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Overall assessment of this Service
	[bookmark: _Hlk27119070]Standard 3 Personal care and clinical care
	

	Requirement 3(3)(b)
	Compliant

	Requirement 3(3)(f)
	Compliant

	Standard 8 Organisational governance
	Non-compliant

	Requirement 8(3)(d)
	Non-compliant
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Detailed assessment
This performance report details the Commission’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standard and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies areas in which improvements must be made to ensure the Quality Standards are complied with.
The following information has been taken into account in developing this performance report:
the Assessment Team’s report for the Assessment Contact - Desk; the Assessment Contact - Desk report was informed by review of documents and interviews with management, staff, consumers/representatives and others
the provider’s response to the Assessment Contact - Desk report received on 4 November 2020 and 11 November 2020
other relevant information made available to the Commission about the service and organisation.
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Personal care and clinical care
Consumer outcome:
1. I get personal care, clinical care, or both personal care and clinical care, that is safe and right for me.
Organisation statement:
2. The organisation delivers safe and effective personal care, clinical care, or both personal care and clinical care, in accordance with the consumer’s needs, goals and preferences to optimise health and well-being.
Assessment of Standard 3
Not all requirements were assessed and therefore an overall rating for the Quality Standard is not provided.
In the assessment of the two requirements under this Standard, the Assessment Team reviewed a sample of consumer care and other documentation, and conducted interviews with consumers, representatives, staff and management.  
The service demonstrated effective management of high impact and high prevalence risks associated with each of the consumers sampled. Consumers and representatives interviewed all spoke highly of the clinical and personal care provided. Care planning documentation for sampled consumers reflect high impact or high prevalent risks associated with their care are reviewed and updated. Staff and management demonstrated understanding of the risks related to the sampled consumers. Staff and management explained their responsibilities for weight management and wound care.
The service demonstrated timely and appropriate referrals to individuals, other organisations and providers of other care and services. Care planning documentation for sampled consumers demonstrated consumers are referred to appropriate specialists where required, including wound consultant, dietitian, speech pathologist and geriatrician. Staff described the process for referring consumers to health professionals and described how the input of health professionals informed the care of sampled consumers. Consumers’ family and representatives interviewed are satisfied consumers have access to relevant health professionals when required.  
The two Requirements 3(3)(b) and 3(3)f) are assessed as Compliant. 
Assessment of Standard 3 Requirements 
Requirement 3(3)(b)	Compliant
Effective management of high impact or high prevalence risks associated with the care of each consumer.
Requirement 3(3)(f)	Compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.

[image: ]STANDARD 3 	
Personal care and clinical care

[image: ]
[image: ]
[image: ]STANDARD 8 	NON-COMPLIANT
Organisational governance
Consumer outcome:
1. I am confident the organisation is well run. I can partner in improving the delivery of care and services.
Organisation statement:
2. The organisation’s governing body is accountable for the delivery of safe and quality care and services.
Assessment of Standard 8
While the service was able to demonstrate effective risk management systems and processes in relation to identifying and responding to elder abuse; supporting consumers to live the best life they can; and, managing other high impact and high prevalence risks, the service did not demonstrate effective risk management systems and practices implemented during the COVID 19 outbreak were timely, appropriate and consistent. 
Assessment of Standard 8 Requirements.
Requirement 8(3)(d)	Non-compliant
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.
The Assessment Team’s evidence drew on reports from two organisations overseeing the outbreak which identified inconsistent management of the service’s second COVID-19 outbreak which commenced on 15 July 2020.
The first report from the Department of Health and Human Services’ Outbreak Squad following a visit to the service two days after commencement of the COVID-19 outbreak reported:
· delays in the implementation of the service’s outbreak management plan, describing progress as minimal, and recommended assigning staff to set up response immediately to expedite processes, including placing of hand sanitisers, cleaning shared equipment and dedicating slings to consumers.   
The second report from the Outbreak Squad following a visit 13 days later highlighted:
· varied staff PPE practices, including concerns in relation to donning and doffing practices, use of vinyl gloves and staff break areas. 
A third report following a visit by Australian Medical Assistance Teams (AUSMAT) on 8 August 2020 identified:
· slings shared between consumers and between zones without effective cleaning
· staff not following correct donning and doffing procedures, and provided training during visit
· a COVID positive couple, one with wandering behaviours, residing in a COVID negative zone and a high risk of transmitting the infection to two other negative zones.     
Management’s responses to the Assessment Team’s report contests the recommendation of Non-Compliance and expressed dissatisfaction the reports used as evidence by the Assessment Team to inform the recommendation had not been made available to them by the respective organisations or the Commission. Management stated the service was provided verbal feedback during the visits by Outbreak Squad and AUSMAT respectively, and the local management team made all the changes asked of them. Management’s response also contends unseen reports from over three months ago can no longer be relevant in determining Non-Compliance. 
Management’s response notes they subsequently requested and received the three reports from the organisations of origin. Management’s response, summarised below, references these reports. 
Management’s response states the service is dedicated to consumers living with dementia, significant and intrusive wandering and other challenging behaviours. At the onset of the outbreak management implemented strategies to encourage consumers to remain in their rooms instead of locking them in, giving consideration to consumers’ mental health.     
Management’s response noted the organisation activated their emergency response plan in response to the second outbreak on 15 July 2020 and commenced implementation at the site. Management’s response states at this time of high community transmission there was no consistent information being provided by respective government departments, and the service responded to advice provided by different agencies. Two infection prevention and control specialists were contracted and an infectious control nurse specialist employed on 8 August 2020 to provide advice and assistance during the second outbreak.    
In relation to Outbreak Squad report 17 July 2020, management’s response:
· considered ‘the report’s comments to be suggestions’ which were followed up and actioned at the time of the visit, including placing hand sanitisers and separating donning and doffing areas
· states challenges experienced in purchasing tables for PPE stations and bins for doffing purposes 
· rejects that set up was ‘minimal’, but rather was ‘proportionate to the timing of the visit’ based on experiences at three other outbreak sites in the organisation
· notes many Doutta Gala staff were being furloughed at the time with many of the agency staff new to residential aged care
· states cleaning between use of equipment was always in place, and during the outbreak a cleaner each shift assigned to clean equipment and high touch points 
· contends the lifting machine mentioned in report did not come from another zone and that the agency staff observed in their haste to assist with care ‘forgot to replace PPE’
stated the Outbreak Squad’s report conflicts with verbal feedback from the Infection Control First Responder team who visited a day earlier.  
[bookmark: _Hlk56941978]In relation to Outbreak Squad report 30 July 2020, management’s response:
considered ‘the report’s comments to be suggestions’ which were followed up and actioned at the time of the visit
· rejects that staff were not properly trained, stating reviewing agencies provided signage that confused staff as to correct use of PPE and that staff were provided with new instruction each time the advice changed 
· stated vinyl and latex gloves continued to be used until 8 August 2020 when nitrile gloves made available through national stockpile 
· stated specific staff had been allocated prior to the visit to ensure donning and doffing stations were restocked and waste removed 
· stated staff were encouraged to take breaks outside and in their vehicles, however arrangements were reviewed after the visit to set up break out areas in each zone. 
In relation to AUSMAT report 8 August 2020, management’s response:
· considered ‘the report’s comments to be suggestions’ which were followed up and actioned at the time of the visit
· stated the service had identified slings as an issue in a COVID-19 outbreak and the organisation’s order for slings for each consumer had not been delivered at the time of the visit
· stated all slings were washed daily in laundry and/or cleaned in between consumer use 
· acknowledged that a COVID-19 positive husband and wife in a shared room were cohorted with consumers in a COVID-19 negative zone. While the husband remained in the room following his positive test, the wife came out of her room every day to collect paper, visit the nurses station and another consumer in an adjoining room. She stayed ‘predominantly’ in the room following her positive test 2 August 2020. Strategies introduced to encourage her to stay in her room included a light weight barrier which ‘the wife was able to move if she wanted to venture out’, as the ‘service does not use restraints’   
· stated while the husband died with a COVID diagnosis, no other consumers in the zone contracted COVID-19
· stated the Assessment Team did not consider the second day of the AUSMAT visit that showed clear evidence that actions had been taken, including designating a smoking area upstairs to keep a COVID-19 positive consumer from using the lift.
In making my decision, I have taken both the Assessment Team’s report and management’s response into consideration, and place particular weight on the following evidence:
· The Commission can use any relevant information made available to form a view on the compliance of a service.
· COVID positive consumers were cohorting with COVID negative consumers in a negative zone. Irrespective of management’s assertion that no other consumers in the zone became COVID positive, there remained a high risk of transmission, given the wife sharing with a COVID positive husband moved freely within the zone and adjoining zone, until she too was tested positive; after which according to management’s response she remained ‘predominantly’ in her room.
· Similarly, it concerns me that another COVID positive consumer was using the lift to access the smoking area on the ground level creating a high risk of transmission, until AUSMAT’s observations three and a half weeks into the outbreak resulted in designating a smoking area on the first floor.
· While I note management’s view that the service is a consumer’s home, I cannot ignore the high risk of transmission for consumers in both the above situations.
· While management viewed the reports from the organisations overseeing the outbreak as ‘suggestions’ that they had actioned, and contend there was conflicting advice, the reports communicate clear concerns. 
For example, 
· Outbreak Squad’s recommendation on the third day into the second outbreak for the service to immediately assign staff to expedite set up processes as progress was minimal. While I note management’s assertion progress made at that time was ‘proportionate’ based on their experiences, I cannot discount the overseeing organisation’s concerns to have infection control defences in place as quickly as possible.  
· Lack of staff break out areas within designated zones two weeks into the outbreak; instead staff were encouraged take breaks outside or in their vehicles.
· Observations of both overseeing organisations’ in relation to slings shared between consumers and between zones without effective cleaning. I note management had ordered but not received additional slings.
While the service was responsive to the observations and recommendations of the organisations overseeing the outbreak, there is evidence of practices at the service that placed consumers at high risk of COVID-19 transmission. I find the management of high impact high prevalence risk related to the COVID-19 outbreak at the service was not always appropriate, timely and consistent. 
It is on this basis I find that the service is Non-Complaint in this requirement. 
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Organisational governance

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.
Requirement 8(3)(d)	
Review the service’s risk management systems in relation to pandemic response to ensure preparedness and practices minimise the risk of transmission.   
Other relevant matters 
· The service’s second outbreak commenced on 15 July 2020 to 20 September 2020. There were nine consumer deaths during the outbreak and 21 consumers recovered. Twenty-seven staff were affected during the outbreak.  
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