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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 The Shoreline (the service) has been prepared by J. Bayldon, 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 (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others.
· 

Assessment summary 
	Standard 3 Personal care and clinical care
	Not Applicable

	Standard 7 Human resources
	Not Applicable

	Standard 8 Organisational governance
	Not Applicable


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 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


Findings
Requirement 3(3)(a) was found non-compliant following an Assessment Contact undertaken from 23 April 2024 to 24 April 2024 as the service was unable to demonstrate that it had appropriate systems/processes to ensure effective, safe management of consumer’s clinical and personal care, particularly in relation to risk of choking, medication and behavioural management, and restrictive practices.
At the time of the Assessment Contact – Site, the Assessment Team found the following relevant information to my finding:
· A review of care planning documentation evidenced current and valid restraint documentation. The service demonstrated the utilisation of Dementia Services Australia (DSA) and other specialists for additional strategies, and these were incorporated into the consumers’ care plans, behaviour support plan and communicated to staff.
· [bookmark: _Hlk181351680]For consumers who are identified as having chemical restraints, their care planning documentation showed non-pharmacological interventions are trialled first, prior to the administration of the medications. 
· Registered and care staff were able to describe potential triggers and individualised strategies to assist in managing changed behaviours and discussed how they used chemical restraint as a last resort for the sampled consumers.
· The Assessment Team observed some of the strategies in consumers’ behaviour support plan being utilised by the staff in the memory support unit. 
· Staff interviewed by the Assessment Team could demonstrate their understanding of best practice risk assessments for people with choking. 
· The service has conducted comprehensive training for all relevant staff to increase understanding on best practice requirement of mechanical restraints such as bed poles. Further information regarding training is provided in Requirement 7(3)(c). 
In coming to my finding, I have relied upon the previous performance report dated 29 May 2024 and the information contained in the Assessment Team’s report for the Assessment Contact undertaken from 23 April to 24 April 2024. Based on the information provided in both reports and summarised above, I am satisfied that the service has taken significant steps to ensure that the behaviour management, choking risks, and medications are all managed effectively by the service to ensure safe and effective care and services, both clinical and personal care, are being provided to consumers. Therefore, I find the provider in relation to the service, compliant with Requirement 3(3)(a) at the time of the performance report decision.   
· 

Standard 7
	Human resources
	

	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


Findings
[bookmark: _Hlk181351910]Requirement 7(3)(c) was found non-compliant following a Quality Audit undertaken as the service was unable to demonstrate that it has an effective system to ensure a competent workforce with skills/knowledge to effectively perform their roles, particularly relating to management of choking incidents, medication management, incident reporting/management, identifying/responding to unmet behavioural needs and restrictive practices. 
At the time of the Assessment Contact – Site, the Assessment Team found the following relevant information to my finding:
· Consumers stated they had confidence in the staff, and they knew what they were doing when providing care and services and staff were able to demonstrate an understanding of their role, stating they felt equipped to perform their duties.
· The registered nurse interviewed discussed the ongoing training provided by the service, and their understanding of best practice risk assessments such as for consumers at risk of choking and were able to identify the various restrictive practices, detailing the reasons why certain consumers at the service were subject to the restrictive practices.
· Care staff explained the induction process and mandatory training modules they have undertaken, onsite and online such as donning and doffing, fire and emergencies, code of conduct, manual handling, hand hygiene and choking management in the elderly. The Assessment Team reviewed training records and competency assessments that evidenced the process and modules being completed.
· Meetings minutes for the last 3 months show that education and training is being prioritised with topics such as bed stick/poles usage and safety, time sensitive medications, wound care and restrictive practices along with other mandatory requirements being discussed.
· Management demonstrated that they have established appropriate oversight with regards to education and training.
In coming to my finding, I have relied upon the previous performance report dated 29 May 2024 and the information contained in the Assessment Team’s report for the Assessment Contact undertaken from 23 April to 24 April 2024. Based on the information provided in both reports and summarised above, I am satisfied that the service has ensured that staff are competent and have the required knowledge to perform their roles effectively. I am also satisfied that the service has addressed the training deficiencies identified in the previous performance report in relation to training. Therefore, I find the provider in relation to the service, compliant with Requirement 7(3)(c) at the time of the performance report decision. 
· 

Standard 8
	Organisational governance
	

	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
[bookmark: _Hlk181352350]Requirement 8(3)(e) was found non-compliant following a Quality Audit undertaken as the service was unable to demonstrate that it had the following:
· an effective organisational clinical governance system relating to restrictive practices, BSPs/ behaviour management, risk assessments, choking, medication and incident management.
· An effective self-monitoring system to identify/respond to deficiencies and ensure compliance.
At the time of the Assessment Contact – Site, the Assessment Team found the following relevant information to my finding:
· The general manager interviewed indicated that restrictive practices are reported directly through to the board, and they receive a weekly report from the director of care detailing consumers who are subject to restrictive practices.
· The Assessment Team reviewed board meeting minutes and clinical governance committee board communication where both legislation for the psychotropic register was discussed and details were provided of restrictive practices and the quality improvement initiatives related to this, such as submission of the restrictive practice register and psychotropic register to the clinical governance committee.
· Management and staff interviewed confirmed the service prepares a monthly director of care report summary, including comments on infection control and antimicrobial stewardship that is shared with the board for discussion. 
· The Assessment Team reviewed the director of care report summary and related documentation, such as the antimicrobials drugs usage report prepared by the pharmacist, which provided evidence of the service’s approach and request of reviews from medical officer regarding long term prophylactic antibiotic usage.
· The Assessment Team reviewed the complaints register that showed the principles of open disclosure were practiced for this incident and other complaints recorded in the register. A review of the clinical governance committee board communications showed reporting on feedback and complaints including general trends and documents review of each complaint and the actions taken. 
In coming to my finding, I have relied upon the previous performance report dated 29 May 2024 and the information contained in the Assessment Team’s report for the Assessment Contact undertaken from 23 April to 24 April 2024. Based on the information provided in both reports and summarised above, I am satisfied that the service now has oversight of an effective clinical governance system including an aim for continuous improvement when gaps in care in relation to restrictive practices, behaviour management, and choking. Therefore, I find the provider in relation to the service, compliant with Requirement 8(3)(e) at the time of the performance report decision. 
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