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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 Warrina Court Residential Aged Care Service (the service) has been prepared by A Kasyan, 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, the Assessment Contact report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others; and
· the Approved Provider’s response to the assessment team’s report received 19 September 2022.
· 

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

	Standard 3 Personal care and clinical care
	Non-compliant 

	Standard 6 Feedback and complaints
	Not applicable as not all requirements have been assessed 

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

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


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
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 3 Requirements (3)(a):
Ensure consumers receive safe and effective personal care and clinical care including in relation to skin integrity, continence management and medication management which is in line with best practice and optimises consumers’ health and well-being.


Standard 1
	Consumer dignity and choice
	

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


Findings
The service was found Non-compliant with Requirement 1(3)(d) following a site audit conducted from 26 to 28 October 2021 where it was found staff did not have a shared understanding of choices and risks for consumers, staff were not consistently following the Dignity of Risk Policy and risk assessments had not been considered for consumers using electrical appliances. 
[bookmark: _Hlk116372232]At the assessment contact on 30 August 2022, the Assessment Team found the service had made improvements in response to the previous Non-compliance for this Requirement, including providing training to staff in relation to the relevant policy on dignity of risk and ensuring functional assessments and dignity of risk assessments have been undertaken for consumers.
The Assessment Team found the service demonstrated each consumer is supported to take risks to enable them to live the best life they can. 
Consumers reported they felt supported undertake activities with element of risk and there are strategies in place enabling them to undertake risky activities safely. 
Staff described how consumers who chose to take risks are supported to do so. In addition, staff provided examples of risk mitigation strategies for the consumers. Care files show consumers are supported to understand potential risks associated with their activity of choice.
Accordingly, I am satisfied Requirements 1(3)(d) in this Standard is Compliant.
The Assessment Team did not assess all Requirements in Standard 1, therefore, a compliance finding at Standard-level is not applicable.

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 


Findings
The Quality Standard is assessed as Non-compliant as one of the seven specific Requirements has been assessed as Non-compliant.
The service was found Non-compliant in Requirement 3(3)(a) following a site audit undertaken from 26 to 28 October 2021. 
During the assessment contact visit on 30 August 2022, the Assessment Team found, whilst the service addressed deficiencies identified following the site audit undertaken from 26 to 28 October 2021, the service continued to be Non complaint in this Requirement due to four consumers not receiving best practice clinical care. The Assessment Team provided the following information and evidence relevant to my finding:
· The service did not ensure for one consumer an informed consent for the use of chemical restraint was obtained and recorded in line with the organisation’s policies and procedures. Despite this, the medication prescribed to influence the consumer’s behaviours, was administered by staff on at least six occasions when the consumer kept ringing the call bell and was asking staff to stay with them in their room or calling out continuously. Documentation showed staff administered the medication because they did not have time to provide the attention the consumer was asking for.
· The second consumer did not have pain and oxygen saturation levels assessed as per the consumer’s assessed needs.
· The third consumer’s abnormal bowel movement presenting with increased frequency and abnormal colour was not escalated to clinical staff for investigation. There was no documented evidence of any actions taken by the service in relation to the change in the consumer’s bowel pattern and possible bleeding. 
· The fourth consumer was not satisfied with their current diabetes management plan specifically in relation to not being supported with their decision to use an electronic device, which they felt would result in more stable blood glucose levels and would reduce the number of injections. 
The Approved Provider submitted a response the Assessment Team’s report, and while the Approved Provider acknowledges the gaps identified in the report, does not agree with all the findings in this Requirement and recommendation of not met. The Approved Provider has commenced an action plan to address the gaps identified by the Assessment Team and have provided further information in relation to the named consumers. 

In relation to the first consumer:
· The Approved Provider acknowledges and accepts the consumer was not involved in decision-making when new medications were prescribed the Provider identified as being chemical restraint. 
A geriatrician referral has since been sent for an overall assessment of the consumer’s physical condition, cognitive status, and their ability to make decisions.
· The Provider clarifies the consumer was commenced on new medications due to significant increase in symptoms of anxiety and depression triggered by a sudden loss of independence. 
· The Approved Provider expressed, in their view, the consumer was receiving individualised care they required, and appropriate actions have been taken including initiating referrals to a medical officer when the consumer experienced sudden decline in their physical and emotional status. 
In relation to the second consumer:
· The Approved Provider acknowledges gaps in documentation specifically in relation to pain and oxygen saturation monitoring. 
· The Provider does not agree the consumer’s oxygen saturation levels were not monitored over the period of 5 days specified in the Assessment Team’s report. The consumer was under the care of the external service provider visiting the consumer twice a day to administer specialised nursing care. During these visits, oxygen saturation levels were taken. However, the external service provider did not document in the service’s records management system in line with the Provider’s expectations. The Provider contacted the external service provider after the assessment contact visit and obtained copies of the clinical records which were attached to the response. 
· The Provider acknowledges gaps in documenting outcomes of pain assessment which has been addressed through staff training and improvements in charting of pain and behaviours. The Provider asserts the consumer’s pain was managed effectively and highlights the consumer denied being in pain when interviewed by the Assessment Team.
In relation to the third consumer:
· The Provider acknowledges there was no documented evidence of any actions taken by the service in relation to the change in the consumer’s bowel pattern with possible presence of blood. 
· The Provider’s actions following the assessment contact visit included interviewing staff providing care to the consumer. Investigation showed, the consumer’s abnormal bowel appearance was associated with the skin breakdown from incontinence, and the consumer had already had an incident report completed for the skin breakdown associated with incontinence. Therefore, nursing staff did not document any actions taken following their review of the consumer.
· The Provider states the actions and investigation following the assessment contact visit demonstrate the consumer’s clinical care needs have been met.
In relation to the fourth consumer:
· The consumer’s diabetes is managed safely and effectively, and the consumer’s clinical condition is stable. 
Based on the Assessment Team’s report and the Approved Provider’s response I find the service Non-compliant with this Requirement. 
I acknowledge the Approved Provider’s actions and improvements to rectify the deficiencies identified by the Assessment Team. However, based on the Assessment Team’s report and the Provider’s response, I find at the time of the site audit, each consumer was not provided safe and effective personal and/or clinical care which was best practice, tailored to their needs and which optimised their health and well-being, specifically in relation to provision of continence care, skin integrity and ensuring chemical restraint is used as a last resort.
In coming to my finding in relation to the first consumer, I’ve considered deficiencies in the process of obtaining an informed consent for the use of chemical restraint is more relevant to Standard 8 Requirement (e) where this information was considered. However, evidence and information provided in the Assessment Team’s report shows, on 3 occasions, the consumer asked staff to stay with them, however, whilst one-on-one attention was provided for some time, staff advised there were other consumers requiring attention too and a chemical restraint was administered. This demonstrates that on at least 3 occasions, best practice clinical care associated with the use of chemical restraint was not provided because it was not administered as a last resort and was not tailored to the consumer’s needs one of which was a need for attention.
In relation to the second consumer, I’m satisfied the consumer’s oxygen saturation levels were monitored and appropriate escalation occurred when these were outside of agreed parameters. Whilst there have been deficiencies in assessment and recording of pain, I consider the consumer did not report dissatisfaction with pain management and the Assessment Team’s report does not show whether deficiencies in pain assessment charting resulted in unmanaged pain or not.
In relation to the third consumer, I’ve considered there was an incident report completed 18   days prior to the day specified in the Assessment Team’s report. The incident report was completed for incontinence associated dermatitis associated with faecal and urine incontinence. Whilst the Provider in its response clarifies that bleeding was not associated with bowels but was due to the skin breakdown which was known to staff at the service and this was one of the reasons a clinical staff member did not consider documenting this existing condition, I’m not convinced this demonstrates best practice personal and clinical care was provided to the consumer. In coming to my finding, I’ve considered Incontinence Associated Dermatitis (IAD) Best Practice Principles updated July 2021 which state there should be visible improvement in the skin condition in 1-2 days following the implementation of an appropriate skin care regimen, with resolution within 1-2 weeks. The evidence and information in front of me shows, the consumer’s skin condition has not improved after more than 2 weeks of treatment indicating infectiveness of the existing care delivery.
I’m satisfied the fourth consumer received safe and effective diabetes management care. I consider information and evidence presented in the Assessment Team’s report and the provider’s response shows the consumer’s dissatisfaction with diabetes management was associated with frustration around not being supported with their choices that would place them at risk specifically around the use of an electronic device that was deemed not safe by the hospital. I consider this information is more relevant to other Quality Standards including Standard 1 Consumer dignity and choice Requirement 1(3)(d) where I considered this information.
For the reasons detailed above, I find the service Not Complaint in this Requirement. 


Standard 6
	Feedback and complaints
	

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


Findings
The service was found Non-compliant with Requirement 6(3)(d) following a site audit conducted from 26 to 28 October 2021 where it was found the service had not clearly documented and demonstrated how the feedback and complaints received were applied to improve the quality of care and services for consumers.
At the assessment contact on 30 August 2022, the Assessment Team found the service had made improvements in response to the previous Non-compliance for this Requirement, including providing education to staff on the feedback process and improving processes to ensure all feedback is captured in the feedback and complaints register.
The Assessment Team found the service demonstrated feedback and complaints are reviewed and used to improve the quality of care and services. 
Consumers reported satisfaction with how their feedback and complaints were used to improve the quality of care and services. Staff said they encourage consumers to give feedback and this is appropriately actioned. The continuous improvement plan, resident forum minutes and the service’s feedback and complaints register demonstrated the use of feedback and complaints to improve care and services.
Accordingly, I am satisfied Requirement 6(3)(d) in this Standard is Compliant.

Standard 7
	Human resources
	

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

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


Findings
The service was found Non-compliant with Requirements 7(3)(a) and 7(3)(d) following a site audit conducted 26 to 28 October 2021 where it was unable to demonstrate staff allocation was adequate to meet consumers’ care needs. In addition, the service was not able to demonstrate staff was adequately trained regarding restrictive practices. 
At the assessment contact on 30 August 2022, the Assessment Team found the service had made improvements in workforce planning and delivery, including reviewing the roster and developing a recruitment plan to ensure sufficient staff allocation. 
The Assessment Team found the service demonstrated the workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
The service has a system for planning and managing the workforce to ensure the number of personnel is sufficient to meet the care needs of consumers. Staffing levels are adapted to respond to the changing needs and situations of consumers and management ensure members of the workforce have the skills and knowledge to deliver those services and supports by providing training and pairing experienced personnel with new employees. 
Consumers and representatives were satisfied with the number of staff and consumers did not have to wait long for staff to attend to their care needs, including when they use the call bell. Staff reported they have enough time to conduct their duties and overall, there are enough staff rostered each day. Documentation showed the leadership team monitors and trends different workforce parameters such as staff turnover, agency usage and recruitment planning. 
The Assessment Team found the service had made improvements in relation to deficiencies around staff training including providing restrictive practice training. 
Consumers and representatives were satisfied with the skills and knowledge of staff and have confidence in them to deliver safe, quality care and services.
The service supports the workforce by providing a comprehensive orientation package, ongoing training and equipping staff to effectively perform their roles. Care and clinical staff said they are provided training opportunities and are guided by the clinical team. Management described having a recruitment process to ensure staff vacancies remain minimal and a training plan so the workforce continually builds and improves upon their level of knowledge and skills. Additional educational opportunities are actively pursued, and any identified clinical trends are addressed by providing staff with further training.
Accordingly, I am satisfied Requirements 7(3)(a) and 7(3)(d) in this Standard are Compliant.
The Assessment Team did not assess all Requirements in Standard 7, therefore, a compliance finding at Standard-level is not applicable.


Standard 8
	Organisational governance
	

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

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


Findings
The service was found Non-compliant with Requirement 8(3)(c) and 8(3)(e) following a site audit conducted 26 to 28 October 2021 where it was found a number of the service’s governance systems were not operating effectively, specifically in relation to workforce governance, regulatory compliance and feedback and complaints. In addition, the service did not demonstrate an effective clinical governance framework to support minimisation of restrictive practices, aligned to legislative requirements.
At the Assessment Contact on 30 August 2022, the Assessment Team found the service had implemented improvements, including, but not limited to:
· Purchased a suite of policies and procedures that are based on best practice and current legislative requirements, and the allocation of responsibilities for ongoing monitoring of legislative changes shared between members of management team.
· Reviewed the Restrictive Practices policy to reflect the current legislative requirements.
· Engagement of external provider to provide staff education on restrictive practice and Behaviour Support Plans.
· Review of feedback and complaints mechanisms to identify opportunities for improvement to care and services, with greater reporting of feedback actions and progress status reported to the Board. 
The service has policies and procedures to guide organisational governance systems including defining roles, responsibilities and accountabilities. There are organisation wide governance systems to support effective information management, the workforce, compliance with regulation and clinical care. Feedback and complaints are monitored by management for trends and areas of improvement and are reported to the Board to further identify continuous improvement opportunities. Continuous improvement opportunities are identified through monitoring and identification of trends through incidents and quality indicator data, findings from regulatory or compliance visits, audits and other internal reviews, and feedback from consumers, representatives, and staff. Continuous improvement is monitored by the governing body.
The service implemented improvements in relation to clinical governance framework to support minimisation of restrictive practices.
The service reviewed the Restrictive Practices policy to reflect the current legislative requirements and provided staff education on restrictive practice and behaviour support plans. 
At the Assessment Contact on 30 August 2022, the Assessment Team found the service demonstrated that it has effective clinical governance framework to ensure that staff monitor and minimise the use of restrictive practices. 
The clinical governance framework provides overall governance in relation to all aspects of clinical care including but limited to quality indicators of care, clinical incidents, antimicrobial stewardship, minimising the use of restraint and open disclosure through organisational reporting, policies and procedures and staff education and practice.
The services monitors, trends and analyses quality indicators of care, clinical incidents, infections and antibiotic use through clinical documentation review and clinical forums disseminating relevant information to the Board and staff via various mechanisms, including staff forums. 
The service has an open disclosure policy and approach when addressing clinical incidents, with staff able to explain the importance of acknowledgement of fault and apologies when things go wrong.
Accordingly, I am satisfied Requirements 8(3)(c) and 8(3)(e) in this Standard are Compliant.
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