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This performance report
This performance report for The Oaks Aged Care Facility (the service) has been prepared by M Dubovinsky, 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.
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 - Site; the Assessment Contact - Site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others;
· the provider’s response to the Assessment Team’s report received 11 April 2023; and
· the Performance Report dated 14 September 2022 for the Site Audit undertaken from dated 27 July 2022 to 29 July 2022.


Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant 

	Standard 3 Personal care and clinical care
	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 2 Requirement (3)(a)
· Review relevant policies and procedures to support assessment and planning in relation to changed behaviours, pain and skin care.
· Ensure staff are aware of and follow relevant policies and procedures in relation to changed behaviours, pain and skin care.
· Ensure staff complete assessment and planning processes for new consumers entering the service in accordance with the service’s procedure.
Standard 2 Requirement (3)(e)
· Review relevant policies and procedures to support regular review of care and services in relation to pain, nutrition and hydration, and falls.
· Ensure staff review care and services when there changes to consumers’ health or when there are incidents, including in relation to pain, falls and nutrition and hydration.
Standard 3 Requirement (3)(a)
· Review relevant policies and procedures to support the delivery of effective and best practice clinical care in relation to pain and weight management.
· Ensure staff use effective pain monitoring and evaluation processes to ensure consumers’ pain is effectively managed.
· Ensure staff follow the service’s weight management protocols to ensure consumers’ nutritional needs are met.
· Ensure staff are aware of and follow relevant policies and procedures to support the delivery of effective and best practice clinical care in relation to pain and weight management.
Standard 3 Requirement (3)(b)
· Review relevant policies and procedures to support effective management of high-impact and high-prevalence risks associated with the care of each consumer in relation to management of falls and changed behaviours.
· Ensure staff are aware of and follow relevant policies and procedures to support the delivery of effective management of high-impact and high-prevalence risks associated with the care of each consumer in relation to management of falls and changed behaviours.
Standard 8 Requirement (3)(d)
· Review relevant policies and procedures to support effective risk management systems and practices, specifically in relation to monitoring and managing high-impact or high-prevalence risks associated with the care of consumers and managing and preventing incidents, including the use of an incident management system. Ensure processes support the identification and management of incidents including for consumers experiencing changed behaviours.
· Ensure staff are aware of and follow relevant policies and procedures in relation to monitoring and managing high-impact or high-prevalence risks associated with the care of consumers and managing and preventing incidents, including the use of an incident management system.
· Monitor staff are reporting incidents through the incident management system.
· Ensure clinical indicator data is analysed for individual consumers to ensure high-impact or high-prevalence risks are identified, managed and used to improve the delivery of care for individual consumers and the overall consumer cohort.
Standard 8 Requirement (3)(e)
· Review the organisation’s clinical governance framework, specifically in relation to minimising use of restrictive practices, antimicrobial stewardship and governance processes to monitor and address the non-compliance identified in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care.
· Ensure the service understands their responsibilities in relation to restrictive practices and behaviour support in accordance with the Quality of Care Principles 2014.
· Ensure infections and use of antibiotics is effectively monitored and reported through the clinical governance system.


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)(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
I have assessed the Quality Standard as Non-compliant as I am satisfied Requirements (3)(a) and (3)(e) are Non-compliant.
Requirement (3)(a)
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team recommended the service was unable to demonstrate assessment and planning is completed in line with the organisation’s policies and procedures to identify risks to consumers’ health and well-being to inform the delivery of safe and effective care and services. The Assessment Team provided the following evidence and information relevant to my finding:
· Four consumers who have changed behaviours did not have a behaviour support plan which included strategies and interventions for all changed behaviours. For one of these four consumers, there was no behaviour support plan. For example:
· A consumer’s (Consumer A) progress notes demonstrates the consumer exhibits changed physical behaviours towards staff. However, a behaviour support plan has not been completed.
· While a consumer (Consumer B) has a behaviour support plan, it does not include strategies for all changed behaviours. The behaviour support only includes strategies and interventions to support the management of changed behaviours in relation to the showering process. However, progress notes and incidents demonstrate Consumer B exhibits changed behaviours which occur throughout the day and are not associated with showering.
· Two consumers indicated that a consumer (Consumer C) often exhibits changed behaviours of yelling/calling out in communal areas. However, Consumer C’s behaviour support plan does not include strategies or interventions for this particular changed behaviour to guide staff in providing behaviour support.
· A consumer’s (Consumer D) documentation and interviews with staff confirmed the consumer has changed behaviours of physical aggression during activities of daily living. However, the consumer’s behaviour assessment and the behaviour support plan does not include this changed behaviour. Additionally, the behaviour assessment and support plan includes strategies and supports for a changed behaviour of wandering. However, a relevant physiotherapy assessment indicates Consumer D can no longer independently mobilise.
· Consumer A did not have an interim care plan completed in accordance with the service’s entry assessment processes. Relevant assessments were not completed on entry, including:
· skin integrity and pressure area risk assessment, even though wound treatment records demonstrate the consumer has bruises and skin tears;
· food and fluid charting and nutritional assessments were not completed in accordance with the service’s procedure; and
· the interim care plan did not include pain management strategies even though the care plan indicated the consumer experiences pain.
The Approved Provider submitted a response to the Assessment Team’s report. The response asserts there was documentation which existed at the time of the Assessment Contact and if considered by the Assessment Team would have avoided some ‘gaps’ identified by the Assessment Team. However, it is unclear if the Approved Provider agrees or disagrees with the Assessment Team’s findings but they assert improvements in the clinical documentation system were underway prior to the Assessment Contact. The Approved Provider submitted the following information and evidence relevant to my finding in this Requirement:
· The Approved Provider had identified in the latter of 2022 that there was a need to upgrade the clinical documentation system.
· The Approved Provider was successful in accelerating the implementation process of the new clinical documentation systems to address the internally identified deficits in the paper-based clinical care system and to support a focus on risk management and decision making in formal assessment processes. It is planned this new system will ‘go live’ on 1 August 2023.
· Eight reviewed assessment tools were planned to be launched the week after the Assessment Contact, however due to unforeseen leave of key personnel, and receipt of the Assessment Team’s report, a new priority approach to introduce the revised tools was developed.
· The Approved Provider understands the internally identified deficits of the paper-based clinical documentation system and plans for improvements directly links to issues identified in Standards 2 and 3, including this Requirement. However, the strategic approach which was due to be launched the week after the Assessment Contact demonstrates a thoroughly proactive solution and approach.
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service is unable to demonstrate assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care.
I acknowledge the Approved Provider’s assertion and documented evidence that they were aware of clinical documentation deficits and a proactive solution had been developed and planned, with imminent implementation planned for the week following the Assessment Contact. However, the Approved Provider did not provide additional information or evidence to support that assessment and planning for Consumers A, B, C and D had considered the risks to consumers’ health and well-being to inform the delivery of safe and effective care and services. Additionally, the Approved Provider’s response does not provide me with confidence that the new assessment forms have addressed the assessment and planning deficits identified by the Assessment Team.
In coming to my finding, I have relied upon evidence in the Assessment Team’s report which indicates there is evidence for three consumers (Consumers B, C and D) exhibiting changed behaviours which impact on themselves or others but do not have a behaviour support plan which includes specific strategies and supports for each changed behaviour. Additionally, Consumer A does not have a behaviour support plan, even though staff have reported changed behaviours since the consumer entered the service.
I have also considered that Consumer A did not have an interim care plan completed in accordance with the service’s assessment entry processes and the care plan did not include key clinical areas relevant to the consumer’s condition to support the delivery of care, specifically skin integrity management and pain management.
Based on the information summarised above, I find the service Non-compliant with Requirement (3)(a) in Standard 2 Ongoing assessment and planning with consumers.
Requirement (3)(e)
The service was found Non-compliant with Requirement (3)(e) following a Site Audit conducted from 27 July 2022 to 29 July 2022 where it was found the service was unable to demonstrate for three consumers that effective reviews were undertaken, specifically relating to pain, falls, changed behaviours, pressure injury and emotional care.
The Assessment Team’s report provided evidence of actions taken to address deficits identified, including, but not limited to:
· The template form used to review consumers’ care and service needs was reviewed and updated to include information relating to changed behaviours.
· A flow chart was developed to guide staff of actions to take in the event of changes to a consumer’s health.
· Skin integrity assessments were reviewed to include information on pressure ulcer risk and relevant strategies.
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team recommended the service was unable to demonstrate care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact the needs, goals and preferences for four consumers in relation to nutrition and hydration, pain and falls. The Assessment Team provided the following evidence and information relevant to my finding:
Consumer E
· Dietary information for Consumer E was inconsistent between assessments and dietary information sheets/forms used to inform meal preparation/serving. Three staff interviewed were unable to confirm what the recommended diet is and stated they provide Consumer E meals in accordance with the handover sheet, which was inconsistent with the assessment.
Consumer B
· Consumer B was reviewed by Allied Health Staff following a fall and recommended a pain management strategy for specific areas of the body. However, this strategy was not consistent with the most recent pain assessment and care plan, nor with the daily work sheets to guide staff to implement the pain management recommendation. Staff interviewed were unable to identify the areas Consumer B experiences pain as identified by the Allied Health Staff and said they would refer to the care plan.
Consumer D
· Consumer D had three falls in month but reassessment using the falls risk assessment was not completed in accordance with the service’s policy. The most recent falls risk assessment was completed approximately 16 months prior to the three falls.
Consumer A
· Consumer A experienced four falls in an approximate one-month period, with minor injury of skin tears and bruising sustained. However, documentation did not demonstrate additional falls prevention strategies were implemented nor was the assessment reviewed, with strategies remaining the same as prior to the series of falls.
· While clinical staff were aware Consumer A was assessed as a high falls risk, they did not indicate they were aware the consumer should have had reassessment completed when the consumer had experienced falls and assessments to be undertaken following falls.
The Approved Provider submitted a response to the Assessment Team’s report. The response asserts there was documentation which existed at the time of the Assessment Contact and if considered by the Assessment Team would have avoided some ‘gaps’ identified by the Assessment Team. However, it is unclear if the Approved Provider agrees or disagrees with the Assessment Team’s findings but they assert improvements in the clinical documentation system were underway prior to the Assessment Contact. The Approved Provider submitted the following information and evidence relevant to my finding in this Requirement:
· The Approved Provider had identified in the latter of 2022 that there was a need to upgrade the clinical documentation system.
· The Approved Provider was successful in accelerating the implementation process of the new clinical documentation systems to address the internally identified deficits in the paper-based clinical care system and to support a focus on risk management and decision making in formal assessment processes. It is planned this new system will ‘go live’ on 1 August 2023.
· Eight reviewed assessment tools were planned to be launched the week after the Assessment Contact, however due to unforeseen leave of key personnel, and receipt of the Assessment Team’s report, a new priority approach to introduce the revised tools was developed.
· The Approved Provider understands the internally identified deficits of the paper-based clinical documentation system and plans for improvements directly links to issues identified in Standards 2 and 3, including this Requirement. However, the strategic approach which was due to be launched the week after the Assessment Contact demonstrates a thoroughly proactive solution and approach.
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service is unable to demonstrate care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of consumers.
I acknowledge the Approved Provider’s assertion and documented evidence that they were aware of clinical documentation deficits and a proactive solution had been developed and planned, with imminent implementation planned for the week following the Assessment Contact. However, the Approved Provider did not provide additional information or evidence to support that assessment and planning for Consumers A, B, D and E had included regular review of care and services when circumstances changes or when incidents impact on the needs, goals or preferences of the consumers. Additionally, the Approved Provider’s response does not provide me with confidence that the new assessment forms have been used to support effective reassessment and review of consumers’ care and services when circumstances change or when incidents occur.
In coming to my finding, I have relied upon evidence in the Assessment Team’s report which demonstrates Consumers A and D experienced several falls but reassessment of their falls risk was not completed in accordance with the service’s procedure, nor were consideration or changes to falls preventions strategies made to support falls prevention.
In relation to Consumer B, I have considered that while Allied Health Staff had recommended a pain management strategy this was not incorporated into the care and services plan, resulting in staff not providing the pain management strategy effectively.
In relation to Consumer E, I find the inconsistencies between the dietary assessments and dietary sheets/forms indicates review of assessments and care plans has not been effective.
Based on the information summarised above, I find the service Non-compliant with Requirement (3)(e) in Standard 2 Ongoing assessment and planning with consumers. 
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)(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 


Findings
I have assessed the Quality Standard as Non-compliant as I am satisfied Requirements (3)(a) and (3)(b) are Non-compliant. I have assessed Requirement (3)(e) as Compliant.
Requirement (3)(a)
The service was found Non-compliant with Requirement (3)(a) following a Site Audit conducted from 27 July 2022 to 29 July 2022 where it was found the service was unable to demonstrate each consumer was receiving personal care and clinical care that is best practice and tailored to consumers’ needs. This finding specifically related to management of pressure injuries and behaviour support associated with the use of mechanical restraint.
The Assessment Team’s report stated evidence was not provided of actions taken to address the deficits in response to the Non-compliance.
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team recommended the service was unable to demonstrate each consumer gets safe and effective personal and/or clinical care that is best practice, tailored to their needs and optimises their health and well-being, specifically in relation to management of pain and weight. The following evidence was considered relevant to my finding:
Consumer A
· Pain charting and the interim care plan for Consumer A indicates the consumer experience mild pain, however, specific strategies are not identified in the care plan. Additionally, pain charting for a week period demonstrated Consumer A experienced three occasions of mild pain but the chart does not demonstrate what actions were taken to manage the consumer’s pain. Clinical and care staff interviewed stated they do not document strategies on pain charts but were able to describe generic pain management strategies.
Consumer C
· Two consumers indicated that a consumer (Consumer C) often exhibits changed behaviours of yelling/calling out in communal areas. However, Consumer C’s behaviour support plan does not include strategies or intervention for this particular changed behaviour to guide staff in providing behaviour support.
· Staff confirmed Consumer C will require two or three staff to attend to care needs on most days and incident reports show Consumer C can exhibit physical aggression during the provision of care. Consumer C was reviewed by dementia specialist services approximately three months prior to the Assessment Contact and recommended pain and behaviours to be monitored, with an additional recommendation to provide pain relief before attending to care. While pain relief was provided initially on four occasions prior to the provision of care, this intervention was not continued. Additionally, monitoring of pain was inconsistently completed with the pain chart showing four entries in a six-month period.
· The service’s procedure relating to nutrition and hydration includes that a consumer is to be referred to a Dietitian if there is a 2 kilogram weight loss and the consumer’s weight is greater than 50 kilograms. Consumer C sustained a 2.5 kilogram weight loss in a two-month period, however, progress notes did not show any actions taken in response to the weight loss.
Consumer D
· Progress notes show Consumer D had a weight loss identified over two months and was commenced on weekly weighs. However, Consumer D’s weight was only recorded on three of nine occasions when weekly weighs were required. The consumer continued to lose further weight over the next two months, totalling a 9 kilogram weight loss in a four month period. The Assessment Team were not provided evidence of referral to a Dietitian in accordance with the service’s procedure.
The Approved Provider submitted a response to the Assessment Team’s report. The response asserts there was documentation which existed at the time of the Assessment Contact and if considered by the Assessment Team would have avoided some ‘gaps’ identified by the Assessment Team. However, it is unclear if the Approved Provider agrees or disagrees with the Assessment Team’s findings but they assert improvements in the clinical documentation system were underway prior to the Assessment Contact. The Approved Provider submitted the following information and evidence relevant to my finding in this Requirement:
· The Approved Provider had identified in the latter of 2022 that there was a need to upgrade the clinical documentation system.
· The Approved Provider understands the internally identified deficits of the paper-based clinical documentation system and plans for improvements directly links to issues identified in Standards 2 and 3, including this Requirement. However, the strategic approach which was due to be launched the week after the Assessment Contact demonstrates a thoroughly proactive solution and approach.
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service is unable to demonstrate each consumer gets safe and effective personal care and/or clinical that is best practice, tailored to their needs and optimises their health and well-being.
I acknowledge the Approved Provider’s assertion and documented evidence that they were aware of clinical documentation deficits prior to the Assessment Contact and a proactive solution had been developed and planned, with imminent implementation planned for the week following the Assessment Contact. However, the Approved Provider did not provide additional information or evidence to support Consumers A, C and D are provided with safe and effective clinical care that is best practice, tailored to their needs or optimises their health and well-being. My finding specifically relates to pain management, behaviour support and nutrition and hydration.
In coming to my finding, I have relied upon evidence in the Assessment Team’s report which demonstrates Consumers C and D experienced weight loss but actions were not taken in accordance with the service’s procedure or the weight loss followed-up, including referral to relevant specialists such as a Dietitian. Specifically in relation to Consumer D, staff had identified weight loss for the consumer and initiated increased monitoring, however, this was not effectively implemented and weight records indicate Consumer D had lost a substantial amount of weight in a four-month period.
I have also considered that Consumer C presents with changed behaviours associated with the provision of care, however, dementia specialist recommendations of providing pain relief prior to the delivery of care, while initially implemented, was not continued. Additionally, specialist recommendations included pain monitoring but this was only completed on four occasions in a six-month period. Staff report the consumer can exhibit physical aggression during the provision of care but only report changed behaviours which have impact such as a skin tear.
I have also considered evidence presented in Requirement (3)(b) in this Standard relating to Consumer C’s provision of hygiene which indicates the consumer does not receive personal hygiene care in accordance with their care plan, that is, washes and showers on alternate days. Consumer C has a shower monitoring form which should be completed each day. This form identifies if the consumer has a shower, wash or refuses care but does not include interventions trialled or reason for refusal. The shower monitoring form shows in a 34-day period, the consumer had a wash on 7 occasions and a shower on 2 occasions. Behaviour charting and progress notes did not indicate changed behaviours were evident during hygiene on days it was not provided. Additionally, staff said they ‘put up with the behaviours’ and do their best but were unable to describe personalised behaviour support strategies for Consumer C.
Additionally, Consumer C is presenting with changed behaviours in the communal areas impacting other consumer, however, evidence was not provided of strategies used to support the consumer when this occurs.
In relation to Consumer A, I find the consumer’s pain chart indicated the consumer has pain, but staff were unable to demonstrate specific strategies developed to manage pain for this consumer.
Based on the information summarised above, I find the service Non-compliant with Requirement (3)(a) in Standard 3 Personal care and clinical care.
Requirement (3)(b)
The service was found Non-compliant with Requirement (3)(b) following a Site Audit conducted from 27 July 2022 to 29 July 2022 where it was found the service was unable to demonstrate effective management of high-impact and high-prevalence risks specifically for two consumers in relation to management of changed behaviours.
The Assessment Team’s report provided evidence of actions taken to address deficits identified, including, but not limited to:
· All consumers who experience incidents of significant changed behaviour have been referred to a specialist service.
· Updated wound care assessment documentation to included information on pressure injury categorisation.
· Processes for the management of simple and complex wounds were reviewed and complex wounds are now managed by the Registered Nurse.
· The Diabetic Management Assessment was reviewed and updated to included actions to undertake when the consumer is unwell.
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team recommended the service was unable to demonstrate effective management of high-impact and high-prevalence risks specifically in relation to the management of changed behaviours and falls. The Assessment Team provided the following evidence and information relevant to my finding:
· Neurological observations were not completed in accordance with the service’s procedures for Consumers A, C and D following incidents of falls. Additionally, Consumers D and A have had several falls but falls prevention strategies have not been reviewed or updated to minimise the risk of further falls or injury.
Consumer B 
· While a consumer (Consumer B) has a behaviour support plan, it does not include strategies for all changed behaviours. Progress notes and incidents demonstrate Consumer B exhibits changed behaviours when being re-directed from other consumers’ rooms and in relation to the provision of showering/washing. However, the consumer’s care plan does not have individualised behaviour support strategies for managing changed behaviours associated with re-directing the consumer. Staff were unable to describe personalised strategies in relation to behaviour support.
Consumer C
· Two consumers indicated that Consumer C often exhibits changed behaviours of yelling/calling out in communal areas. One consumer indicated that the yelling/calling out negatively impacts them. However, Consumer C’s behaviour support plan does not include strategies or intervention for this particular changed behaviour to guide staff in providing behaviour support.
· Staff confirmed Consumer C will require two or three staff to attend to care needs on most days and incident reports show Consumer C can exhibit physical aggression during the provision of care. The consumer was reviewed by dementia specialists in December 2022 who recommended that only two staff are to attend to care needs and if staff feel more staff are required, then they are to give the consumer time and return a short time later.
Consumer D
· Consumer D’s documentation and interviews with staff confirmed the consumer has changed behaviours of physical aggression during activities of daily living. However, the consumer’s behaviour assessment and the behaviour support plan does not include this changed behaviour.
Consumer F
· Staff stated the consumer experiences changed behaviours associated with staff attending to the consumer’s care needs. A clinical staff worker confirmed they sustained a physical injury due to having three staff assist with Consumer F’s personal hygiene. The consumer had been reviewed by dementia specialists in October 2022 resulting in a recommendation of only one staff member to attend to the consumer and to allow time for the consumer to engage with the staff member.
The Approved Provider submitted a response to the Assessment Team’s report. The response asserts that there was documentation which existed at the time of the Assessment Contact and if considered by the Assessment Team would have avoided some ‘gaps’ identified by the Assessment Team. However, it is unclear if the Approved Provider agrees or disagrees with the Assessment Team’s findings but they assert improvements in the clinical documentation system were underway prior to the Assessment Contact. The Approved Provider submitted the following information and evidence relevant to my finding in this Requirement:
· The Approved Provider had identified in the latter of 2022 that there was a need to upgrade the clinical documentation system.
· The Approved Provider understands the internally identified deficits of the paper-based clinical documentation system and plans for improvements directly links to issues identified in Standards 2 and 3, including this Requirement. However, the strategic approach which was due to be launched the week after the Assessment Contact demonstrates a thoroughly proactive solution and approach.
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service is unable to demonstrate effective management of high impact or high prevalence risks associated with the care of each consumer.
I acknowledge the Approved Provider’s assertion and documented evidence that they were aware of clinical documentation deficits prior to the Assessment Contact and a proactive solution had been developed and planned, with imminent implementation planned for the week following the Assessment Contact. However, the Approved Provider did not provide additional information or evidence to demonstrates effective management of high-impact or high-prevalence risks associated with the care of Consumers A, B, C, D and F. My finding specifically relates to ineffective management of risks associated with behaviour support and post falls monitoring.
In coming to my finding, I have relied upon evidence in the Assessment Team’s report which demonstrates staff are not completing neurological observations post falls for consumers, to effectively manage risks associated with falls, including effective monitoring for injuries or changes to clinical condition.
In relation to Consumer B, I consider staff were unable to describe and the care plan did not include personalised strategies to ensure effective behaviour support to minimise risks associated with changed behaviours.
In relation to Consumer C, I consider that staff are not always using behaviour support strategies recommended by dementia specialists in relation to providing care, to minimise risks of changed behaviours and the inclusion of three staff members in providing personal care. Additionally, Consumer C’s behaviour support plan does not include behaviour support strategies to minimise occurrence of changed behaviours impacting on other consumers.
In relation to Consumer D, I consider the consumer’s behaviour support plan does not include support strategies to minimise occurrence of changed behaviours associated with activities of daily living.
In relation to Consumer F, I consider that staff are not using strategies recommended by dementia specialists in relation to attending to the consumer’s personal hygiene, to minimise risks of changed behaviours associated with using three staff members to provide personal hygiene which is not in accordance with the recommended one staff member.
Based on the information summarised above, I find the service Non-compliant with Requirement (3)(b) in Standard 3 Personal care and clinical care.
Requirement (3)(e)
The service was found Non-compliant with Requirement (3)(e) following a Site Audit conducted from 27 July 2022 to 29 July 2022 where it was found the service was unable to demonstrate relevant information about consumers’ condition was documented and communicated within the organisation with deficits regarding information sharing, with some progress notes missing information and some details not being effectively communicated to staff at handover.
The Assessment Team’s report provided evidence of actions taken to address deficits identified, including, but not limited to:
· Care plans were updated to include an area for risk and safety issues to be documented with sampled care plans confirming this process.
· A white board was implemented to assist in communication between clinical staff. Feedback from staff confirmed this practice was effective.
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team recommended the service was able to demonstrate 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. The following evidence was considered relevant to my finding:
· Representatives stated staff communicate with them in relation to changes and feel they are well informed
· Staff stated they are well informed about consumer’s changes and receive effective handover processes.
· Documentation viewed showed Medical Officers and Allied Health Staff have access to consumer care files and staff at the service have access to the information documented in the care files.
· Staff confirmed effective handover processes.
Based on the information summarised above, I find the service Compliant with Requirement (3)(e) in Standard 3 Personal care and clinical care.


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)(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
I have assessed the Quality Standard as Non-compliant as I am satisfied Requirements (3)(d) and (3)(e) are Non-compliant. I have assessed Requirement (3)(c) as Compliant.
Requirement (3)(c).
The service was found Non-compliant with Requirement (3)(c) following a Site Audit conducted from 27 July 2022 to 29 July 2022 where it was found the service was unable to demonstrate effective regulatory compliance, specifically in relation to reporting in line with the requirements of the Serious Incident Response Scheme (SIRS).
The Assessment Team’s report provided evidence of actions taken to address deficits identified, including, but not limited to:
· Implemented an electronic incident management system.
· Training was provided to staff on the SIRS.
· Policies and procedures were reviewed in relation to the SIRS escalation and management.
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team recommended the service was able to demonstrate effective organisation wide governance systems relating to information management, continuous improvement, financial governance, workforce governance including the assignment of clear responsibilities and accountabilities, regulatory compliance and feedback and complaints. The following evidence was considered relevant to my finding:
· In relation to information management, staff have access to a range of hard copy information which is securely stored at the service. Documentation viewed showed the service has a range of policies and procedures, undertakes regular meetings and undertakes a range of reporting and audits.
· In relation to continuous improvement, the service has a continuous improvement framework and documentation showed the register is updated monthly. The register showed a range of improvements have been undertaken including purchasing new gardening tools to support lifestyle activities. Consumers and representatives confirmed they are encouraged to participate in continues improvement initiatives.
· In relation to financial governance, management confirmed a range of financial delegation processes and mechanisms to support the reporting of financial expenditures to inform the annual report.
· In relation to regulatory compliance, management confirmed memberships with peak body’s and confirmed receiving communications distributed the by Aged Care Quality and Safety Commission. Records confirmed staff have been provided training on the Code of Conduct.
· In relation to workforce governance, documentation showed a range of process to support and manage staff. Documentation viewed included a range of duty statements, performance appraisal processes and pre-employment screening to ensure effective workforce governance.
· In relation to feedback and complaints, the service has a range of processes including feedback forms which are located near the main entrance and are also distributed through the Resident’s Information Pack when consumers first enter the service. Management stated they have an open-door policy and engage with consumers throughout their daily duties to identify and address feedback.
Based on the information summarised above, I find the service Compliant with Requirement (3)(c) in Standard 8 Organisational governance.
Requirement (3)(d)
The service was found Non-compliant with Requirement (3)(d) following a Site Audit conducted from 27 July 2022 to 29 July 2022 where it was found the service was unable to demonstrate effective risk management in relation to incident reporting and policies and procedures did not reflect current legislative requirements.
The Assessment Team’s report provided evidence of actions taken to address deficits identified, including, but not limited to:
· Implemented an electronic incident management system.
· Staff were provided training on the SIRS and reporting.
· Policies and procedures were reviewed in relation to the SIRS escalation and management.
· Implementation of a wound folder with improved processes for the management of simple and complex wounds.
· Reviewed individual consumer’s behaviour support plans.
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team recommended the service was unable to demonstrate effective risk management systems and practices in relation to management of high-impact or high-prevalence risks associated with the care of consumers and managing and preventing incidents including responding to consumers’ changed behaviours. The Assessment Team provided the following information and evidence relevant to my finding:
· The policy and procedure relating to incident management outlines when incident forms are to be completed including in relation to verbal and physical aggression towards consumers and staff.
· Progress notes show Consumer B experienced changed behaviours of physical aggression towards staff on two occasions. However, no incidents forms were completed.
· Seven clinical and care staff confirmed incident forms are not completed when consumers experience changed behaviours towards staff, including hitting, punching or biting staff. Three staff stated Consumers’ D and E experience changed behaviours of hitting staff during the provision of activities of daily living but they did not complete incident forms. Staff stated they do not complete incident forms for consumers who experience verbal changed behaviours.
· Two incidents were reported as part of the SIRS reporting three months prior to the Assessment Contact.
· Documentation showed consumers who wish to take risks, have a risks assessment completed with strategies developed. Documentation showed Risk Assessments completed for two consumers were not reviewed six monthly in line with internal processes.
· Staff attended training on SIRS and incident management seven months prior to the Assessment Contact and further training was provided to staff five months prior to the Assessment Contact.
The Approved Provider’s response indicates they disagree with the Assessment Team’s findings, however acknowledge the issues raised. The following evidence was considered relevant to my finding:
· Records confirming 95 per cent of staff have been provided training on incident management. The Assessment Team’s claim that seven staff have no knowledge of the need to report incidents contradicts the training attendance of 95 percent.
· The issues of ‘under-reporting’ incidents was addressed with staff in 2022.
· A new incident management system was implemented in November 2022 and while education was provided to the Site Manager and there was a planned handover of this information to the relieving Manager, this was compromised due to unforeseen leave. However, the relieving Manager was provided with education on this system in February 2023 and was informed they would be provided with March 2023 data to be included in the leadership meeting.
· Data analysis March 2023 was provided as evidence to demonstrate the service can evaluate data from many perspectives.
· While the Approved Provider finds it concerning that there is an inference by the Assessment Team that staff do not know that they need to report behavioural episodes which impact them, the data shows two incidents where staff have reported incidents where they have been impacted by consumers’ actions. However, toolbox education sessions and meetings are being used to provide further education.
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service was unable to demonstrate effective risk management systems and practices in relation to managing high-impact or high-prevalence risks associated with the care of consumers and managing and preventing incidents, including the use of an incident management system. However, I find the service was able to demonstrate effective processes to support consumers to live the best life they can and processes to support identifying and responding to abuse and neglect of consumers.
In relation to risk management systems and practices to support managing and preventing incidents, including the use of an incident management system, I find the service was unable to demonstrate this aspect of the Requirement. Whilst, I acknowledge staff have been provided training on incident reporting and there is evidence of incidents being reported where consumers’ changed behaviours have impacted staff, I find staff have not always been completing incident forms in relation to all changed behaviours of physical and verbal aggression. While the Approved Provider is concerned by the inference by the Assessment Team that staff do not understand incident reporting, I have considered that there are at least four incidents for Consumers B and C which were noted in progress notes associated with changed behaviours of physical aggression which were not reported through the service’s incident management system. Additionally, I acknowledge that staff have participated in incident management training, but I have considered that seven staff described consumers with changed behaviours of physical aggression towards staff, confirming they do not complete incident reports or record in progress notes which indicates staff are not effectively using the incident management system.
In relation to risk management systems and practices to support high-impact or high-prevalence risks associated with the care of consumers, I find the service was unable to demonstrate this aspect of the Requirement. In coming to my finding, I have considered that while the Approved Provider submitted analysis and data for incidents, this did not demonstrate that risks for individual consumers are identified and strategies developed to mitigate further risk or incidents. The data analysis documents does provide for data analysis, including some trending but it did not demonstrate that individual consumers’ risks were identified and managed, nor improvements for the broader consumer cohort identified. Additionally, with staff not always reporting incidents into the incident management system, this impacts on the efficacy of identifying and managing individual consumers’ risk. I have considered evidence in Standards 2 and 3 which indicates risks associated with consumers’ care, specifically in relation to behaviour support and falls prevention management, have not been effectively managed or identified as a deficit through the service’s risk management system.
In relation to risk management systems and practices to support consumers to live the best life they can, I find the service was able to demonstrate effective processes to support consumers to live the best life they can with risks assessments completed and strategies developed. I have noted the evidence indicates for two consumers identified, risk assessments were not reviewed in line with internal processes, and I would encourage the service to ensure risk assessments are regularly reviewed for effectiveness.
In relation to risk management systems and practices to support organisational governance and processes to support identifying and responding to abuse and neglect of consumers. I have noted the service has processes to support the reporting of serious incidents in line with the SIRS and I have considered the evidence which showed staff have been provided training. In addition, I have noted the evidence which showed when incidents of abuse occurred between two consumers the service had ensured relevant reporting was undertaken.
Based on the information summarised above, I find the service Non-compliant with Requirement (3)(d) in Standard 8 Organisational governance.
Requirement (3)(e)
During the Assessment Contact undertaken from 7 March 2023 to 8 March 2023 the Assessment Team found the service has a clinical governance framework in relation to antimicrobial stewardship and minimising the use of restraint, but this framework has not been effective. The Assessment Team provided the following information and evidence relevant to my finding:
· The service produces a monthly clinical indicator report, and this report is discussed at a range of meetings, however this failed to identify/address deficits in care in relation to pain, falls, weight loss and management of changed behaviours as identified by the Assessment Team.
· An incident management graph was displayed on the noticeboard for a three-month period showing a range of clinical data such as consumer falls, bruises, pressure injuries and soft tissue injury.
· Senior clinical staff have not overseen clinical audits, incident reporting and care documentation reviews effectively to ensure risks to consumers were identified, monitored and addressed.
· In relation to antimicrobial stewardship, the service was unable to demonstrate they regularly review infection data to identify trends and opportunity for improvement.
· Progress notes showed Consumer C experienced a wound infection and was commenced on antibiotics however, a relevant swab of the toe wound did not occur until 12 days later with no results noted in progress notes. Additionally, 10 days later, progress notes indicate toes were offensive and smelly.
· Progress notes showed Consumer E had a potential infection but pathology testing was not followed-up as requested.
· Five care staff were able to describe antimicrobials stewardship principles.
· In relation to minimising the use of chemical restraint, the service has a restrictive practice policy and procedure and monitors restrictive practices through a range of reports and meetings. However, the service was unable to demonstrate how they monitor consumers subject to chemical restraint.
· Management stated the service has no consumers subject to restrictive practices. However, a poly-pharmacy audit completed for a period approximately nine months prior to the Assessment Contact showed 12 consumers were prescribed antipsychotic medication but nine did not have a relevant diagnoses and medications were being used for the purpose of influencing changed behaviours.
· Clinical staff could not explain the use of chemical restraint.
· Behaviour support plans for four consumers do not guide staff or include interventions to manage all changed behaviours. See Standard 2 Requirement (3)(a) for further information for individual consumers.
· In relation to open disclosure, consumer representatives sampled, and clinical staff were aware of open disclosure practices.
The Approved Provider’s response indicates they disagree with the Assessment Team’s findings, however acknowledge the issues raised. The following evidence was considered relevant to my finding:
· Infections are reported on though the incident management systems and the service has a low number of infections. An incident management report was provided which showed in the month prior, the service had recorded zero infections. However, the Assessment Team’s evidence showed Consumer C was prescribed antibiotics for a wound infection. The response asserts pathology is at the discretion of the Medical Officer and the commencement of antibiotics prior to the receiving the outcomes of the culture and sensitivity is warranted as delays have the potential to place the consumer at risk where there are obvious signs of infection.
· The Assessment Team’s reference an Antipsychotic and Polypharmacy audit but this does not form part of the internal audit structure and has no connection to the use of psychotropic medication. The service has psychotropic register which demonstrates there are no prescribed substances which are not associated with an appropriate diagnosis. The psychotropic register was submitted with the response.
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service was unable to demonstrate effective clinical governance to support the assessment and delivery of effective personal and clinical care, antimicrobial stewardship and the minimisation of the use of chemical restraint. I find the service was able to demonstrate effective open disclosure practices.
In coming to my finding, whilst I acknowledge the service has a range of policies and procedures to support clinical governance, reports and a range of meetings, I have considered and placed weight on the failure in clinical governance to identify deficits identified by the Assessment Team in Standard 2 Ongoing assessment and planning with consumers and Standard 3 Personal care and clinical care.
In relation to antimicrobial stewardship, I find the service does not have effective clinical governance processes. In coming to my finding, I have noted Consumer C had pathology taken and was commenced on a treatment plan, however the evidence did not demonstrate if the outcome of the pathology was sought. In addition, the monthly analysis report provided showed the service had zero consumers who experienced an infection, despite Consumer C being commenced on antibiotics. In relation to Consumer E, I find the service did not demonstrate effective clinical governance as the service did not ensure pathology was sought in relation to Consumer E’s possible infection with relevant reporting and analysis completed for the same period.
In relation to minimising the use of restraint, I find the service does not have effective governance processes. In coming to my finding, I have noted the psychotropic register provided for the period in the month prior to the Assessment Contact showed the service recorded for all consumers their psychotropic medication is not identified as a chemical restraint. However, information on the register shows that for at least 10 consumers prescribed psychotropic medication the reason is for the management of behavioural and psychological symptoms of dementia, that is, for the purpose of influencing consumers’ changed behaviour. Thus, these consumers would be subject to a chemical restraint and the assertion by the Approved Provider that there is no chemical restraint used in the service is contradictory to the information documented on the psychotropic register relating to the reasons for prescribing. Therefore, it is unclear if the service’s policies, procedures and practices is inclusive of an understanding of their responsibilities associated with the use of chemical restraint.
In relation to Behaviour Support Plans, I find the service has not fully completed these for four consumers to support effective behaviour support and this has not been identified by the service’s governance processes.
I find the service was able to demonstrate effective open disclosure practices with both consumers and clinical staff confirming open disclosure practices.
Based on the information summarised above, I find the service Non-compliant with Requirement (3)(e) in Standard 8 Organisational governance.
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