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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 Whittlesea Lodge (the service) has been prepared by S Byers, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1]. [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Assessment Contact - Site; the Assessment Contact - Site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others
· the service was issued a Non-Compliance Notice in September 2021 following a finding of non-compliance with the Quality Standards in 2(3)(a), 2(3)(b), 2(3)(e), 3(3)(a), 3(3)(b), 3(3)(d), 7(3)(a), 7(3)(e), 8(3)(b), 8(3)(c), 8(3)(d) and 8(3)(e). 

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

	Standard 2 Ongoing assessment and planning with consumers
	Not applicable as not all requirements have been assessed 

	Standard 3 Personal care and clinical care
	Not applicable as not all requirements have been assessed 

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

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

	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
There are no specific areas identified in which improvements must be made to ensure compliance with the Quality Standards. The provider is required to actively pursue continuous improvement in order to remain compliant with the Quality Standards.


Standard 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.
	Compliant 


Findings
The service was found non-compliant in Standard 2 in relation to Requirements 2(3)(a), 2(3)(b) and 2(3)(e) following a site audit in August 2021 where it was unable to demonstrate:
· Assessment and planning considered risks to the consumer’s health and well-being, specifically in relation to the assessment of falls, continence and nutritional needs; and accurate and timely assessments were completed for new admissions.
· Assessment and planning identified and addressed the consumer’s end of life care needs and every consumer had a valid advance care directive in place; consumer needs, goals and preferences were consistently documented or updated.
· Consistent reporting and review of incidents that impact on the needs, goals and preferences of the consumer.
At the November 2022 assessment contact, the Assessment Team found the service had implemented improvements to address the deficits identified at the previous site audit.
Consumers and representatives were satisfied risks to the consumer’s health and well-being were identified through assessment and planning processes. Consumer documentation demonstrated risks were identified and documented to inform the delivery of safe and effective care. Care files included signed dignity of risk documentation, where relevant. Staff confirmed they had completed training on the services updated admission process. Staff demonstrated understanding of the process and described how they use validated risk screening and assessment tools to identify, assess and document consumer risks.
Consumers and representatives were satisfied that staff know their care needs and preferences. Care planning documents were individualised and reflected consumer’s needs, goals and preferences. Care files of sampled consumers included documented advance care directives, end of life planning and consultation.  Staff demonstrated understanding of individual consumer’s needs and preferences including the personalised care needs of consumers nearing end of life.
Consumers and representatives were satisfied they are consulted and participate in the review of the consumers care. Representatives said they are informed of incidents promptly. Care documentation demonstrated that where consumer needs change or where incidents impact on consumers, re-assessment occurs and interventions are incorporated into care plans. The Assessment Team observed incident reports to be complete and reflect actions taken, details of the incidents, notification to the representative and analysis of trends by management.  Clinical staff described how they review care plans with consumers and their representatives. Education documentation confirmed staff had completed training specific to their roles regarding incident reporting and the completion of required documentation, notification and, where required, escalation.
Based on the available evidence, I am satisfied the service has in place effective assessment and planning systems to ensure risks to the consumer’s health and well-being are considered, consumers current needs, goals and preferences including advanced care planning are identified and addressed, and 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. I find Requirements 2(3)(a), 2(3)(b) and 2(3)(e) are 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.
	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)(d)
	Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
	Compliant 


Findings
The service was found non-compliant in Standard 3 in relation to Requirements 3(3)(a), 3(3)(b) and 3(3)(d) following a site audit in August 2021 where it was unable to demonstrate:
· Each consumer received safe and effective personal care in relation to wound care, pain management and restrictive practices.
· The identification and effective management of high impact and high prevalence risks associated with the care of each consumer in relation to falls management, medication management and weight management.
· The deterioration of consumers was identified and responded to in a timely and appropriate manner.
At the November 2022 assessment contact, the Assessment Team found the service had implemented improvements to address the deficits identified at the previous site audit.
Consumers and representatives were satisfied the consumer receives safe personal and clinical care.  The psychotropic register, restrictive practices documentation, progress notes and assessments demonstrated the service monitors psychotropic medication. Care documentation reflected consideration of chemical restraint, consultation, regular medical review and informed consent are documented for consumers prescribed psychotropic medications. Representatives confirmed discussing with the consumer’s medical practitioner the risks associated with the prescribed medication. Wound documentation reflected best practice wound care tailored to the consumer including photographs and measurements. Pain documentation demonstrated pain assessments are completed following incidents, changes in condition and medication. Staff have received training in behaviour interventions, identification and trial of interventions and documenting interventions prior to the use of psychotropic medication. Staff demonstrated how they assess and document consumer’s pain and provide individualised behaviour interventions, this was support by consumer documentation.
Consumers and representatives expressed satisfaction that weight loss is identified, falls are assessed in a timely manner, falls prevention strategies are discussed and implemented and medications are given on time. Care documentation demonstrated validated risk assessment tools are used to assess consumers at risk of falls and weight loss. Staff demonstrated understanding of individual consumer risks and the associated strategies and interventions including weight monitoring, nutritional intake and the use of hip protectors, falls mats and sensors. The physiotherapist confirmed receiving timely referrals following falls and that care plans are reviewed and updated.  The service has implemented a new electronic medication system to support medication management. Staff have completed training in the electronic medication system and medication competencies.
Consumers and representatives expressed satisfaction with how the service responds to a change or deterioration in the consumer’s health status. Care documentation demonstrated the timely identification of, and response to, deterioration or changes in the consumer’s condition. Documentation detailed ongoing monitoring, charting, individualised interventions and review by medical practitioners. Clinical staff described how deterioration or changes in a consumers health status is identified, actioned and communicated.
Based on the available evidence, I am satisfied the service has in place systems to ensure each consumer gets care that is best practice, tailored to their needs and optimises their well-being, effective management of high impact and high prevalence risks associated with the care of each consumer and deterioration in the consumer’s health status is recognised and responded to in a timely manner. I find Requirements 3(3)(a), 3(3)(b) and 3(3)(d) are 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)(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 Standard 7 in relation to Requirements 7(3)(a) and 7(3)(e) following a site audit in August 2021 where it was unable to demonstrate:
· The workforce deployed was sufficient to enable the delivery of safe and quality care and services.
· The regular assessment and review of staff performance.
At the November 2022 assessment contact, the Assessment Team found the service had implemented improvements to address the deficits identified at the previous site audit. 
While most consumers and representatives said there was sufficient staffing, mixed feedback was received from some consumers and representatives who had observed instances of delayed response to call bells. All care and clinical staff interviewed said at times they can be short staffed; however, none could identify any significant adverse impact on care delivery. Management described the strategies in place to improve workforce planning including, restructuring the roster to include additional shifts, ongoing recruitment and the appointment of a weekend receptionist and clinical care coordinator assistant. Staff provided feedback that these strategies had resulted in improved staffing and care for consumers. Management explained that unplanned leave continues to be a challenge and explained the strategies in place to attempt to fill shifts. Review of roster documentation for the two weeks prior to the assessment contact demonstrated all shifts were filled except two care shifts and all clinical shifts were filled. Management advised a registered nurse is onsite 24 hours a day and this was supported by roster documentation. Call bell reports demonstrated call bells are responded in a timely manner. Software has been installed to monitor call bells and sensor mat response times with regular audits conducted to identify trends.
The service has a workforce performance assessment and procedure in place. Management and staff described the performance appraisal process including the completion of appraisal documentation and actions taken if staff performance issues are identified. All staff interviewed confirmed they have participated in or are scheduled to participate in an annual performance review.
Based on the available evidence, I am satisfied the service has in place effective systems to ensure the workforce is planned to enable safe and quality care and services and workforce performance is effectively assessed, monitored and reviewed. I find Requirements 7(3)(a) and 7(3)(e) are 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.
	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.
	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 Standard 8 in relation to Requirements 8(3)(b), 8(3)(c), 8(3)(d) and 8(3)(e) following a site audit in August 2021 where it was unable to demonstrate:
· The governing body promotes a culture of safe, inclusive and quality care and services through effective governance systems.
· Effective organisation wide governance systems relating to workforce governance.
· Effective risk management systems including the management of high impact or high prevalence risks and the management and prevention of incidents.
· Effective clinical governance framework that minimises the use of chemical restraint.
At the November 2022 assessment contact, the Assessment Team found the service had implemented improvements to address the deficits identified at the previous site audit.
Consumers and representatives confirmed receiving quality care and services. The organisation has established a new governing body since the previous site audit. The new Board is comprised of members with a diverse range of skills and backgrounds including experience in the aged care sector. The Board has developed a strategic plan and is working closely with management at the service to review systems and implement strategies to ensure effective governance, this includes improved monthly reporting, ongoing collection of feedback from consumers and regular review of continuous improvement. Review of documentation including quality reports and meeting minutes supported improvements in the quality of information provided to the Board to ensure oversight and accountability for the delivery of care and services.
The organisation demonstrated it has effective organisation wide governance systems in relation to information management, continuous improvement, financial governance, regulatory compliance and feedback and complaints. The organisation has implemented improvements in relation to workforce governance, specifically workforce planning and performance processes as demonstrated under Standard 7, Requirements 7(3)(a) and 7(3)(e) where both requirements have been found compliant. Management and staff demonstrated understanding of the policies and processes that supported each of the governance systems. Meeting minutes demonstrated improved communication with staff to ensure awareness and understanding of legislative and regulatory changes.
The organisation demonstrated it has effective risk management systems in place supported by policies and procedures documented to manage risk, abuse and neglect of consumers, supporting consumers to live the best life they can and incident management. Risks are identified, reported, escalated, and reviewed by management. Management described how they review incidents daily and provide quality reports to the Board monthly. The reports have been improved to include more detailed information including clinical indicators and risks. The service has an incident management system in place and staff demonstrated understanding of incident reporting processes and responsibilities. Staff demonstrated understanding and practical application in the effective management of risks as supported by information in Standards 2 and 3 which have been found compliant.  Staff have completed training in risk management, incident management, SIRS and documentation management.
The organisation demonstrated it has a documented clinical governance framework which includes antimicrobial stewardship, minimising the use of restraint and an open disclosure policies and procedures. Most staff had been educated about the policies, and while some were not aware of the terms antimicrobial stewardship and open disclosure all were able to provide practical examples of the relevance to their work. While most staff demonstrated understanding of restrictive practices and related legislative requirements, the delivery of care in relation to consumers subject to restrictive practices was found to be in accordance with legislative requirements (see Standard 3, Requirement 3(3)(a)). The Assessment Team’s review of the service’s restrictive practices register demonstrated the service is identifying potential chemical restraint and documenting appropriate medical reviews and informed consent.  The service’s restrictive practices policy outline’s the legislative requirements and the service’s responsibility to provide relevant reports to the Board. Reports were observed to include information relating to restrictive practices. Training records confirmed most staff have completed training in recognising restraint. Incident reports demonstrated open disclosure principles are practiced.
[bookmark: _GoBack]Based on the available evidence, I am satisfied the service has in place effective governance systems in relation to promoting a culture of safe, inclusive and quality care and services, workforce governance, risk management systems and practices including incident management, and clinical governance framework including the minimisation of chemical restraint.  I find Requirements 8(3)(b), 8(3)(c), 8(3)(d) and 8(3)(e) are Compliant.

Name of service: Whittlesea Lodge	RPT-ACC-0122 v3.0 
Commission ID: 4479	OFFICIAL: Sensitive 
		Page 1 of 2
image1.jpeg
Engage
Empower
Safeguard





image2.jpeg




image3.jpeg
Australian Government Engage
- Empower
© Aged Care Quality and Safety Commission Safeguard





