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[bookmark: _Hlk32477662]Publication of report
This Performance Report may be published on the Aged Care Quality and Safety Commission’s website under the Aged Care Quality and Safety Commission Rules 2018.
Overall assessment of this Service
	[bookmark: _Hlk27119070]Standard 2 Ongoing assessment and planning with consumers
	Compliant

	Requirement 2(3)(b)
	Compliant

	Requirement 2(3)(e)
	Compliant

	Standard 3 Personal care and clinical care
	Non-compliant

	Requirement 3(3)(b)
	Non-compliant

	Standard 4 Services and supports for daily living
	Compliant

	Requirement 4(3)(b)
	Compliant

	Standard 7 Human resources
	Compliant

	Requirement 7(3)(a)
	Compliant

	Standard 8 Organisational governance
	Compliant

	Requirement 8(3)(c)
	Compliant

	Requirement 8(3)(d)
	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 - Site; the Assessment Contact - Site report was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff and others
the provider’s response to the Assessment Contact - Site report received 19 August 2020.
the Assessment Team’s report for the Assessment Contact – Desk conducted 29 April 2020 to 30 April 2020; the Assessment Contact - Site report was informed by review of documents and interviews with staff. 
The provider’s response to the Assessment Contact – Desk report received 23 June 2020.
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Consumer dignity and choice

[image: ]
[image: ]
[bookmark: _Hlk27644042][image: ]STANDARD 2 	COMPLIANT
Ongoing assessment and planning with consumers
Consumer outcome:
1. I am a partner in ongoing assessment and planning that helps me get the care and services I need for my health and well-being.
Organisation statement:
2. The organisation undertakes initial and ongoing assessment and planning for care and services in partnership with the consumer. Assessment and planning has a focus on optimising health and well-being in accordance with the consumer’s needs, goals and preferences.
Assessment of Standard 2
The Quality Standard is assessed as Compliant as two of the five specific Requirements have been assessed as Compliant. The Assessment Team assessed Requirements (3)(b) and (3)(e) in relation to Standard 2. All other Requirements in this Standard were not assessed.
The purpose of the Assessment Contact was to assess the performance of the service in relation to Requirements (3)(b) and (3)(e) in this Standard. These Requirements were found Non-compliant following a Site Audit conducted 21 January 2020 to 23 January 2020. 
[bookmark: _Hlk49867088]At the Site Audit conducted 21 January 2020 to 23 January 2020, in relation to Standard 2 Requirement (3)(b), the Decision Maker found three consumer files showed care and services were not always being provided in line with consumer’s assessed needs and/or preferences. Additionally, the three care plans were not centred on those consumers’ needs and did not reflect their personal preferences or assessed needs. The service has made improvements in response to the Non-compliance identified at the Site Audit. However, at the Assessment Contact – Site conducted 22 July 2020 to 23 July 2020, the Assessment Team were not satisfied consumers’ goals for care were consistently documented on care plans or one consumer’s emotional and clinical care needs were assessed or incorporated into the care plan. The Assessment Team have recommended Requirement 3(b) is not met. I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the approved provider’s response to come to a view of compliance with Standard 2 Requirement (3)(b) and find the service Compliant with Requirement (3)(b). I have provided reasons for my decision in the specific Requirement.
[bookmark: _Hlk49928554][bookmark: _Hlk49932702]At the Site Audit conducted 21 January 2020 to 23 January 2020, in relation to Standard 2 Requirement (3)(e), the Decision Maker found the organisation did not have an effective process to ensure care and service outcomes were reviewed for effectiveness, and when circumstances change or when incidents impact on the needs, goals and preferences of the consumer. The service has made improvements in response to the Non-compliance identified at the Site Audit. However, the Assessment Team found inconsistencies in a care plan and assessment review process for one consumer. Additionally, consumer representatives stated whilst they had been informed of outcomes of care plan reviews, not all had been informed of upcoming reviews, involved in care plan review processes or provided with a copy of the care plan when requested. The Assessment Team have recommended Requirement 3(e) is not met. I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the approved provider’s response to come to a view of compliance with Standard 2 Requirement (3)(e) and find the service Compliant with Requirement (3)(e). I have provided reasons for my decision in the specific Requirement.
Assessment of Standard 2 Requirements 
Requirement 2(3)(b)	Compliant
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.
[bookmark: _Hlk49932661]The Assessment Team found the organisation did not adequately demonstrate consumers’ goals for care were consistently documented on care plans. This was evidenced by the following:
· Goals were not documented in all care plans for two consumers, in seven of nine care plans for one consumer and in one care plan for one consumer. 
· Management acknowledged a lack of knowledge in understanding how to record goals on the electronic care system template. 
The approved provider’s response indicates they agreed with the Assessment Team’s report. The response states there are several sections within the service’s electronic care system, where consumer preferences for management of their care are stated. Additionally, the response states when staff refer to consumer care plans, consumer preferences for management of their care is captured throughout the assessment and planning process. The approved provider’s response demonstrated the organisation has been proactive in addressing the issues identified in the Assessment Team’s report and have implemented the following actions:
· A full audit on the service’s electronic care system has been completed to ensure no other gaps within the system.
· Management attended a half day training session on the electronic care system on 17 August 2020.
· An audit on the goals section on all consumer care plans was completed on 18 August 2020 and goals sections updated for each consumer. 
The Assessment Team were not satisfied emotional and clinical care needs were assessed or incorporated into a consumer’s care plan. This was evidenced by the following:
· An initial care plan for a consumer dated 22 January 2020 indicates ‘watch for depression related to this diagnosis’.
· A Cornell scale was not completed until 20 July 2020 where the consumer was classed as ‘major interference’.
[bookmark: _Hlk49941124]The approved provider’s response indicates they refute the information documented in the Assessment Team’s report relating to this consumer. The response states the consumer was not put at risk and their care needs have been met. The Decision Maker notes, and the approved provider’s response indicates information in the Assessment Team’s report demonstrates progress notes indicate the consumer’s emotional needs have been ‘assessed almost daily since admission and interventions provided’. Additionally, the Assessment Team’s report indicates no impact to the consumer was identified and the consumer’s representative reported satisfaction the consumer’s needs had been identified, managed and reviewed. 
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified at the Site Audit conducted 21 January 2020 to 23 January 2020. The Assessment Team’s report outlined the following actions and improvements implemented, including:
· An audit of all consumer care plans has been completed to ensure care plans are up to date.
· Eight staff attended education relating to Care plan reviews and New admission documentation conducted 18 March 2020.
· Training to three clinical staff on Care plan review conducted on 31 March 2020. One on one training is also being provided and has been undertaken on 2 and 7 April 2020. 
· Competency training relating to care plan reviews has commenced. The Assessment Team noted the service has a care plan review schedule and all care plans viewed were in date. 
· Implementation of a process to ensure communication is effectively handed over from the Physiotherapist to clinical staff. Allied health recommendations are emailed to staff following consumer reviews and changes made to care plans.  
· The Assessment Team viewed care files for consumers identified in the Site Audit report and found issues identified had been rectified.
[bookmark: _Hlk49942659]I acknowledge the approved provider’s response to the Assessment Team’s findings, including the additional documentation provided. Based on the Assessment Team’s report and the approved provider’s response, I have come to a different view from the Assessment Team’s recommendation of not met and find the service is Compliant with this Requirement. 
[bookmark: _Hlk49943100]I acknowledge the Assessment Team’s report indicates goals of care were not consistently documented in three consumer files viewed. However, the Assessment Team’s report does not indicate this has had an impact on consumer care and service provision. The approved provider’s response acknowledged a lack of knowledge relating to the goals section of the service’s electronic care system and have taken actions since the Assessment Contact to address this knowledge gap. 
In relation to a consumer’s emotional needs not being assessed or incorporated into the care plan, the Assessment Team’s report states progress notes viewed indicate the consumer’s emotional needs had been assessed almost daily since entry to the service and interventions provided. The Assessment Team’s report indicates there has been no impact to the consumer and the consumer’s representative reported satisfaction that the consumer’s needs had been identified, managed and reviewed. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care – Nerrilda, Compliant in relation to Standard 2 Requirement (3)(b).
Requirement 2(3)(e)	Compliant
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.
The Assessment Team found inconsistencies in the care plan and assessment review processes for one consumer. This was evidenced by the following:
· A Nutritional and hydration assessment and care plan dated 26 April 2020 identified the consumer was malnourished and had an unstable weight. Strategies documented included monthly weights.
· Interventions documented on a Mini-nutritional assessment dated 14 June 2020 included follow-up Dietitian review, on food chart and weekly weights. The Assessment Team found no evidence that a food chart had commenced, weights were being monitored fortnightly and a Dietitian referral had not been initiated.
· A Mini nutritional assessment dated 17 July 2020 indicated monthly weights. 
· Management stated the assessment 14 June 2020 was undertaken as a precursor to the full assessment rather than due to clinical need and stated the assessment was a mistake.
· Management stated the consumer did not need to see a Dietitian as the Medical officer was “aware of the situation”. 
The approved provider’s response indicates they did not agree with the Assessment Team’s report relating to this consumer. The response states the Assessment Team was shown a document from the consumer’s Medical officer confirming a diagnosis dated 13 June 2019. Additionally, the response indicates the error made related to information in the ‘notes section’ not being removed; this has since been rectified. 
The Assessment Team identified not all consumer representatives were aware of care plan review processes. This was evidenced by the following:
· Representatives confirmed they had been informed of outcomes of care plan reviews. However, all eight representatives reported they had not been informed of upcoming reviews, invited or involved in care plan review processes or provided with a copy of the care plan when requested.
· Management stated they would speak with staff and implement actions to ensure representatives are provided with opportunities to collaborate and inform care plan review processes.
The approved provider’s response indicates they agreed with the Assessment Team’s report relating to care plan review processes. The approved provider’s response demonstrated the organisation has been proactive in addressing the issues identified in the Assessment Team’s report. The organisation now has an Executive services manager and a designated Registered nurse who are responsible for completing care plan reviews. The Care plan review process now includes meeting with consumers and/or representatives to inform, invite or involve them in the care planning review process. 
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified at the Site Audit conducted 21 January 2020 to 23 January 2020. The Assessment Team’s report outlined the following actions and improvements implemented, including:
· A Clinical Psychologist has provided in-house and tele-health emotional support sessions for staff and consumers following incidents. Management provided two recent examples of where this had occurred. 
· Training sessions related to Providing emotional support to residents after elder abuse were held in March 2020.
· Education sessions for staff relating to mandatory reporting and elder abuse, including incident reporting and reporting to management conducted in January, March and April 2020. 
· The Assessment Team viewed care files for consumers identified in the Site Audit report and found issues identified had been rectified.
I acknowledge the approved provider’s response to the Assessment Team’s findings, including the additional documentation provided. Based on the Assessment Team’s report and the approved provider’s response, I have come to a different view from the Assessment Team’s recommendation of not met and find the service is Compliant with this Requirement.  
I acknowledge the Assessment Team’s report indicates inconsistencies in a care plan and assessment review process for one consumer relating to nutrition and hydration. I note the Assessment Team’s report does not indicate this has had an adverse impact on consumer’s health or well-being. Additionally, the Assessment Team’s report indicates the consumer had been weighed on seven occasions between 7 March and 7 July 2020 with the consumer’s weight remaining stable over this period. 
In relation to representatives not being aware of care plan review processes, the approved provider’s response demonstrates improved processes have been implemented in response to information documented in the Assessment Team’s report. This Requirement requires care and services to be regularly reviewed for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer. I note the Assessment Team’s report indicates consumer files viewed included evidence that care, and services are reviewed regularly for effectiveness, when circumstances change and following incidents. Additionally, the Assessment Team’s report indicates representatives sampled confirmed they had been informed of incidents, changes to medication and changes to consumer care, including outcomes of care plan reviews. 
[bookmark: _Hlk49951372]For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care – Nerrilda, Compliant in relation to Standard 2 Requirement (3)(e).
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Ongoing assessment and planning with consumers
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[image: ]STANDARD 3 	NON-COMPLIANT
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
The Quality Standard is assessed as Non-compliant as one of the seven specific Requirements has been assessed as Non-compliant. The Assessment Team assessed Requirement (3)(b) in relation to Standard 3. All other Requirements in this Standard were not assessed.
The purpose of the Assessment Contact was to assess the performance of the service in relation to Requirement (3)(b) in this Standard. This Requirement was found Non-compliant following a Site Audit conducted 21 January 2020 to 23 January 2020. 
At the Site Audit conducted 21 January 2020 to 23 January 2020, in relation to Standard 3 Requirement (3)(b), the Decision Maker found the organisation did not have an effective process to ensure management of high impact or high prevalence risks associated with the care of each consumer in relation to managing medications and minimising restrictive practices. Additionally, the service did not effectively manage risks related to the care of each consumer in line with the consumer’s care plan, did not identify a consumer following an incident of an alleged abuse and did not apply appropriate measures and strategies to keep the consumer safe. The service has made improvements in response to the Non-compliance identified at the Site Audit. However, at the Assessment Contact – Site conducted 22 July 2020 to 23 July 2020, the Assessment Team identified medication charts did not consistently contain indications for use for ‘as required’ medication, inconsistencies in documentation relating to pain and blood glucose monitoring and wounds not consistently reported as incidents in line with the service’s policy. The Assessment Team have recommended Requirement 3(b) is not met. I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the approved provider’s response to come to a view of compliance with Standard 2 Requirement (3)(b) and find the service Non-compliant with Requirement (3)(b). I have provided reasons for my decision in the specific Requirement.
Assessment of Standard 3 Requirements 
Requirement 3(3)(b)	Non-compliant
Effective management of high impact or high prevalence risks associated with the care of each consumer.
The Assessment Team found some issues identified at the Site Audit conducted 21 January 2020 to 23 January 2020 were still evident. For example:
In relation to medication management:
The Assessment Team found medication charts still did not consistently include documented indications for use for ‘as required’ medications. This was evidenced by the following:
· Medication charts viewed for five consumers did not consistently contain documented indications for use for ‘as required’ medications.  
The approved provider’s response indicates they agree with the Assessment Team’s report. The response states the service have continuously encouraged Medical officers to complete this field in the electronic medication system. Since the Assessment Contact, correspondence has been sent to Medical officers and a request for medication indications to be actioned. A copy of the correspondence was provided as part of the provider’s response. The Assessment Team does not indicate these issues have had a direct impact on consumers. 
In relation to restraint:
The Assessment Team found there was no written evidence that restraint had been reviewed and discussed with the consumer/representative and consent provided. Additionally, chemical restraint authorisation forms had not been re-signed following the initial consent. This was evidenced by the following:
· An authorisation form for one consumer, signed by the consumer’s representative and Medical officer was dated 3 December 2018.
· An authorisation form for one consumer, signed by the consumer, representative and Medical officer was dated 16 March 2019.
· An authorisation form for one consumer, signed by the consumer’s representative and Medical officer was dated 9 May 2019.
· A consumer was prescribed an as required psychotropic medication. The medication had been administered on six occasions between 9 and 20 July 2020 for agitation and unsettled behaviour. However, management did not consider the medication a chemical restraint. 
The approved provider’s response indicates they agree with the Assessment Team’s report. The response indicates the service plan to conduct an audit of all consumers on chemical restraint and will discuss this with consumers and/or representatives. 
In relation to pain:
The Assessment Team identified pain charts for two consumers were not consistently completed in line with organisational policy. This was evidenced by the following:
· For one consumer, there was no information recorded on seven assessments and only 12 assessments included the pain rating, frequency, intervention and follow-up.
· For another consumer, nine pain assessments were blank and of the 28 occasions the consumer reported pain, only 10 included a full assessment and 15 assessments included evidence of follow up.
The approved provider’s response indicates they agree with the Assessment Team’s report. The response indicates acknowledgement that Registered staff have not completed all fields in the service’s electronic care system for pain. The Decision Maker notes the Assessment Team’s report indicates consumers and representatives interviewed reported satisfaction with how the service manages pain and confirmed consumers’ pain is regularly assessed.  
In relation to diabetes management:
The Assessment Team identified of the 13 consumers who require monitoring of blood glucose levels (BGLs), five consumers’ diabetic directives were incomplete and did not provide staff with clear directives for management of diabetes. Issues identified demonstrated staff practice was not in line with the organisation’s Diabetic management policy. This was evidenced by the following:
· Suitable BGL ranges are documented for one consumer, however, there are no directives for what staff are required to do when BGLs are outside of this range. 
· One consumer’s BGL was recorded outside of desired range on two occasions in July 2020. The BGL was checked two to three hours later on both occasions and was still out of range. The service was unable to provide documentation indicating staff had followed the Medical officer’s directives, including contacting the Medical officer. 
· On five occasions, BGLs were recorded outside of the recommended range. BGLs were not monitored or rechecked until between four to 19 hours later. 
· One consumer is required to have BGLs checked daily, however, there are no recommended ranges indicated and no directives for staff when BGLs indicate hyper or hypoglycaemia. 
·  In the 24 days since admission, the consumer’s BGLs were only recorded on 17 days.
· Diabetic directives were updated during the Assessment Contact visit. 
The approved provider’s response indicates they agree with the Assessment Team’s report. The response indicates whilst it is acknowledged all diabetic directives were completed during the Assessment Contact, Registered staff were not consistently following up BGLs that were out of range in a timely manner. Additionally, the response indicates some Registered staff have acknowledged they follow up with consumers, however, are not always recording the result.  
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified at the service’s last assessment. The Assessment Team’s report outlined the following actions and improvements implemented since Site Audit, including:
· The Restraint policy has been updated to include low low beds and was distributed to staff through a memorandum on 20 March 2020. 
· All consumers on low low beds were audited and restraint authorisation forms completed. There were no consumers utilising low low beds at the time of the Assessment Contact. 
· Implementation of an electronic care system designed to improve access to care plans and assessments. The system prompts staff to document and evaluate strategies in the Behaviour evaluation section prior to the use of chemical restraint. 
· Care files viewed by the Assessment Team demonstrated documentation of alternate strategies implemented prior to the administration of chemical restraint to consumer. 
· Consumers who have low low beds have been reassessed and reviewed and have subsequently been removed. Care plans have been updated, and all other low low beds are used at normal height and not lowered.
· Upgrade of the electronic medication charting system. All registered staff and medical officers completed training relating to use of the system, how to review medication charts and the importance of documenting indications for use when administering ‘as required’ medications. 
· Correspondence to staff relating to schedule 8 medication, including monitoring medications administered through continuous infusion. 
I acknowledge the approved provider’s response to the Assessment Team’s recommendation, including the additional documentation provided. However, I find that at the time of the Assessment Contact, the service did not effectively manage high-impact or high-prevalence risks associated with the care of each consumer. Specifically, in relation to chemical restraint, authorisations were not current and had not been discussed with consumers and/or representatives since initial consent was obtained. Additionally, a psychotropic medication prescribed and administered to a consumer had not been considered a chemical restraint. In relation to diabetes management, diabetic directives were incomplete and did not provide clear directives for staff. Appropriate actions, including monitoring and contacting Medical officers were not consistently undertaken where consumers’ blood glucose levels were out of range.
I acknowledge the Assessment Team’s report identifies issues relating to indications for use of ‘as required’ medication not being consistently documented, and pain assessments not consistently completed. However, the Assessment Team’s report does not indicate these issues have impacted consumers and consumers and representatives interviewed reported satisfaction with management of consumers’ pain. Additionally, the approved provider’s response outlines actions taken to address these issues. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care – Nerrilda, Non-compliant in relation to Standard 2 Requirement (3)(b).
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Services and support for daily living
Consumer outcome:
1. I get the services and supports for daily living that are important for my health and well-being and that enable me to do the things I want to do.
Organisation statement:
2. The organisation provides safe and effective services and supports for daily living that optimise the consumer’s independence, health, well-being and quality of life.
Assessment of Standard 4
The Quality Standard is assessed as Compliant as one of the seven specific Requirements has been assessed as Compliant. The Assessment Team assessed Requirement (3)(b) in relation to Standard 4. All other Requirements in this Standard were not assessed.
The purpose of the Assessment Contact was to assess the performance of the service in relation to Requirement (3)(b) in this Standard. This Requirement was found Non-compliant following a Site Audit conducted 21 January 2020 to 23 January 2020. 
The Assessment Team recommended Requirement (3)(b) in Standard 4 as met. I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the approved provider’s response to come to a view of compliance with Standard 4 and find the service is Compliant with Requirement (3)(b). I have provided reasons for my decision in the specific Requirement.
At the Site Audit conducted 21 January 2020 to 23 January 2020, the Decision Maker found in relation to an adverse event, a recommendation following the incident for staff to ensure the consumer continues to feel physically and emotionally safe when they receive care needs was not reflected in the consumer’s notes as occurring. The service has implemented a range of actions to address the deficiencies identified which I have detailed below.
Assessment of Standard 4 Requirements 
Requirement 4(3)(b)	Compliant
Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
[bookmark: _Hlk49951412]The Assessment Team’s report provided evidence of actions taken to address deficiencies identified at the service’s last assessment and have recommended this Requirement as met. The Assessment Team’s report outlined the following actions and improvements implemented since Site Audit, including:
· A Clinical Psychologist has provided in-house and tele-health emotional support sessions for staff and consumers following incidents. Management provided two recent examples of where this had occurred. 
· Training sessions related to Providing emotional support to residents after elder abuse were held in March 2020. The session included:
· Listening to and supporting an older person who is concerned or stressed about their situation. Reporting and offering emotional support. 
· Referral options for consumers if they require psychological support after an assault or abuse. 
· Following up with consumer to ensure they are feeling safe and secure. 
· Implementation of a Self-harm ideation pathway form. 
In relation to Standard 4 Requirement (3)(b), a sample of consumer files viewed, and information provided to the Assessment Team by consumers, representatives and staff through interviews demonstrated:
Most consumers confirmed staff are polite and friendly. Consumers stated if they had any concerns they would feel they would be able to talk to some of the staff. 
Staff are familiar with consumers and stated consumers will talk to them when they require support. Staff stated they notify clinical staff where they identify consumers who require support and additional monitoring. Management confirmed referrals to external allied health professionals, such as social workers are initiated to support consumers’ emotional well-being. 
Consumer care plans included a summary life story, who is important to the consumer and outlined how staff are required to support consumers’ emotional, spiritual and psychological well-being.
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care – Nerrilda, Compliant in relation to Standard 4 Requirement (3)(b).
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Organisation’s service environment

[image: ]STANDARD 6 	COMPLIANT/NON-COMPLIANT
Feedback and complaints
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Human resources
Consumer outcome:
1. I get quality care and services when I need them from people who are knowledgeable, capable and caring.
Organisation statement:
2. The organisation has a workforce that is sufficient, and is skilled and qualified, to provide safe, respectful and quality care and services.
Assessment of Standard 7
The Quality Standard is assessed as Compliant as one of the five specific Requirements has been assessed as Compliant. The Assessment Team assessed Requirement (3)(a) in relation to Standard 7. All other Requirements in this Standard were not assessed.
The purpose of the Assessment Contact was to assess the performance of the service in relation to Requirement (3)(a) in this Standard. This Requirement was found Non-compliant following a Site Audit conducted 21 January 2020 to 23 January 2020. 
The Assessment Team recommended Requirement (3)(a) in Standard 7 as met. I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the approved provider’s response to come to a view of compliance with Standard 7 and find the service is Compliant with Requirement (3)(a). I have provided reasons for my decision in the specific Requirement.
At the Site Audit conducted 21 January 2020 to 23 January 2020, the Decision Maker found the organisation did not have an effective process to monitor the workforce is planned to enable, and the number and skills mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services. Additionally, consumers who have requested a specific gender carer are not always accommodated and refuse care. The service has implemented a range of actions to address the deficiencies identified which I have detailed below.
Assessment of Standard 7 Requirements 
Requirement 7(3)(a)	Compliant
The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified at the service’s last assessment and have recommended this Requirement as met. The Assessment Team’s report outlined the following actions and improvements implemented since Site Audit, including:
· Reviewed allocated hours for personal care workers. In response to feedback from staff, the service plan to implement another personal care worker float shift for the afternoons within the next month dependent of the service’s capacity.
· The service provided evidence of monitoring and review of workforce hours to ensure adequate staffing levels and the provision of adequate gender specific staff for consumers who have requested such staff to attend to their care needs. 
· The Site manager allocates staff to ensure there is a female personal care worker on all shifts.
· Call bell response times are regularly monitored. Call bell audits for the previous four months viewed by the Assessment team demonstrated 7% of calls were over five minutes. However, all response times were under the service’s key performance indicator of 10 minutes. 
In relation to Standard 7 Requirement (3)(a), a sample of consumer files viewed, and information provided to the Assessment Team by consumers, representatives and staff through interviews demonstrated:
Most consumers and representatives were generally satisfied with the level and quality of care and services provided and confirmed staff are generally kind, caring and know what they are doing. Representatives confirmed where a preference for female care staff had been expresses, this has been provided for consumers. 
Staff confirmed satisfaction with current staffing levels and said they are able to complete work required. Additionally, staff stated they do not feel rushed in assisting consumers with their care needs and feel they are able to spend sufficient time with consumers. 
The service has monitoring processes in place to ensure 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.
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care – Nerrilda, Compliant in relation to Standard 7 Requirement (3)(a).
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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
The Quality Standard is assessed as Compliant as two of the five specific Requirements have been assessed as Compliant. The Assessment Team assessed Requirements (3)(c) and (3)(d) in relation to Standard 8. All other Requirements in this Standard were not assessed.
The purpose of the Assessment Contact was to assess the performance of the service in relation to Requirements (3)(c) and (3)(d) in this Standard. These Requirements were found Non-compliant following a Site Audit conducted 21 January 2020 to 23 January 2020. 
The Assessment Team recommended Requirements (3)(c) and (3)(d) in Standard 8 as met. I have considered the Assessment Team’s findings, the evidence documented in the Assessment Team’s report and the approved provider’s response to come to a view of compliance with Standard 8 and find the service is Compliant with Requirements (3)(c) and (3)(d). I have provided reasons for my decision in the specific Requirement.
[bookmark: _Hlk50028180]At the Site Audit conducted 21 January 2020 to 23 January 2020 in relation to Requirement (3)(c), the Decision Maker found the organisation did not report two incidents of allegations of assaults in line with the service’s policy and legislated requirements. Another incident was not recorded or followed up on the non-reportable consolidated register. Additionally, restraint assessments and authorisation forms had not been completed in line with the service’s policy and the service and staff did not consistently document alternative strategies implemented prior to use of chemical restraint. The service has implemented a range of actions to address the deficiencies identified which I have detailed below. 
At the Site Audit conducted 21 January 2020 to 23 January 2020 in relation to Requirement (3)(d), the Decision Maker found the organisation did not identify a respond to abuse and neglect of a consumer, and the Resident adverse evidence form indicates a staff member not attend to this consumer. The service did not implement measures to ensure this staff member followed this direction. A month post the incident, the staff member attended training on elder abuse. Additionally, the consumer’s care plan was not updated. The service has implemented a range of actions to address the deficiencies identified which I have detailed below.
Assessment of Standard 8 Requirements 
Requirement 8(3)(c)	Compliant
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.
The Assessment Team’s report provided evidence of actions taken to address deficiencies identified at the service’s last assessment and have recommended this Requirement as met. The Assessment Team’s report outlined the following actions and improvements implemented since Site Audit, including:
Restraint policy has been updated to incorporate use of low low beds. The policy has been distributed to staff. 
An audit completed on all consumers to ensure restraint is monitored and reviewed in line with the service’s policy. 
A set meeting agenda has been implemented and includes mandatory reporting and restraint. 
The mandatory reporting and discretion not to report register viewed by the Assessment Team demonstrated all incidents relating to one consumer had been recorded on the discretion not to report log. Additionally, the incidents had been managed in line with legislative requirements. 
In relation to Standard 8 Requirement (3)(c), documentation viewed, and information provided to the Assessment Team by management and staff through interviews demonstrated:
The organisation has governance systems relating to information management, continuous improvement, financial governance, workforce governance, regulatory compliance and feedback and complaints. 
Staff confirmed they have attended training in relation to mandatory reporting and were aware of the new Restraint policy. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care – Nerrilda, Compliant in relation to Standard 8 Requirement (3)(c).
Requirement 8(3)(d)	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 report provided evidence of actions taken to address deficiencies identified at the service’s last assessment and have recommended this Requirement as met. The Assessment Team’s report outlined the following actions and improvements implemented since Site Audit, including:
Education sessions for staff relating to mandatory reporting and elder abuse, including incident reporting and reporting to management conducted in January, March and April 2020. Additionally, posters have been displayed across the service to guide staff practice. 
[bookmark: _GoBack]Staff were issued with an Adverse event matrix memorandum on 23 April 2020. The memorandum is displayed in staff areas. Staff have stated they find the matrix useful in deciding what needs to be reported and how. Education on how to use the matrix has been provided to staff. 
A set meeting agenda has been implemented and includes mandatory reporting and restraint. 
The mandatory reporting and discretion not to report register viewed by the Assessment Team demonstrated all incidents relating to one consumer had been recorded on the discretion not to report log. Additionally, the incidents had been managed in line with legislative requirements. 
In relation to Standard 8 Requirement (3)(d), documentation viewed, and information provided to the Assessment Team by management and staff through interviews demonstrated:
The organisation has effective risk management systems and practices relating to managing high impact or high prevalence risks associated with the care of consumers; identifying and responding to abuse and neglect of consumers and supporting consumers to live the best life they can.
An organisational Risk management policy is in place and describes how risk is managed in all areas of the organisation, including clinical and corporate governance. The policy outlines the organisation’s commitment to effectively minimise and manage risks, including high impact or high prevalence risks associated with service delivery to consumers.  
Staff confirmed they are aware of these policies and provided examples of their relevance to their work. 
Reporting of assaults is monitored by management through review of incidents and progress notes. The Assessment Team noted reportable incidents had been reported in line with legislative requirements and, when the requirement to report did not apply, the consumer’s management strategies have been reviewed.  
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care – Nerrilda, Compliant in relation to Standard 8 Requirement (3)(d).

[image: ]STANDARD 8 	COMPLIANT
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.
Standard 3 Requirement (3)(b)
· Ensure staff have the skills and knowledge to:
· Undertake blood glucose monitoring in line with each consumer’s diabetes management plan, ensuring blood glucose levels outside of desired range and monitored and communicated. 
· Identify consumers prescribed chemical restraint and ensure appropriate authorisation is obtained and monitoring and review processes are undertaken in line with the service’s processes. 
· Review processes and practices relating to restraint and diabetes management. 
· Ensure policies and procedures in relation to restraint and diabetes management are effectively communicated and understood by staff. 
· Monitor staff compliance with the service’s policies and procedures in relation to restraint and diabetes management, including reporting, review and monitoring. 
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