure, the clinical governance committee is subordinate to the board of directors. A review of the board meeting agenda items provides evidence the clinical governance committee is a standing agenda item. Management provided further clarification on the role of the clinical governance committee to analyse, trend and manage clinical risk. A review of the clinical governance committee bylaws outlines the clinical governance committees’ role and responsibility to report clinical indicators to the board of directors. However, the service has not provided enough evidence to support the clinical governance committee has quantified and subsequently reported clinical indicators and/or clinical risk to the board of directors. Similarly, evidence has not been provided to support the clinical governance committee provides reports to the board of directors in relation to subcontracted organisations to allow them to monitor the quality and safety of services provided. Although, evidence provided by management to support the clinical governance committee provides clinical oversight of subcontracted clinical services, in the absence of board meeting minutes, the service is unable to sufficiently satisfy management are reporting the quality and safety of subcontracted services to the board of directors for consideration of risk.
The Assessment Team report identified the governing body is not meeting governance requirements ensuring a member of the Board has a clinical qualification. A review of the clinical governance committee bylaws and supplemental evidence from management expressly state that one of the committee members be a medical practitioner to ensure clinical expertise is represented. 
In relation to feedback and complaints, this has been addressed this in 6(3)(d).
In relation to service agreements for the external subcontracted workforce, this is addressed in 7(3)(c).
I have considered the Assessment Team recommendation and the response from management in relation to this requirement. There is limited evidence to substantiate clinical indicators are being reported to the Board and not meeting governance requirements. There is limited evidence to support this deficiency is an action item in the service’s plan for continuous improvement. 
I am of the view the service requires more time to embed this process into their governance reporting matrix. 
Based on the information summarised above, I find the service is not compliant with Requirement 8(3)(b). 
Requirement 8(3)(c)
The Assessment Team report evidenced the organisation has effective governance systems in place for information management, regulatory compliance and complaints. However, it does not have effective governance systems in place for continuous improvement, the financial management of unspent Home care package (HCP) funds, consumer feedback or oversight of the subcontracted workforce. 
Continuous improvement 
Management said the continuous improvement register is for continuous improvements that do not require follow up or evaluation. The last two entries on the register are for May 2024 and June 2024. All 15 improvements in the continuous improvement register from 5 October 2023 to 28 June 2024 are based on staff feedback and three continuous improvements remain open. The service, and the organisation did not demonstrate oversight of continuous improvement in their HCP or CHSP service provision. The practice and procedure of continuous improvement is unclear, and the organisational PCI policy does not guide service management. Board of Directors or subcommittee meeting minutes do not demonstrate how organisational oversight of continuous improvement occurs. 
Financial governance
Management advised that although there is no documented process in place regarding unspent HCP funds, care workers are expected to discuss unspent funds with consumers. Evidence was provided of this occurring with some consumers, however, is not possible to determine if this happens for all consumers with unspent funds or how often the discussions occur. Management was not aware of unspent funds being formally tracked or monitored at a governance level.
Feedback and complaints
As per requirement 6(3)(d), the organisation was able to provide some evidence of complaints being reviewed to improve the quality of care and services of individuals consumers only. What the organisation records as ‘feedback’ however, does not align with its policies, the consumer outcome and organisation statement for Standard 6, or consumer feedback is not currently recorded. 
Workforce governance, including the assignment of clear responsibilities and accountabilities.
As per Requirement 7(3)(c) the organisation has current job descriptions in place that specify essential and desirable criteria and duties including for care workers, case workers and the registered nurse. All care workers are assessed as competent to provide personal care by the RN and evidence of this was sighted by the Assessment Team. The organisation, however, is not able to determine if subcontracted allied health professionals have the necessary competencies to deliver quality care and services as the service agreements do not specify the requirement for AHPRA registration. 
The Approved Provider response, supporting documents and PCI refer to actions included under Requirement 8(3)(c). In relation to continuous improvement, I acknowledge the Assessment Team Report recommendations for concern. The PCI provided by management is a living document reflecting ongoing efforts and actions. To this extent there is insufficient evidence to support that the lack of closed improvement initiatives indicates a lack of oversight. 
In relation to policy and procedure regarding the reporting of continuous improvement to the board of directors. The management response and supplemental evidence demonstrated the executive committee’s established continuous improvement plan as a standing agenda item. Service documentation demonstrated the PCI is reviewed and evaluated by the service’s committees. Although there is no evidence the PCI is discussed and reviewed at board meetings, there is sufficient evidence the PCI is being reviewed by management. In reaching my decision, I have considered management’s review of the PCI and the evaluation of outcomes, and am satisfied this element of the Requirement is compliant. 
In relation to financial governance, the evidence provided by management in relation to communication/discussions with consumers regarding unspent funds. I am satisfied unspent funds are discussed with consumers on a regular basis. The case worker monthly report formally considers, tracks and monitors unspent funds. 
In relation to feedback and complaints, management provided evidence feedback and complaints are captured and evaluated. I acknowledge the Assessment Team Report recommendations regarding their concerns in the service not formally capturing consumer feedback directly. However, I addressed this concern in 6(3)(d) and I remain satisfied management have implemented a proforma to formally capture consumer feedback directly. I am satisfied management have reviewed the new process for effectiveness as per the provided PCI. 
In relation to workforce governance, specifically the external workforce, documentation provided by management evidenced management use an embedded recruitment and selection process to ensure the external workforce is competent and safe. Management demonstrated the qualifications, roles, responsibilities and accountabilities are evaluated and reviewed by the executive committee annually to ensure the external workforce meets its statutory obligations, which is further addressed in 7(3)(c). 
I have considered the Assessment Team recommendation and the response from management in relation to this requirement. I am satisfied management have sufficiently provided organisational oversight of continuous improvement, workforce governance, financial governance and feedback and complaints. 
Based on the information summarised above, I find the service is compliant with Requirement 8(3)(c). 
Requirement 8(3)(d)
The organisation has risk management systems and practices in place to enable the service to manage high-prevalence risks associated with the care of consumers and identify and respond to abuse and neglect of consumers. The service, however, does not have effective risk management systems and practices in place to support HCP and CHSP consumers to live the best life they can or manage and prevent incidents.
Managing high-impact or high-prevalence risks
The Approved Provider response, supporting documents and PCI refer to actions included under Requirement 8(3)(d). The Assessment Team report raised deficits relating to clinical oversight of the vulnerability checklist. Management provided evidence of their PCI which demonstrates the vulnerability check list is used to supplement clinical risk assessments and not to replace them. Evidence provided by management supports the initiative is designed to supplement the management of risk during care planning assessments. There is insufficient evidence to support a paucity of clinical oversight and management of high impact high prevalence risks in this regard.
Managing and preventing incidents, including the use of an incident management system
The Approved Provider response, supporting documents and PCI refer to actions included under Requirement 8(3)(d). Staff demonstrated knowledge in reporting an incident, where and to whom incidents are reported. Although the concern extended to incident evaluation not being completed and closed by management for some incidents, management provided evidence of the incident management roles and responsibilities. The closure process evidenced the registered nurse on duty is responsible for consulting with care staff and consumers to analyse and review the incident. To that extent, information is gathered during the process to identify deficiencies and develop improvement initiatives. The quality incident report demonstrates management oversight of incidents with review and recommendations to resolve or improve the outcome before closure. 
I have considered the Assessment Team recommendation and the response from management in relation to this requirement. I am satisfied management have sufficiently provided clinical and managerial oversight of incidents and high impact, high prevalence risks. I am satisfied this Requirement is compliant.
Requirement 8(3)(e)
The organisation has a comprehensive organisation wide clinical governance framework that covers the roles and responsibilities of care recipients, the workforce, managers, executive and the Board of Directors. However, the framework does not specify what aspects of it pertains to the residential services and hospice service and what aspects pertain to HCP and CHSP. For example:
· The organisation-wide clinical governance framework refers to ‘residents’ throughout. 
· The workforce clinical roles and responsibilities for CHSP and HCP are lacking and workforce roles and responsibilities, such as a clinical lead, are included however do not pertain to HCP and CHSP.
· Sections on evidence-based policies, record keeping, and feedback and complaints reflect that of the residential and hospice services.
The Approved Provider response, supporting documents and PCI refer to actions included under Requirement 8(3)(e). In relation to the clinical governance framework referring consumers as residents. Management provided a rationale for terminology in their response. Management referred to consumers through the clinical governance framework as residents, there is insufficient evidence to support the utilisation of this term detracted from care delivery or led to demonstrably negative outcomes in service delivery. The PCI captured the terminology issue and recorded the improvement initiative to change the terminology to customer in all service documents has been closed. The providers care safety and quality improvement system policy which supplements the clinical governance framework and outlines the service’s approach to HCP and CHSP care delivery with reference to the clinical governance framework. 
In relation to workforce clinical roles and responsibilities, this has been addressed in Requirement 7(3)(c). The care recipient safety and quality improvement policy and the clinical governance committee bylaws provided by management evidence there is clinical oversight of roles and responsibilities in direct relation to HCP and CHSP consumers. 
Based on the information summarised above, I find the service is compliant with Requirement 8(3)(e). 
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