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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 Whiddon Moree NH (the service) has been prepared by Julia Durston, 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 Assessment Contact of the Aged
Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the 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 conducted on 18 January to 19 January 2023; 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 on 22 February 2023 and 30 March 2023.
· 

Assessment summary 
	Standard 3 Personal care and clinical care
	Non-compliant 

	Standard 4 Services and supports for daily living
	Not applicable as not all requirements have been assessed 

	Standard 5 Organisation’s service environment
	Non-compliant 

	Standard 7 Human resources
	Non-compliant 

	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
· Requirement 3(3)(a) 
· The Approved Provider must ensure consumers receive clinical care for wound management in accordance with each consumer’s clinical needs and to optimise each consumer’s health. 
· The Approved Provider must ensure falls management processes are followed including undertaking of neurological observations in line with organisational policy. 
· Requirement 5(3)(c)  
· The Approved Provider must ensure regular cleaning and maintenance for soft furnishings, fittings, skirting boards, floor coverings, walls and equipment.
· Requirement 7(3)(c) 
· The Approved Provider must ensure staff receive education covering processes and policies and their responsibilities in relation to wound and skin care, pain monitoring and management, falls prevention and management, the deteriorating resident, behaviour support, informed consent regarding restrictive practices.
· The Approved Provider must ensure that all staff are competent and have the knowledge to effectively perform their roles and understand their responsibilities and accountabilities. 


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)(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
The service was found non-compliant in requirement 3(3)(a) following a Site Audit conducted 25 - 28 May 2021 due to gaps in restrictive practices, wound care and pain management. An assessment contact was conducted on 18 –19 January 2023. The Assessment Team found personal and clinical care for restrictive practices, skin and wound management, behaviour support, falls and pain management were not best practice, not tailored to consumers’ needs and did not optimise their health and wellbeing. 
Consumers interviewed mostly said staff try to provide the care needed, while some said there are not enough staff to provide their care and services. Both consumers and their representatives also said staff are not aware of consumer needs and preferences.
The Assessment Team reviewed behaviour support plans and found while they were developed for all consumers subject to chemical restraint, for one consumer the plan did not contain individualised and non-pharmacological behaviour support strategies and did not demonstrate information from behaviour support specialists is incorporated. Informed consent for consumers under chemical restraint was not always sought, including discussion of the risks associated with psychotropic use, and informed consent was not appropriately sought for a consumer using bed rails.
The Approved Provider responded to the Assessment Team’s report and refuted the Assessment Team’s finding that one consumer under chemical restraint had generic behaviour support plan interventions that were not best practice. The Approved Provider response showed the interventions were effective for the consumer and the consumer’s behaviours have settled using the interventions in the behaviour support plan, in addition the consumer’s chemical restraint was able to be ceased in 2022 with no adverse effect to the consumer.
The Assessment Team reviewed wound care for one consumer and found the wound deteriorated under the service’s care. The Assessment Contact report identified wound management practices were not best practice, including the wound cleaning and dressing regime and wound photos were unclear and taken from different angles, preventing accurate tracking of wound progress/deterioration. There was no pain flow chart to assess pain related to the wound as required in the pain management plan, and the consumer’s care plan was not reviewed after deterioration of the wound. The Assessment Team found another consumer’s pressure injury risk was not documented in their care plan.
The Approved Provider acknowledged the wound care for the named consumer was not best practice, but refuted the wound deteriorated in their care. The Approved Provider advised that staff incorrectly categorised the pressure area on admission. The Approved Provider stated the consumer has now been referred to a wound specialist. In addition, the Approved Provider has commenced actions to improve wound care across the service. The Approved Provider acknowledged there are areas for improvement in wound management. The Approved Provider disputed the care plan for the second consumer did not reflect their risk of pressure injury. The Approved Provider’s response included information that strategies in the care plan were effective and regularly reviewed with the consumer having no incidence of pressure injury during the time they have resided in the service.
The Assessment Team found stoma management practices for one consumer were not in line with best practice based on documentation and feedback from the consumer. There was no documented process regarding when the consumer should change their stoma bag. 
The Approved Provider disputed the Assessment Team’s finding on stoma management and provided evidence to show how the service manages the consumer’s stoma in line with best practice and, their wound policy. 
The Assessment Team found falls management was not always best practice, tailored to consumers’ needs or provided in a manner to optimise consumers’ health and wellbeing. 
One consumer was identified to have multiple unwitnessed falls documented. For another consumer it was identified post fall neurological observations were not taken in line with organisational policy. Best practice manual handling strategies were not consistently used by staff, with one consumer sustaining an injury during a transfer. The Assessment Team noted the service investigated and comprehensively responded to this incident. There were also gaps noted in pain monitoring and pain management following falls incidents.  
The Approved Provider’s response provided further information on the consumer with multiple unwitnessed falls documented. The Approved Provider acknowledged post falls neurological observations were not taken in line with organisational policy The Approved Provider acknowledged there were some deficiencies in pain management post a fall for one consumer but provided some clarification around pain assessment and pain management for that consumer.
The Approved Provider has acknowledged improvements can be made in care delivery, particularly around restrictive practices, behaviour management plans, falls management, wound and skin and pain management. The Approved Provider has taken a number of actions following the Assessment Contact. The service has commenced a review of all restrictive practices, and a pharmacist has been requested to review consumers with chemical restraint. A schedule has been developed to review and update behaviour support plans where required. A review has been conducted of all consumer falls for the past 12 months. All consumers who have experienced a fall have been reviewed by a physiotherapist and their falls prevention strategies updated. A recent review and education has occurred on post falls management including neurological observations. All consumers with wounds have been reviewed with one consumer with a complex wound referred to the wound consultant. Education on best practice wound management has commenced and resources made available to guide staff. 
While I note the Approved Provider has taken action in response to the information raised in the assessment team report there are still improvements required particularly in the areas of wound management and falls management. This includes the Approved Provider having processes to identify and address consumer concerns with clinical care, review outcomes and adjust staff practice. I encourage the Approved Provider to embed their improvements into their usual practice to ensure all consumers receive personal care and clinical care that is safe and right for each consumer and optimises their health and well-being. Accordingly, I am satisfied that requirement 3(3)(a) is non-compliant. 
The service was found non-compliant in requirement 3(3)(e) following a Site Audit conducted 25 - 28 May 2021 due to gaps in documentation of consumer condition, needs and preferences. An assessment contact was conducted on 18 – 19 January 2023. The Assessment Team found that although the service has systems to document and communicate information about consumers’ condition, needs and preferences these are not consistently effective. The assessment team identified assessment and care planning information for two consumers was incomplete and did not have information about the consumer’s needs or preferences. The assessment team also documented gaps in pain management and behaviour support plans. 
The Approved Provider response provided evidence to show where the information on the two consumers’ condition, needs and preferences was located in their consumer information. For the gaps in behaviour support plans and pain management I have addressed these matters in requirement 3(3)(a) above.   
I am satisfied the Approved Provider does ensure information about the consumer’s condition needs and preference is documented and shared. Therefore, I find requirement 3(3)(e) is compliant.


Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant 

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Compliant 


Findings
The service was found non-compliant in requirement 4(3)(d) following a Site Audit conducted 25 - 28 May 2021 due to gaps in documentation of consumer condition, needs and preferences. An assessment contact was conducted on 18 – 19 January 2023. The Assessment Team found the service did not demonstrate changes in consumers’ condition, needs, and preferences relating to daily living are adequately documented, shared, or discussed between staff at the service. However, the service has processes in place for regular information sharing and communication with some external organisations, where care is shared. 
Consumers advised staff knew them well and are aware of consumers individual, needs, goals and preferences. One consumer advised staff do not always address them by their preferred name and one consumer advised staff do not always explain what they are doing. 
The assessment team identified care documentation for one consumer did not reflect their preferences including their preferred name, and care preferences. During the assessment contact management reviewed the consumer’s information to ensure information was consistent and available. Management also spoke with the consumer about their concern. 
For one consumer there was conflicting information found in care documentation, and between staff, regarding which external service providers were supporting the consumer and the days they attended the services. However, the consumer was aware of the external services they engage with and when this occurs. 
The Approved Provider’s response provided further evidence to show how the service identified consumers’ preference’s including their preferred name and how this is communicated with staff. Evidence was also provided to support staff are aware of consumers’ needs and preferences.   
I am satisfied the Approved Provider has demonstrated that information about consumer needs and preferences is communicated within the organisation and with others where care is shared. Therefore, I find requirement 4(3)(d) is compliant. 
The service was found non-compliant in requirement 4(3)(g) following a Site Audit conducted 25 - 28 May 2021 as equipment for the delivery of some daily living services and supports to consumers was not always suitable, safe and maintained. An assessment contact was conducted on 18 – 19 January 2023, the Assessment Team found equipment was not always safe and suitable for consumer needs. 
Consumers and representatives provided positive feedback about the cleanliness and maintenance of equipment, used by consumers and most expressed satisfaction regarding the equipment safety and suitability. One consumer and one representative raised concerns about access to call bells. One consumer advised they found their pressure relieving cushion uncomfortable.  During the assessment contact management advised they would follow up these concerns. The assessment team also noted a concern with suitability of beds to suit all consumers, which had already been identified by the service with a replacement bed program already in progress.  
The Approved Provider’s response advised they have followed up with the two consumers who were concerned about call bell access and are managing these concerns. The consumer who expressed the pressure relieving cushion was uncomfortable was reviewed by the physiotherapist who in consultation with the consumer arranged for the trial of a different pressure relieving cushion which the consumer has advised is more comfortable.  
I have considered the Approved Provider’s response and the Assessment Team’s report. Overall, I have placed weight on the positive feedback provided by most consumers and representatives about the suitability and safety of their equipment, and evidence provided that shows the service had already addressed areas of concern and has taken further action to ensure supports for daily living are supporting consumers independence, health, well-being and quality of life. Accordingly, I find requirement 4(3)(g) is compliant.


Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Non-compliant 


Findings
The service was found non-compliant in requirement 5(3)(c) following a Site Audit conducted 25 - 28 May 2021 due to the call bell system not being safe or suitable for consumer use. An assessment contact was conducted on 18 – 19 January 2023. The Assessment Team found some of the consumer rooms and communal areas did not appear clean or well maintained and some furniture appeared in need of cleaning and restoration or replacement. There were no concerns raised on the safety or suitability of the call bell system. Feedback from two consumers on access to call bells has been addressed in requirement 4(3)(g). 
Consumers and representatives interviewed did not raise any concerns in relation to furniture, fittings, or the service environment. 
The Assessment Team observed the walls, doors and doorframes throughout the building were marked, scratched, chipped, and appeared in need of maintenance. The furniture in the dining and lounge rooms was observed to be stained, scratched, not clean and one sofa did not have a cushion to sit on over the base. One consumer room had a hole in their wall that was patched but the repair had not been completed. The arrangement of furniture in another consumer room was not positioned in a safe manner and items required cleaning. 
During the Assessment Contact the maintenance manager advised the Assessment Team there are no identified maintenance trends, while management advised there is no schedule for the soft furnishings to be cleaned on a regular basis, and they are currently cleaned when soiled or stained or when there is a maintenance request. Management also advised that a prior request to head office to replace the furniture had now been approved, an order had been placed, and a professional steam clean of the furniture had been arranged as an interim measure. Management advised the maintenance officer will finish the repair to the consumer’s wall and arranged the repositioning and cleaning of furniture in the other consumer’s room. 
The Assessment Team observed in the consumers’ smoking area that a tin can was used as an ash tray instead of the fixed cigarette disposal container, which was full.  Management said they would review the process of who is responsible for cleaning and emptying the cigarette disposal bins and remove the tin.
In their response to the Assessment Team report the Approved Provider acknowledged the need for improvement in maintenance at the service and provided details of actions already taken and underway to address this issue. These include, a new experienced maintenance officer commenced in January 2023, who has completed room audits, patch the walls as needed, and ordered new equipment, which has been purchased. There has been servicing of existing equipment, new weekly cleaning of chairs and upholstery has commenced and been added to cleaning schedules, and additional training has been provided to cleaning staff. 
I acknowledge the Approved Provider’s actions in response to the Assessment Team’s feedback and the improvements that have been commenced. The improvements are still occurring, and I encourage the Approved Provider to continue to embed these improvements into their usual practice to ensure all consumers are provided with furniture and fittings that are safe, clean and well maintained.  Accordingly, I find requirement 5(3)(c) is non-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)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Non-compliant 


Findings
The service was found non-compliant in requirement 7(3)(a) following a Site Audit conducted 25 - 28 May 2021 due to insufficient staffing to meet consumer needs and preferences. An assessment contact was conducted on 18 – 19 January 2023. The Assessment Team found the service was not staffing shifts to ensure sufficient staffing to meet consumer needs including ensuring shifts are covered. There was mixed feedback on staff sufficiency from consumers and staff. 
Consumers and their representatives provided mixed feedback regarding the adequacy of staff numbers. Most stated they felt the service needed more staff. One consumer advised there can be delays in response to call bells, two consumers advised they sometimes have to wait for staff to assist them with care and one representative advised staff were sometimes too busy and sometime consumers have to wait for assistance.  
Most staff interviewed said they do not have enough time to complete their work and to spend quality time with consumers. They said they do not have enough staff, and they work additional time to cover vacancies.  
Management advised staff are rostered to match the number of consumers and the level of their needs, and the service has not changed the staffing numbers even though they had some vacant rooms. The management team described strategies they have implemented to successfully recruit new staff to the service in response to difficulties faced in recruiting registered nurses in rural services. Management described the recent recruitment of 3 assistants in nursing (AIN) through a global recruitment program, who will commence in February 2023 and work towards registration as registered nurses. 
The Approved Provider in their response acknowledged the challenges in ensuring sufficient staffing and advised that this is of high priority to ensure suitably qualified staff to provide consumers with the care and services they need. The Approved Provider outlined the extensive recruitment strategies they have taken and further strategies underway to ensure they have both a sufficient number and mix of staff. 
I acknowledge the feedback from consumers, their representatives and staff regarding staffing to provide safe and quality care. Noting evidence from the assessment team shows the service did not have vacant shifts, and staffing numbers are maintained despite vacancies, I have considered that some of the impact may be through the need to support staff in performing their roles. I have therefore considered this information in requirement 7(3)(c). I encourage the Approved Provider to continue to maintain their focus on the attraction and retention of staff so they can continue to plan the workforce to deliver of safe and quality care and services. Accordingly, I find requirement 7(3)(a) is compliant. 
The service was found non-compliant in requirement 7(3)(c) following a Site Audit conducted 25  - 28 May 2021 due to staff not demonstrating the knowledge to effectively perform their roles. An assessment contact was conducted on 18 – 19 January 2023, the Assessment Team found the service has a comprehensive recruitment process, uses a buddy system and mandatory training programs to orientate new staff, and management monitors records of staff qualifications to ensure they remain current. The service has a system to monitor staff completion of mandatory training, and education courses, such as the Serious Incident Reporting Scheme (SIRS), behaviour support plans, restrictive practices, pain management, wounds, and manual handling. However, the Assessment Team found the service did not demonstrate it has a process to evaluate the effectiveness of the training provided and to monitor and review post training competency and transfer of learning to the job. 
Most consumers and representatives interviewed said staff know what they are doing and mostly have the knowledge to provide safe quality care. However, some concerns were raised regarding staff knowledge and skills in providing some aspects of clinical care.
The Assessment Team found that despite having received training, staff demonstrated a lack of competence in several clinical areas such as wound management and falls management, including post falls neurological observations and manual handling. In addition to the previous manual handling incident in Requirement 3(3)(a), the Assessment Team observed staff using incorrect manual handling techniques during the Assessment Contact. 
In their response to the Assessment Team’s report, the Approved Provider acknowledged that improvements could be made around monitoring the effectiveness of staff training. The service advised it would be implementing several improvement strategies including a survey for staff and residents to identify knowledge gaps to be addressed in a staff development day, the inclusion of education as an agenda item at staff and resident meetings, reattending manual handling competencies, and a best practice ‘hot topic’ to be discussed in handover each week. The service has also recently engaged a nurse consultant to oversee the improvement actions, provide education and mentoring and two additional registered nurses in the roles of acting director of nursing and deputy director of nursing, to improve service and care delivery. 
I acknowledge the Approved Provider has delivered some training in relation to the deficits and the improvement action plan submitted. However, the Approved Provider needs to have the systems and process to identify and address consumer’s concerns, review outcomes, and adjust staff practice. I would remind the Approved Provider that as part of monitoring of staff performance they should ensure education and training is improving staff knowledge and supporting them to undertake the responsibilities of their roles. I would encourage the Approved Provider to embed the improvements into usual practice to ensure all consumers are provided care and services by a workforce with the knowledge to effectively perform their roles. Accordingly, I find requirement 7(3)(c) is non-compliant.    


Standard 8
	Organisational governance
	

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


Findings
The service was found non-compliant in requirement 8(3)(d) following a Site Audit conducted 25 - 28 May 2021 due to gaps in the implementation of risk management systems and practices. An assessment contact was conducted on 18 – 19 January 2023. The Assessment Team found the service was not supporting consumers to live the best life they can and was not consistent in mitigating and managing risk. 
The Assessment Team found the organisation has risk management systems and processes to help them identify and assess risk to consumers health safety and well-being. There are processes for escalation of risk and organisational oversight with reporting requirement on clinical governance to the Board. The organisation has an electronic risk management system that is used in the service and organisational policies and processes to guide and address risk for consumers. 
While the Assessment Team identified areas for improvement in consumer care these are addressed in requirement 3(3)(a). The Approved Provider response referred to the organisation governance systems of the service which are well established. 
I have considered the Assessment Team report and the response from the Approved Provider. While in this service there are improvements required in care delivery this does not correlate to a disfunction of governance structures at organisational level. I find the evidence of the Approved Provider more compelling, and I am satisfied the organisation does have effective risk management systems and practices. Accordingly, I find requirement 8(3)(d) is compliant.
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