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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 West Coast District Hospital - Lyell House (the service) has been prepared by Monica Waniczek, 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 Site Audit, which 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 10 January 2025.

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Not Compliant

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

	Standard 6 Feedback and complaints
	Compliant

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

	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.
Standard 2
· Requirement 2(3)(e) ensure care documentation is reviewed for effectiveness regularly, following incident or change of consumer circumstances.
Standard 3
· Requirement 3(3)(a) ensure consumers receive best practice, effective personal and/or clinical care, tailored to optimise their health and well-being.
· Requirement 3(3)(e) ensure consumers’ care planning documentation captures current information about consumer needs in order to facilitate the delivery of safe and effective care and services.
Standard 8
· Requirement 8(3)(c) ensure that effective governance systems are in place.
· Requirement 8(3)(d) ensure that an effective incident and risk management framework is in place.

Standard 2
	Ongoing assessment and planning with consumers
	

	Requirement 2(3)(a)
	Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
	Compliant

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	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.
	Not Compliant


Findings
The service was found non-compliant in this Standard following a Site Audit in February 2024. Evidence from the Assessment Contact report, dated 27 to 28 November 2024, demonstrates the service has implemented strategies to address the non-compliance. 
The Assessment Team recommended Requirements 2(3)(a) and Requirement 2(3)(b) as compliant and Requirement 2(3)(e) as non-compliant. After considering the available information and the Approved Provider’s response, I agree with the Assessment Teams’ recommendations.
Requirement 2(3)(a)
The service was previously unable to demonstrate that assessment and planning processes identified risks relating to diabetes management, use of chemical restraint, or management of changed behaviours, resulting in an absence of tailored diabetes management plans or behaviour support plans (BSP).
The service has implemented strategies demonstrating improvements in assessment of care and service planning including the development of a high-impact high-prevalence (HIHP) risk register. An audit of consumer care plans was conducted with diabetic management and BSPs developed. An audit of the psychotropic medications register was conducted and changes made to reflect current and accurate information. Restrictive practices documentation was reviewed and updated.
Staff attended education sessions on restrictive practices, Serious Incident Response Scheme (SIRS), assessment policies and procedures and managing high-impact risk. Staff described the assessment process, identification of risks and consumers and/or representatives’ provision of informed consent, where appropriate. 
Documentation for diabetic consumers included diabetic management plans. Documentation for consumers with behavioural and psychological symptoms of dementia included BSPs plans, and staff were able to describe individual consumer triggers and behaviour support strategies utilised. The Assessment Team observed staff interacting with a consumer as recommended in their BSP.
Requirement 2(3)(b)
The service was previously unable to demonstrate that care planning and advance care planning documentation was tailored to individual consumers’ needs and preferences.
The service provided, and consumers and representatives confirmed, advanced care planning information sessions and discussions occurred. Staff described individualised care considerations and could identify a consumer approaching a palliative care pathway. 
Care plans were audited resulting in a strengthened ‘resident of the day’ (ROD) process. The Assessment Team confirmed ROD reviews occurred as scheduled, and care plans were reflective of consumers’ goals and preferences. Advanced care directive (ACD) information was stored in consumer files and on the electronic documentation system. Documentation relating to mechanical restraint reflected informed consent.
Requirement 2(3)(e)
The service was previously unable to demonstrate care documentation is reviewed for effectiveness regularly, following incident or change of consumer circumstances. The Assessment Team noted management acknowledged care planning documentation did not always reflect changes and/or were overdue for review due to staffing constraints and prioritisation of care delivery. The service implemented strategies that included conducting an audit of consumer care files and conducting daily staff meeting to improve clinical oversight. The service made changes to its ROD process which included the development of a quick reference calendar chart documenting due dates for consumers’ care planning reviews and residential care consultations. The service has also incorporated its risk register into the priority assessment matrix. 
The Assessment Team indicated staff were able to describe triggers for reviewing a consumer’s care and there was an improvement in consumer care planning reviews and documentation. However, documentation did not reflect a comprehensive reassessment process, with not all consumer needs being addressed at the time of the review.
The Assessment Team report included an example of a consumer who experienced a choking incident and required medical intervention. Documentation included referrals to allied health professionals, who recommended strategies and dietary modification. However, a full reassessment and care plan review was not undertaken, nor was the consumer’ past medical history and assessments. Subsequent to this, the consumer had a further choking incident, which was documented. In response, management acknowledged the incident should have resulted in a comprehensive care plan review.
In response to the Assessment Team’s findings the Approved Provider provided care information relating to the named consumer and measures implemented to address deficiencies, including but not limited to:
1. Sourcing desserts, snacks and High Protein High Energy recipes.
1. International Dysphagia Diet Standardisation Initiative (IDDSI) training for care staff, registered nurses (RNs) and kitchen staff.
1. Participation in the Menu & Mealtime review offered by Plena Healthcare via the Department of Health and Aged Care.
I acknowledge the measures implemented. In making my decision, I am reassured by the information relating to the named consumer that was submitted by the Approved Provider. However, the service has not demonstrated documentation and policies and are in place to ensure comprehensive care plan reviews occur for all consumers. The outcome of the measures undertaken is yet to be evaluated. Therefore, I find Requirement 2(3)(e) non-compliant.


Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	Not Compliant

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

	Requirement 3(3)(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.
	Not Compliant


Findings
The service was found non-compliant in this Standard following a Site Audit in February 2024. Evidence from the Assessment Contact report, dated 27 to 28 November 2024, demonstrates the service has implemented strategies to address the non-compliance. 
The Assessment Team recommended Requirements 3(3)(a), 3(3)(b) and 3(3)(e) as non-compliant. After considering the available information and the Approved Provider’s response, I agree with the Assessment Teams’ recommendation for Requirements 3(3)(a) and 3(3)(e). However, regarding Requirement 3(3)(b) I have formed a different view from the Assessment Team’s recommendation. I find the service compliant with Requirement 3(3)(b).
Requirement 3(3)(a)
The service was previously unable to demonstrate consumers were receiving best practice, effective personal and/or clinical care, tailored to optimise their health and well-being. The Assessment Team report indicated continued deficiencies in care in relation to wound care, use of restrictive practices and diabetic management.
The Site Audit report from February 2024 indicated documentation within wound charting did not include photographs to show progress in line with policies and procedures, and records were not always updated following each dressing change nor recorded in consecutive date order making monitoring and oversight difficult. 
The Assessment Team identified the service has implemented strategies in relation to the deficiencies found including changes to forms, implementation of a wound register and provision of would management education. Management maintains responsibility for wound management analysis charts; however, updates are entered at the conclusion of each month and do not reflect the current number of existing wounds. Review of the wound register demonstrated out of date and incomplete fields of information, including the wound date and consumer refusal of care. Management acknowledged the feedback provided by the Assessment Team stating they were aware staff were not always aware of due dates. They further advised they would consider prioritising the drafting of a care planning protocol and introducing a flowchart. 
The Site Audit report from February 2024 indicated documentation within the restrictive practice register did not align with records or observations made by the Assessment Team. Management was not familiar with the number of consumers subject to restrictive practice. Consumers subject to restrictive practices did not always have consent, and BSPs did not contain tailored strategies. Furthermore, management could not ascertain how many consumers were subject to restrictive practices.
The Assessment Team noted the service has conducted a risk review process of all consumers and developed a restrictive practice register. A pharmacist undertook a residential medication management review, and a psychotropic register was developed. 
The service advised the Assessment Team of the number of consumers subject to restrictive practice and that three monthly reviews are scheduled. Documentation review confirmed discussions, authorisation and informed consent procedures were in place for most consumers. There was one consumer prescribed ‘as required’ chemical restraint with no evidence of consultation with the consumer or representative and management acknowledged this was outside best practice guidelines and legislative requirements.
The Site Audit report from February 2024 indicated documentation within diabetes management plans were not tailored for each consumer and were found deficient in relation to medical directives or support plans to manage risks and inform care. The Assessment Team noted organisational policies and procedures were under review and the current versions were not being utilised by staff.
The Assessment Team noted that in response to the finding of non-compliance the service engaged a specialist diabetic nurse practitioner to create consumer diabetic management plans. Staff were able to identify diabetic consumers. Documentation confirmed diabetic consumers have individualised diabetic management plans and management maintains a diabetes register. However, documentation for 2 consumers reflected actions and directives were not followed.
Management acknowledged the feedback provided by the Assessment Team, providing a copy of the diabetes management protocol and guideline, and advising they plan to include recommended due dates into the diabetes register.
The Approved Provider submitted a written response with clarifying information and supporting documentation. Management acknowledged that wound charting for the named consumer was not updated on the appropriate form in accordance with protocol, however compliance with wound management was evidenced in progress notes. In relation to the timeliness of wound management chart analysis charting and the wound register, the service advised they are not formal records of care and wound charts and documents in the Health Care Record are the only source of truth. Management advised clinical staff are provided with ongoing education and monitoring is conducted to reinforce correct practice and adherence to protocols to enhance compliance.
In relation to restrictive practice and psychotropic medication management acknowledged that consent for a named consumer was not documented at the time of the visit, however there were attempts to contact the consumers representative regarding the change of medication. For another named consumer with changed medications management acknowledged the services’ process was not followed. A senior nurse or consumer representative is required to attend Rural Medical Practitioner reviews and as a result of this incident management have reinforced this requirement to staff. Management acknowledged that on both occasions the documented diabetes management plans were not followed, however on review they were found to be incorrect. Consequently, the Clinical Advisory Committee will undertake a review. Furthermore, in response to the Assessment Team report management have implemented weekly care planning and assessment meetings. Diabetes management education has been introduced to support effective management of diabetes and ensure consistent, high-quality care.
In making my decision, I acknowledge the Approved Provider has supplied clarifying information relating to restrictive practice and psychotropic medication management. The service advised it has introduced strategies to remediate the deficiencies for the named consumers and provided training and education, including in relation to the procedures. I consider the actions will require time to be implemented, evaluated and embedded into ongoing practice to ensure all consumers receive best practice, effective personal and/or clinical care, tailored to optimise their health and well-being. Therefore, I find Requirement 3(3)(a) non-compliant.
Requirement 3(3)(b)
The service was previously unable to demonstrate effective management of HIHP risks. The Site Audit report from February 2024 stated care planning documentation did not effectively identify risks to develop mitigating strategies. Consumer safety was compromised due to staffing deficits, increasing risk of falls. Strategies for management for changed behaviours were ineffective and consideration of risks to other consumers arising from a consumer’s changed behaviours, including psychological impact, were not demonstrated. Medication administration systems were not in line with best practice and not all medication incidents outlined in progress notes were recorded in the incident management system, resulting in under reporting and inaccurate clinical quality indicator data.
The Assessment Team identified the service has implemented strategies to improve the assessment of care and service planning. The HIHP risk register has been updated. Staff have received education and training in the services’ incident reporting, risk management, and the quality improvement system. An audit of medication administration and storage was undertaken and a process for continuous auditing initiated. The risk matrix identifies HIHP risk and consumers are added to the risk register as required. Weekly review meetings of clinical risk and updating of the HIHP risk register were also initiated. Staff demonstrated knowledge of evidence-based assessment tools to identify HIHP risk and minimisation strategies. Additionally, management provided documentation to support improved reporting practices and effective minimisation of clinical incidents. 
The Assessment Team report noted pressure area care, falls prevention and behaviour support strategies are in place, however, not all risk mitigation strategies were actioned where recommended. An example of a consumer identified as requiring environmental restraint, as requested by the representative, was included. Care documentation indicated the consumers reluctance to be at the service and that the representative had spoken about strategies to assist him, however there was no BSP nor documentation of the strategies. In response to this feedback staff acknowledged a BSP had not been developed which was not aligned to the services’ assessment and care planning recommendations. 
Staff indicated they encourage the consumer to engage in lifestyle and social activities however, they refuse to. Staff acknowledged this consumer is at risk of social isolation but are yet to implement strategies to minimise this risk. The HIHP register documents this consumer is at high risk of falls but does not reflect his high risk of social isolation. In response to this feedback management advised they will continue to encourage the consumer to socialise with other consumers, but recognise it is their choice to remain in their room. No further actions to address this risk were provided.
Furthermore, the Assessment Team heard and observed the consumer choking and alerted staff. The episode was discussed at the staff handover however staff did not refer to the safe swallowing strategies or document the episode in an incident report. In response to this feedback management planned to remind staff of their responsibilities and the need for incident reporting and management.
The Approved Provider submitted a written response stating they respectfully disagree with the notion that the strategies of the Responsible Person were not documented and supplied documentation demonstrating suggested strategies from the consumers representative. Management acknowledged that a BSP had not been completed within their recommended timeframe, however clarified this is for permanent residents and the named consumer was admitted for respite care and had the correct documentation for respite admission. In relation to social isolation management explained the consumer prefers to have meals in his room and does engage in social interactions, specifically with staff. Furthermore, management acknowledged the Assessment Teams concern regarding the choking episode and advised choking is a common symptom of the consumers conditions and documenting a coughing fit as an incident would not be routine, under these circumstances. Staff are available nearby and check in with him during mealtimes. The response also stated that in the event of an increase of coughing while eating, a further Speech Pathology referral will be sent.
In making my decision, I have placed weight on the Approved Provider’s response and submitted evidence. Therefore, I find Requirement 3(3)(b) compliant.
Requirement 3(3)(e)
The service was unable to demonstrate consumers’ care planning documentation effectively captured current information or communicated adequate information about consumers' needs to facilitate the delivery of safe and effective care and services. The Site Audit report from February 2024 stated staff had outlined challenges working with agency staff who did not know consumers or processes well.
The Assessment Team noted that in response to the finding of non-compliance the service has implemented strategies to improve the assessment of care and service planning. Staff were provided deterioration, documentation and incident reporting training, including the reporting process for escalation, and ‘as required’ medication administration. Daily huddles and strengthened handover processes were implemented. Furthermore, the electronic handover record was reviewed and will be referred to the newly implemented corporate governance working group which has been set up to establish a statewide clinical governance framework, that meets the needs of the aged care setting.
The Assessment Team report indicated consumers and representatives were satisfied staff know consumers well and deliver care and services in a manner that reflects their preferences. Staff described the handover and daily huddle as the main source of consumer care information. The Assessment Team observed conflicting dietary information on the handover sheet as instructions were entered in the free text areas of the document. Management advised the current format does not allow for IDDSI codes. The handover sheet provided to the Assessment Team did contain detailed relevant information, however, did not demonstrate continuous monitoring and updating as expired notifications were not deleted. Furthermore, the handover sheet did not contain information in relation to a named consumers’ fall and the wound review dates did not reflect current wound care needs or the inclusion of the requirement for them to wear a splint on their fractured left wrist. In response to feedback staff advised they were not informed of the outcome the consumers’ assessment or where to access the results, however, the Assessment Team noted the consumers care file contained a copy of the report. 
The Approved Provider submitted a copy of the named consumers’ care planning document and supporting documentation but no written statement explaining actions taken or planned to address this deficiency and insufficient evidence to demonstrate effective consumers care planning documentation and communication. Therefore, I find Requirement 3(3)(e) non-compliant.


Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Compliant


Findings
The service was found non-compliant in this Requirement following a Site Audit in February 2024. Evidence from the Assessment Contact report, dated 27 to 28 November 2024, demonstrates the service has implemented strategies to address the non-compliance. 
The Assessment Team recommended Requirement 5(3)(b) as compliant. After considering the available information and the Approved Provider’s response, I agree with the Assessment Teams’ recommendations.
The safety and cleanliness of the service environment, which was previously negatively affected by the changed behaviours of one consumer, have been addressed. Consumers and representatives indicated the service is clean, well maintained and pleasant.
The service has installed access swipe card readers and keypads on doors. Consumers were assessed for capacity and a swipe card or keycodes were provided, as appropriate. Consumers requiring assistance were assessed to determine if they were subject to environmental constraint and appropriate documentation was in place. Consumers and representatives were observed moving freely, indoors and outdoors, using a swipe card or entering a keypad code. Furthermore, the service has removed hospital grade beds with bed rails to universal beds without bed rails to reduce the number of mechanical restraints in use. 
With consideration to the available information summarised above, I find this Requirement compliant.


Standard 6
	Feedback and complaints
	

	Requirement 6(3)(a)
	Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
	Compliant

	Requirement 6(3)(b)
	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
	Compliant

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Compliant

	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 in this Standard following a Site Audit in February 2024. Evidence from the Assessment Contact report, dated 27 to 28 November 2024, demonstrates the service has implemented strategies to address the non-compliance.
The Assessment Team recommended Requirements 6(3)(a), 6(3)(b), 6(3)(c) and 6(3)(d) as compliant. After considering the available information and the Approved Provider’s response, I agree with the Assessment Teams’ recommendations.
Requirement 6(3)(a)
The service was previously unable to demonstrate that feedback forms were available, and consumers were supported to provided anonymous feedback. Consumers and representatives confirmed they feel supported to provide feedback and make complaints. Staff provided examples of supporting consumers and representatives in the complaint process, including completing feedback forms or attending the resident/relative meetings, in line with the service’s policies and procedures. Consumers and representatives advised, and the Assessment Team confirmed, two secure feedback boxes have been installed within the service. Furthermore, the service issued a letter to consumers and representatives in August 2024 regarding the feedback processes and reminders are included in the newsletter.
Requirement 6(3)(b)
The service was previously unable to demonstrate consumers were able to independently and confidentially access details or contact external supports for advocacy or complaints. Furthermore, informational brochures were only available upon request and consumers could not access Wi-Fi to send emails. Consumers and representatives indicated they were aware of external complaints mechanisms and supports available. Staff explained they are notified when advocacy and language services are available onsite, and they utilise translating services or their devices to assist consumers in their preferred language. Staff advised, and documentation review confirmed, advocacy services personnel have attended the service. The Assessment Team noted resources were available at the service entry.
Requirement 6(3)(c)
The service was previously unable to demonstrate complaints and feedback were consistently recorded or addressed in a timely manner. Management explained, and documentation reviewed confirmed, compliments, feedback and complaints are monitored and managed in the service’s incident reporting, risk management, and quality improvement system, with remedial actions completed in a timely manner. Open disclosure training has been delivered to staff who were able to demonstrate to the Assessment Team their knowledge of and provide examples of how they use open disclosure as part of the complaints handling process. Consumers confirmed the service is taking appropriate action regarding complaints, in a timely manner, including apologising when required.
The Assessment team noted that the service has not resolved its Wi-Fi issues. Management explained, and documentation confirmed, dongles and devices are available for consumer use to connect to the internet. This is an interim measure.
Requirement 6(3)(d)
The service was previously unable to demonstrate a system and procedure for receiving, monitoring, and actioning feedback and complaints from consumers, or how are analysed to improve care and services. Consumers and representatives expressed satisfaction with the improvements they have observed at the service. Documentation demonstrated consumers and representatives are actively informed and engaged with the improvement process and are offered opportunities to provide feedback about improvements.
With consideration to the available information summarised above, I find this Standard 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

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Compliant


Findings
The service was found non-compliant in this Standard following a Site Audit in February 2024. Evidence from the Assessment Contact report, dated 27 to 28 November 2024, demonstrates the service has implemented strategies to address the non-compliance.
The Assessment Team recommended Requirements 7(3)(a), 7(3)(d) and 7(3)(e) as compliant. After considering the available information and the Approved Provider’s response, I agree with the Assessment Teams’ recommendations.
Requirement 7(3)(a)
The service was previously unable to demonstrate staffing numbers were appropriate to ensure the delivery and management of quality care and services to consumers. Previously, there was one organisational roster which allocated staff across both acute care and aged care services. The Assessment Team noted that in response to the finding of non-compliance the service now has two rosters, separating acute care and aged care services, with staff allocated to one or the other, depending on their experience and preference. Furthermore, an additional care staff shift, and dedicated lifestyle resources have been added. Management indicated, and documentation review confirmed, the service regularly reviews the roster to ensure it has a sufficient number and mix of staff. Consumers and representatives expressed satisfaction with staffing arrangements and call bell response times. Management actively monitors and investigates call bell response times, acting if necessary.


Requirement 7(3)(d)
The service was previously unable to demonstrate staff receive appropriate training and support to effectively perform their roles, especially in relation to SIRS, restrictive practices, and infection control. The service implemented changes to recruitment strategies to ensure staff have sufficient experience in aged and developed a targeted education plan. Management indicated, and documentation confirmed, staff training in restrictive practice, dementia, challenging behaviours, SIRS, and getting to know the standards. Training information is sourced via a number of avenues including Dementia Services Australia and the Aged Care Quality and Safety Commission. Training is provided via toolbox huddles and online modules. 
Requirement 7(3)(e)
The service was previously unable to demonstrate staff participate in performance assessments and review on a regular basis and as a result, the service has revised its performance development agreement (PDA) process. Management indicated, and documentation confirmed, the service now monitors PDA completion rates. Staff confirmed they have PDAs in place and expressed satisfaction with the process. 
With consideration to the available information summarised above, I find Requirements 7(3)(a), 7(3)(d) and 7(3)(e) compliant.


Standard 8
	Organisational governance
	

	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.
	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.
	Not 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.
	Not 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 in this Standard following a Site Audit in February 2024. Evidence from the Assessment Contact report, dated 27 to 28 November 2024, demonstrates the service has implemented strategies to address the non-compliance. 
The Assessment Team recommended Requirements Requirement 8(3)(b) and Requirement 8(3)(e) as compliant and Requirements 8(3)(c) and 8(3)(d) as non-compliant. After considering the available information and the Approved Provider’s response, I agree with the Assessment Team’s recommendations.
Requirement 8(3)(b)
The service was previously unable to demonstrate the governing body identifies risk to consumers or ensures care and services were safe and of quality. Monitoring of staff compliance with mandatory training was not accurate and policies and procedures did not always reflect current legislative requirements.
The organisation is exempt from the governing body requirements under the Aged Care Act 1997 however it does have a governance structure in place that includes a clinical advisory board and consumer advisory board (CAB), noting that no consumers or representatives have accepted the invitation to sit on the CAB.
The service implemented systems and processes to promote a culture of safe, inclusive care and quality services, including the identification, tracking, and analysis of incidents. A comparative analysis audit of consumer clinical events and consumer health care records was conducted. Training in auditing and reporting through governance lines, restrictive practices and SIRS has been implemented. A copy of the aged care code of conduct, signed by the executive team, is displayed in the service. An aged care policy has been approved for implementation to ensure compliance with aged care regulations. 
Requirement 8(3)(e)
The service was previously unable to demonstrate it has a clinical governance framework that supports management and oversight of clinical care delivery. The Assessment Team noted the service does have a quality governance framework with oversight of acute care, allied health, community health, disability and aged care services, however it is not specific to the aged care setting. 
In response, the organisation has implemented a corporate governance working group to establish a statewide clinical governance framework, that meets the needs of the aged care setting and was able to demonstrate that the terms of reference have been developed. Whilst this will take time to fully develop and embed, the service provided sufficient evidence that management and staff are supported through auditing, monitoring, and reporting structures. A review of all consumers subject to restrictive practice was undertaken which resulted in a reduction in the number of consumers subject to mechanical restraint. The service demonstrated the restrictive practice register is regularly updated. Staff demonstrated an understanding of how to minimise the use of restraint. Management and staff demonstrated knowledge of, and confirmed training in, antimicrobial stewardship and open disclosure principles.
Requirement 8(3)(c)
The service was previously unable to demonstrate effective governance systems in place in relation to information management, workforce governance, regulatory compliance, and feedback and complaints. The Assessment Team recommended that this requirement remain non-compliant due to continued deficiencies in information management.
The Assessment Team report identified the service has implemented strategies in relation to deficiencies found in workforce governance, regulatory compliance, and feedback and complaints.  
The service did not demonstrate effective governance of information management, including but not limited to policies, procedures, and/or guidance material to support staff in their roles. Management acknowledged the deficiencies and advised organisation wide policies and procedures are being reviewed and/or developed. Staff indicated there have been improvements in information management, including an updated handover sheet and huddle document however, the Assessment Team noted consumers’ information on the did not always reflect their current health status. In addition, not all staff were able to advise the Assessment Team where they would find key clinical guidance material, including care planning. 
The Approved Provider submitted a written response acknowledging the deficiencies in information management. The service has purchased a new policy suite and is undertaking consultation and updating documentation to ensure staff are supported in their roles and the service complies with the quality standards.
In making my decision, I acknowledge the Approved Provider has advised that they are working to address the deficiency, with work in progress from an organisational wide governance perspective. I consider the actions will require time to be implemented, evaluated and embedded into ongoing practice. Therefore, I find Requirement 8(3)(c) non-compliant.
Requirement 8(3)(d)
The service was previously unable to demonstrate it has an effective incident and risk management framework. Staff and management did not demonstrate an understanding of their SIRS responsibilities, and incidents were not being effectively investigated and closed in a timely manner. 
The Assessment Team report indicated the service did not demonstrate consistent application of the organisation’s risk management system to support management of HIHP risks, identification and response to abuse and neglect of consumers, and management and prevention of incidents. The report also indicated management, and staff demonstrated some understanding of HIHP risk, including consumer specific risks however found the services’ systems and processes did not identify HIHP risks associated for all consumers, with three named consumer examples in the report.
The Assessment Team report identified the service has implemented improvements in response to previous non-compliance, including facilitation of SIRS training and development of SIRS protocol and flowchart. Furthermore, the service has developed a HIHP risk register and a process to ensure risk registers are monitored and reviewed and monitored with data entered into the service’s quality improvement system and discussed at committee meetings. 
In response to the Assessment Team’s findings the Approved Provider provided further information and supporting documentation relating to the named consumers and demonstrated the service has risk management systems and practice in place. In regard to the previous deficiency regarding staff understanding of SIRS responsibilities and incident investigation I note the Assessment Team acknowledged improvements in these areas.
In making my decision, I acknowledge the Approved Provider has advised that they are working to address the deficiency, with work in progress from an organisational wide governance perspective. I consider the actions will require time to be implemented, evaluated and embedded into ongoing practice. Therefore, I find Requirement 8(3)(d) non-compliant.
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