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[bookmark: _Hlk32477662]Publication of report
This Performance Report will be published on the Aged Care Quality and Safety Commission’s website under the Aged Care Quality and Safety Commission Rules 2018.
[bookmark: _Hlk27119087]Overall assessment of this Service
	[bookmark: _Hlk27119070]Standard 1 Consumer dignity and choice
	Compliant

	Requirement 1(3)(a)
	Compliant

	Requirement 1(3)(b)
	Compliant

	Requirement 1(3)(c)
	Compliant

	Requirement 1(3)(d)
	Compliant

	Requirement 1(3)(e)
	Compliant

	Requirement 1(3)(f)
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Non-compliant

	Requirement 2(3)(a)
	Non-compliant

	Requirement 2(3)(b)
	Compliant

	Requirement 2(3)(c)
	Compliant

	Requirement 2(3)(d)
	Compliant

	Requirement 2(3)(e)
	Compliant

	Standard 3 Personal care and clinical care
	Non-compliant

	Requirement 3(3)(a)
	Non-compliant

	Requirement 3(3)(b)
	Non-compliant

	Requirement 3(3)(c)
	Compliant

	Requirement 3(3)(d)
	Compliant

	Requirement 3(3)(e)
	Compliant

	Requirement 3(3)(f)
	Compliant

	Requirement 3(3)(g)
	Compliant

	Standard 4 Services and supports for daily living
	Non-compliant

	Requirement 4(3)(a)
	Compliant

	Requirement 4(3)(b)
	Compliant

	Requirement 4(3)(c)
	Compliant

	Requirement 4(3)(d)
	Compliant

	Requirement 4(3)(e)
	Compliant

	Requirement 4(3)(f)
	Non-compliant

	Requirement 4(3)(g)
	Compliant

	Standard 5 Organisation’s service environment
	Compliant

	Requirement 5(3)(a)
	Compliant

	Requirement 5(3)(b)
	Compliant

	Requirement 5(3)(c)
	Compliant

	Standard 6 Feedback and complaints
	Non-compliant

	Requirement 6(3)(a)
	Compliant

	Requirement 6(3)(b)
	Compliant

	Requirement 6(3)(c)
	Non-compliant

	Requirement 6(3)(d)
	Non-compliant

	Standard 7 Human resources
	Non-compliant

	Requirement 7(3)(a)
	Non-compliant

	Requirement 7(3)(b)
	Non-compliant

	Requirement 7(3)(c)
	Compliant

	Requirement 7(3)(d)
	Compliant

	Requirement 7(3)(e)
	Compliant

	Standard 8 Organisational governance
	Non-compliant

	Requirement 8(3)(a)
	Compliant

	Requirement 8(3)(b)
	Compliant

	Requirement 8(3)(c)
	Non-compliant

	Requirement 8(3)(d)
	Non-compliant

	Requirement 8(3)(e)
	Compliant
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[bookmark: _GoBack]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 Site Audit; the Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others
· the Approved Provider’s response to the Site Audit report received 3 August 2021
· the performance assessment report for the Assessment Contact conducted on 22 and 23 July 2020. 
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[image: ]STANDARD 1 	COMPLIANT
Consumer dignity and choice
Consumer outcome:
1. I am treated with dignity and respect, and can maintain my identity. I can make informed choices about my care and services, and live the life I choose.
Organisation statement:
2. The organisation:
(a) has a culture of inclusion and respect for consumers; and
(b) supports consumers to exercise choice and independence; and
(c) respects consumers’ privacy.
Assessment of Standard 1
The Quality Standard is assessed as Compliant as six of the six specific Requirements have been assessed as Compliant.
The Assessment Team recommended Requirements (3)(a) and (3)(c) in this Standard as not met. The Assessment Team found the service was unable to demonstrate each consumer is always treated with dignity and respect, with their identity, culture and diversity valued or that each consumer is supported to exercise choice and independence in relation to making decisions about care and services, freedom of movement and management of individual risks.
Based on the Assessment Team’s report and the Approved Provider’s response, I have come to a different view from the Assessment Team and have found Requirements (3)(a) and (3)(c) in this Standard to be Compliant. I have provided reasons for my findings in the specific Requirements below. 
In relation to Requirements (3)(b), (3)(d), (3)(e) and (3)(f) in this Standard, the Assessment Team found overall, sampled consumers consider they are treated with dignity and respect, can maintain their identity, make informed choices about their care and services and live the life they choose. Specific comments and feedback from consumers include:
· Most consumers felt staff understood them as individuals and recognised their unique life story. 
· Consumers reported they can live according to their preferences and are supported by staff, with two consumers providing examples of how they are supported to take risks to participate in activities of their choosing. 
· Consumers were able to describe the types of information they receive to support them to make decisions, including information about activities and things they like to do. 
· Consumers felt their privacy was respected by staff, including when they are being assisted with personal or clinical care. 
Staff interviewed demonstrated an understanding of individual consumers and how their cultural identity influences their care, providing specific consumer examples. Staff training records demonstrate staff in all roles have attended cultural diversity and safety training. Staff provided examples of strategies used to support consumers to engage in activities of their choosing, while minimising apparent risks. Staff described various avenues consumers and representatives are provided information, including for those consumers with communication impairments. Staff demonstrated an understanding of the importance of maintaining confidentiality of consumers’ personal information.  
Care planning documents sampled included information about consumers’ cultural preferences and included risk assessments for consumers who choose to take risks associated with activities of their choosing. The service has policies and procedures to respect consumers’ privacy and ensure personal information is kept confidential.  
The Assessment Team observed various information available throughout the service to help and inform consumers in making decisions about their care. They also observed staff acting in a respectful manner in relation to consumers’ privacy.  
Based on the Assessment Team’s report and the Approved Provider’s response, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(b), (3)(d), (3)(e) and (3)(f) in Standard 1 Consumer dignity and choice. 
[bookmark: _Hlk32932412]Assessment of Standard 1 Requirements 
Requirement 1(3)(a)	Compliant
Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
The Assessment Team found the service was unable to demonstrate each consumer is always treated with dignity and respect, with their identity, culture and diversity valued. The Assessment Team provided the following information and evidence relevant to my finding:
· Two consumers indicated they felt upset and treated disrespectfully in relation to episodes of incontinence and being left in soiled continence aids for extended periods of time. 
· A consumer (Consumer A) stated a carer had told them, ‘if you can’t hold it, just do it in your pad’.
· A consumer (Consumer B) stated they had been wearing a continence aid from the previous day and that is was ‘pretty wet’ and ‘unpleasant’.  
· A consumer (Consumer C) indicated one staff member once referred to their meditation and reflection practices in a disrespectful manner.
· A representative indicated they felt a staff member was disrespectful in their comments following their consumer’s fall. 
· On staff member’s opinion of a consumer’s pain was disrespectful in nature. 
The Approved Provider submitted a response to the Assessment Team’s report and has highlighted the Assessment Team’s recommendation appears to be based largely upon feedback provided by three consumers. The Approved Provider submitted the following information and evidence relevant to my finding:
· Both Consumer A and Consumer B present with a moderate level of cognitive impairment, as evidenced by psychogeriatric assessment scales (PAS) assessments. While the Approved Provider acknowledges these consumers’ views cannot be entirely discounted, they assert it is incumbent upon the Assessment Team to test the validity of the consumers’ version of events. The Approved Provider asserts the Assessment Team have not tested the validity of this information and, therefore, there has been a misrepresentation of the facts. 
· In relation to Consumer A, the Approved Provider categorically denies staff have advised them ‘if you can’t hold it, just do it in your pad’. The consumer has a toileting and continence management plan which staff are aware of and staff work consistently with the consumer to ensure continence needs are managed in a respectful and dignified manner. 
· In relation the Consumer B, the Approved Provider categorically denies the events took place as recorded in the Assessment Team’s report. Consumer B claimed their continence aid had not been changed for 14 hours and attempts to gain assistance from staff were unanswered. However, the Assessment Team’s report demonstrates call bell data does not show extended delays in call bell response times. Furthermore, Consumer B requires several continence aid changes each day and if Consumer B’s aid had not been changed for 14 hours, the consumer would have been grossly soiled, with extremely wet bedding and clothing. Additionally, Consumer B presents with moderate cognitive impairment which is documented by the medical officer. 
· In relation to Consumer C, the consumer’s care plan outlines strategies to support reflection and connection to the land of their Elders. The consumer’s comments relate to one staff member’s comment and does not specify a timeframe. Additionally, there is no evidence to suggest this practice is systemic or a view held by the organisation or staff generally. 
· In relation to the representative’s feedback regarding a staff member’s disrespectful comments, because the staff member is not identified, nor how the consumer is negatively impacted, it is not possible for the Approved Provider to take any demonstrable action. Additionally, there is no substantive evidence presented that these events occurred beyond unsubstantiated allegations.  
· All staff have been offered ‘cultural awareness’ training. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Compliant with this Requirement. 
I have found the service has demonstrated that each consumer is treated with dignity and respect, with their identity, culture and diversity valued. 
In coming to my finding, I have considered that overall, consumers have indicated staff are inclusive and provide care in a consumer-focused manner. I have considered evidence presented by the Assessment Team which includes observations of staff respecting consumers and documentation supporting that consumers’ personal characteristics and identity are identified and planned for. Most staff were able to describe how consumers’ diverse backgrounds influence how they are to be treated and demonstrated a strong familiarity with each consumer’s life story. 
In relation to Consumers A and B, the Approved Provider asserts that both consumers present with a moderate level of cognitive impairment but did not provide evidence to support the extent or effect on the consumers’ cognitive impairment in relation to their ability to recall lived events. However, I consider these several comments made by staff specifically relate to staffing levels and practices associated with Standard 7 Requirements (3)(a) and (3)(b) and have considered this evidence in those Requirements. I find this evidence does not support that overall Consumer A and B are not treated with dignity and respect with their culture, identity and diversity value but is more associated with staff interactions being unkind. 
In relation to Consumer C, the Assessment Team’s report indicates the service have recognised and supported the consumer’s identity and culture with all but one staff member making the consumer feel disrespected. I consider the one staff member’s comment which was disrespectful, directly relates to Standard 7 Requirement (3)(b) that is workforce interactions are kind, caring and respectful of each consumer’s identity, culture and diversity. 
Additionally, representative feedback relating to one comment and the Assessment Team’s interview with one staff member indicating a disrespectful comment does not support that consumers’ identity, culture and diversity are not valued but relates to individual staff interactions being unkind and disrespectful.
In coming to my finding, I have considered that the evidence presented in this Requirement does not indicate systemic issues associated with the practices and processes to support each to consumer to be treated with dignity and respect, with their identity, culture and diversity valued. The evidence presented in the Assessment Team’s report in relation to the overall Standard 1 Consumer dignity and choice indicates consumers are treated with dignity and respect, with supports to maintain their identity and culture. I have considered the evidence presented in this Requirement reflect core deficiencies associated with Standard 7 Human resources, specifically Requirement (3)(b) which expects that the workforce in day-to-day interactions, behave in a kind, caring and respectful manner, which these reported comments by staff indicates has not always occurred. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Compliant with Requirement (3)(a) in Standard 1 Consumer dignity and choice.  
Requirement 1(3)(b)	Compliant
Care and services are culturally safe.
Requirement 1(3)(c)	Compliant
Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
The Assessment Team found the service was unable to demonstrate each consumer is supported to exercise choice and independence in relation to making decisions about care and services, freedom of movement and management of individual risks. The Assessment Team provided the following information and evidence relevant to their recommendation:
· Two consumers reported they are not asked what meal they would like to have on a regular basis:
· One consumer indicated they always get one type of sandwich and they do not get a choice in relation to meals.
· One consumer said they never get a meal choice and never gets gravy. 
· The Assessment Team observed meal service and found consumers were not provided with a choice of meals.
· The daily choice menu document is inconsistent with the meal assessments for 18 consumers. These consumers have indicated they wish to choose their own meals, however, as the daily choice menu was not correct, these consumers are not asked about their meal preferences. 
· Three consumers reported they had not been provided opportunities to decide when and where they would like to go outdoors. 
· One consumer and their representative said the service had not engaged them in a discussion regarding pain or falls management strategies but did respect their wishes regarding not using a sensor mat. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· The Approved Provider acknowledges the issues regarding meals and have taken actions to address these issues.
· In relation to the three consumers who reported they have not been provided opportunities to decide when and where they would like to go outdoors, the Approved Provider asserts during the Site Audit, one door was always locked due to venomous brown snakes in the area but this does not inhibit the consumers from moving freely both indoors and outdoors. 
· In relation to the consumer and representative not satisfied with engagement regarding pain and falls management strategies, the consumer has 206 entries in progress notes relating to pain management in an approximate three-month period, and on each occasion the consumer’s pain is assessed, including discussion of management strategies. Additionally, the Approved Provider highlights that the Assessment Team’s report indicates the service has had discussion with the consumer regarding sensor mats, therefore, this demonstrates falls prevention strategies have been discussed with the consumer. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Compliant with this Requirement. 
In coming to my finding, I have considered that the evidence presented in this Requirement does not indicate systemic issues associated with the practices and processes to support each to consumer to exercise choice and independence, specifically in relation to making decisions about the delivery of care and services. I have considered the evidence presented in other Standards which reflect the core deficiencies associated with the evidence, specifically in relation to Standard 5 Requirement (3)(b) and Standard 4 Requirement (3)(f).
In relation to consumers not being provided a meal choice, I find this evidence directly relates to processes associated with Standard 4 Requirement (3)(f) which I have considered in this context and have found to be Non-compliant. Overall, it appears the two consumers who indicated they were unable to make choices in relation to meals are concerned only with this aspect of decision making in relation to care and services. I have considered the actions and improvements being made by the Approved Provider in relation to meals, including improvements to meal choices to ensure the meals provided are varied and of suitable quality and quantity. Please refer to Standard 4 Requirement (3)(f) for consideration and reasoning in relation to this evidence. 
In relation to consumers who reported they have not been provided opportunities to decide when and where they would like to go outdoors, I find this evidence directly relates to processes associated with Standard 5 Requirement (3)(b) which I have considered in this Requirement and have found to be Compliant The statements made by the consumers directly relate to movement between indoors and outdoors rather than with concerns associated with supports to make decisions in relation to care and service delivery. Please refer to Standard 5 Requirement (3)(b) for consideration and reasoning in relation to this evidence. 
In relation to the consumer and representative not satisfied with engagement regarding pain and falls management strategies, I have considered that the consumer has indicated staff have respected their decision to not use a sensor mat, indicating a discussion in relation to falls. I have also considered progress notes which imply consultation with the consumer in relation to pain management interventions in relation to responsiveness of pain. 
I have also considered evidence presented by the Assessment Team which supports effective support of consumers to exercise choice and independence, including:
· Consumers interviewed confirmed they are able to make and maintain relationships with others. 
· Staff interviewed provided examples of how they support consumers to exercise choice and independence. 
· Care files sampled identified who consumers wish to be involved in their care and maintain relationships of choice. 
· The service has policies and procedures to support consumer choice and independence regarding the care and services they receive. 
I have considered the evidence presented and find the service overall, has supported each consumer to exercise choice and independence, albeit with some improvements required in relation to meal choices. However, this has not substantially inhibited the two consumers who raised meals choices to not exercise choice and independence. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Compliant with Requirement (3)(c) in Standard 1 Consumer dignity and choice.  
Requirement 1(3)(d)	Compliant
Each consumer is supported to take risks to enable them to live the best life they can.
Requirement 1(3)(e)	Compliant
Information provided to each consumer is current, accurate and timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
Requirement 1(3)(f)	Compliant
Each consumer’s privacy is respected and personal information is kept confidential.
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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 Non-compliant as one of the five specific Requirements have been assessed as Non-compliant.
The Assessment Team recommended Requirements (3)(a) and (3)(b) in this Standard as not met. The Assessment Team found the service was unable to demonstrate assessment and planning processes, including risks to consumers’ health and well-being, consistently informs the delivery of safe and effective care and services or that assessment and planning had consistently identified and addressed consumers’ current needs, goals and preferences, including end of life planning
Based on the Assessment Team’s report and the Approved Provider’s response, I have come to a different view from the Assessment Team in relation to Requirement (3)(b) and have found this Requirement to be Compliant. However, I have found Requirement (3)(a) to be Non-compliant. I have provided reasons for both findings in the specific Requirements below. 
In relation to Requirements (3)(c), (3)(d) and (3)(e) in this Standard, the Assessment Team found overall, sampled consumers consider they feel like partners in the ongoing assessment and planning of their care and services. Specific comments and feedback from consumers include:
· Most consumers indicated they had been involved in assessment and planning processes.
· Consumers/representative indicated they are aware of the outcomes of assessment and planning, with some confirming they had reviewed the care plan. 
· Consumers confirmed their care is reviewed following incidents and after changes in health. 
Care planning documents sampled confirmed consumers are assessed in partnership with staff, representatives, consumers and others both on entry, at regular reviews and when changes occur. Progress notes demonstrate a range of discussion with various staff, consumers and representatives. A care plan review schedule is maintained which confirmed these reviews are up-to-date. 
Staff were able to describe how they involve consumers/representatives in assessment and care planning. Staff confirmed the outcomes of assessment and care planning are effectively communicated and were able to describe how care plans are reviewed on a regular basis and in response to changes in consumers’ health.  
Based on the Assessment Team’s report and the Approved Provider’s response, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(c), (3)(d) and (3)(e) in Standard 2 Ongoing assessment and planning with consumers. 
Assessment of Standard 2 Requirements 
Requirement 2(3)(a)	Non-compliant
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.
The Assessment Team found the service was unable to demonstrate assessment and planning processes, including risks to consumers’ health and well-being, consistently informs the delivery of safe and effective care and services. The Assessment Team provided the following information and evidence relevant to my finding:
In relation to Consumer D:
· Consumer D informed the Assessment Team that they ‘want to die’. The Assessment Team observed the consumer to not appear agitated or distressed during their interview and was being attended to staff in the lounge area.
· While the Assessment Team found the service had demonstrated effort by the medical officer and staff to understand and meet Consumer D’s needs, they found the service had not yet completed a formal depression assessment or identified or prioritised the risk of suicide. 
· Consumer D entered the service 12 days prior to the commencement of the Site Audit with diagnoses, including (but not limited to) depression, personality disorder, cognitive impairment and history of suicidal ideation, also having moved between nine other residential care services. 
· A progress note on entry indicates the consumer was very unsettled when they first arrived and was asking staff to kill them, repeatedly. There were a further four progress note entries in the next 12 days indicating similar statements. 
· Staff interviewed all demonstrated awareness of the consumer’s suicidal ideation, including one staff who provided an example of the consumer deliberately falling out of bed as a suicide attempt. Staff also provided examples of strategies used to support the consumer and indicated the consumer was becoming ‘more settled’. 
· According to the service’s processes, a ‘Cornell scale for depression’ and ‘psychogeriatric assessment scale’ (PAS) assessments are to be completed by day 15 after entry, including behaviour charting if applicable. However, these assessments had not been completed. A behaviour assessment was completed on day 10 after entry.
· While the medical officer reviewed the consumer on day two and nine after entry, there is no further evidence of external support. 
· The Assessment Team did not sight evidence the service had instigated a risk assessment of the environment or utilised management strategies other than hour location charting.  
· Consumer D confirmed their legs are swollen and painful and the Assessment Team observed their legs and feet to be swollen. However, there were no assessments or information in the care plan associated with the consumer’s oedema. Additionally, care staff interviewed were unaware the consumer experiences oedema.
In relation to Consumer A:
· Consumer A’s assessment or care planning documentation did not include the need for a fluid restriction. However, there was a fluid restriction documented in handover sheets and a sign over the consumer’s bed. 
· Three staff interviewed were not aware the consumer was on a fluid restriction. Consumer A indicated they manage their fluid intake themselves as staff don’t keep a record but staff are aware of the restriction. 
· Consumer A’s care plan did not include falls management strategies other than staff assistance after they returned from hospital following a fall in April 2021. The consumer confirmed they had refused a sensor mat but no further falls prevention strategies were implemented. 
· Consumer A’s pain assessments and care plans did not consistently include detailed information to describe pain or the use of non-pharmacological strategies to inform care and services. There was no description of pain. 
In relation to Consumer E:
· Staff confirmed Consumer E occasionally has verbally aggressive incidents and two progress notes confirming verbal aggression, but did not have a behaviour care plan associated with these responsive behaviours.
In relation to Consumer F: 
· Consumer F indicated they used a non-pharmacological pain strategy for neck pain which was not documented in the consumer’s assessment or care plan. 
In relation to Consumer G:
· Consumer G indicated they self-manage foot and leg pain with heat and cold therapy, however, assessments and care plans contained minimal information relating to the foot pain. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· In relation to Consumer D’s suicidal ideation, the consumer had been residing at the service for 12 days at the commencement of the Site Audit, with the Assessment Team acknowledging demonstrated effort by staff in consultation with the medical officer to understand the consumer’s needs. The consumer has several long standing psychiatric illnesses which are already being treated, including depression so the need for additional immediate assessments were not clinically indicated. Consumer D had nine other unsuccessful entries to other residential aged care services, with the longest stay at 11 days, due to behaviours associated with the personality disorder and continued voicing of suicidal ideation which was unresponsive to treatment. 
· There are 17 progress notes entries on the second day of entry from staff consulting with Consumer D, including discussions regarding pain management, life history and reassurances of commitment to helping the consumer. 
· The PAS is not appropriate for consumers not of an Australian/English background and Consumer D is not from this background. 
· Consumer D’s extensive psychiatric history and current treatments did not necessitate the need for mental health services as the current treatment plan was being overseen by the local medical officer. 
· Behaviour assessments were completed on day five and 12 after entry and were incorporated into care plans. 
· The risks associated with Consumer D’s care were well established and documented, with hourly monitoring and progress note documentation demonstrating staff were monitoring and strategies used to minimise risk. Since entry, Consumer D is now having meals in the dining room, taking some medication and is wearing a medicated patch for pain. 
· The Approved Provider also submitted the hospital discharge summary for Consumer D prior to their entry to the service which indicates the consumer has a background of complex post-traumatic stress syndrome (PTSD)/borderline personality disorder and speaking about death is their usual behaviour in the context of the PTSD and personality disorder. It also indicates some component of dementia, but much of the impaired capacity relates to long-term chronic behavioural/personality issues which were unlikely to respond to pharmacotherapy. 
· A progress note dated 19 June 2021 indicated the consumer stated they would ‘rather die on the cold floor than be here’ and ‘grabbed hold of the power cords to the sensor mats and demanded to be allowed to electrocute’ themselves. The progress notes state that ‘the power cords were removed and placed out of reach and unplugged along with plastic bag of the bin’. 
· In relation to Consumer D and A’s assessment and care plan documentation not identifying oedema and associated strategies, Consumer A’s fluid restriction is known to staff and there is no risk to the consumer and Consumer D’s difficulties and extenuating circumstances surrounding their co-morbidities places the oedema as not a major health concern and was being managed appropriately. The Approved Provider asserts the medical officer had commenced the consumer on a diuretic associated with the oedema and one staff member will position the consumer’s legs in accordance with their wishes. 
· In relation to Consumer E, the Assessment Team did not report the consumer had threatened to punch them and the consumer has never verbally threatened anyone. Consumer E’s care plan has been updated to reflect one verbally aggressive behaviour on one occasion. Additionally, the Assessment Team spoke to care staff in relation to the consumer’s responsive behaviours and used terminology beyond care staff’s scope of practice, including the differences between agitation, physical aggression and verbal aggression. 
· In relation to Consumer F, the insistence that the consumer’s neck pain be documented in multiple documents is a personal preference of the Assessment Team. The consumer can articulate their pain and progress notes shows their pain is well managed. 
· In relation to Consumer G, progress notes indicate pain is effectively managed.  
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Non-compliant with this Requirement. 
I have found the service was unable to demonstrate that assessment and planning, including the consideration of risks to consumers’ health and well-being informs the delivery of safe and effective care and services.
In relation to Consumer D, the Approved Provider asserts the consumer’s suicidal ideation was being managed by the medical officer and staff, with several long standing psychiatric illness which were already being treated, such as depression. Therefore, the need for the completion of immediate assessments were not clinically indicated. However, in coming to my finding, while I acknowledge the efforts and strategies to support Consumer D (and which appear to be having a positive impact in the 12 days after entry, including minimising environmental risks on the second day of entry and introduction of hourly monitoring), I consider in the context of the consumer’s expressions of suicidal ideation on entry and at regular occurrences thereafter, some active monitoring to assist in the behaviour assessment was warranted to understand if the ideations were active or passive in nature. While the Approved Provider asserts the hospital discharge summary indicates the consumer has a background of complex post-traumatic stress syndrome (PTSD)/borderline personality disorder and speaking about death is usual behaviour in the context of the PTSD and personality disorder, the date of this discharge summary appears to be around March or April 2021. Considering that this finding in the discharge summary was at least a few months prior to entry to the service, and it appears there was absence of other more recent assessment and direction information on entry, I find it reasonable that the service should have conducted behaviour monitoring charts to support behaviour assessments. While a depression assessment was not immediately needed as it appears the medical officer was already treating the consumer for depression, behaviour charting to understand frequency, triggers, and intensity of suicidal ideation would have assisted the service to understand the need for external mental health specialist input and/or additional risk mitigation strategies in relation to the suicidal ideation. 
In relation to Consumer D’s oedema, the Approved Provider asserts based on the consumer’s mental health difficulties, the oedema was not a major health concern and was being managed appropriately. However, I find based on the progress notes, the consumer was experiencing pain associated with the oedema and that the oedema was caused by a diagnosed cardiac condition which requires consideration and assessment regardless of other circumstances to ensure the overall well-being of the consumer. Additionally, care staff who provided direct care were unaware of the consumer’s oedema, which you would expect they should be aware of to appropriately assist the consumer with personal care. 
In relation to Consumer A’s oedema, the Approved Provider asserts the consumer’s fluid restriction is known to staff and there is no risk to the consumer. While I agree there appears to be documentation to support the fluid restriction, three staff were not aware of the restriction, nor was this documented in the care plan. I consider this risk can be significant if not managed effectively, and while the management appears effective at present, omission of this from the care plan does not provide a reliable avenue of monitoring and review. 
In relation to Consumer E, the Approved Provider indicated the care plan has been updated to include verbal aggression, however, I consider the core issues related the consumer’s behaviours include inappropriate sexual behaviours which I have considered in Standard 3 Requirement (3)(b). 
In relation to Consumer F and G, the Approved Provider asserts progress notes show the consumers’ pain is well managed. I consider that this pain and associated strategies, if documented in the care plan, would allow for a reliable avenue of monitoring and review. 
I have also considered evidence presented in Standard 3 Requirement (3)(a) in relation to Consumer A’s pain management which indicates staff are acting responsively to acute episodes of pain, including making progress note entries in relation to the use of ‘as required’ pain medication. However, I consider the service did not demonstrate assessment and planning process, including pain charting, is used effectively to understand the consumer’s risks and to inform the review and evaluation of pain interventions. 
Additionally, in Standard 3 Requirement (3)(a) in relation to Consumers G and D’s pain, while evidence indicates pain is managed, I consider the service did not demonstrate assessment and planning process, including pain charting, is used effectively to understand the consumers’ risks and to inform the review and evaluation of pain interventions, including the development of care plans.   
I have also considered evidence presented in Standard 2 Requirement (3)(b) which indicates Consumer F has not had further discussions in relation to their dietary preferences following weight loss and identification of a risk of malnutrition. I find the service was aware of the consumer’s like of particular foods in 2020 but did not act upon this in consideration of the risks presented. While I acknowledge clinical interventions and strategies were actioned, this did not include consideration of the impact of dietary preferences in managing malnutrition risks. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(a) in Standard 2 Ongoing assessment and planning with consumers. 
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.
The Assessment Team found the service was unable to demonstrate assessment and planning had consistently identified and addressed consumers’ current needs, goals and preferences, including end of life planning. The Assessment Team provided the following information and evidence relevant to their not met recommendation:
· The Assessment Team found Consumer F has lost 5.5 kilograms over five months. Staff identified a 3.8 kilogram weight loss over three months on 16 June 2021 which triggered a referral to a dietitian, meal planner update and review of nutrition-risk assessment. However, the service did not demonstrate Consumer F’s dietary preferences or needs had been discussed or further assessed. 
· Consumer F stated they had lost weight because they do not like the food, however, has been weighed frequently and reviewed by a dietitian. The consumer would like to eat more meat, including lamb chops. 
· Two care staff indicated Consumer F received fortified milkshakes for weight loss but did not express concern for the weight loss or awareness of their desire to eat more meat. 
· Management indicated the consumer could not eat lamb chops due to the specified diet. 
· Consumer H’s assessment and care during their end of their life, did not include pain or associated interventions and an end of life care pathway was not commenced, even though progress notes indicated the consumer was experiencing pain and being provided pain relief. However, clinical staff confirmed the pain medication was effective to manage Consumer H’s pain. 
· Consumer A informed the Assessment Team they have sensitive skin on their legs and does not like anything touching their legs below the knees but this was not reflected in assessment and care planning documentation. The consumer indicated staff respected their wishes and applied cream to their legs daily. However, the care plan has no directives regarding pain management associated with skin. Staff interviewed were aware of Consumer A’s preference for not covering their legs. 
· The service does not monitor which consumers have advance care plans and do not document consumers’ end of life wishes prior to commencing palliative care. However, all sampled consumers’ files have advanced care plans completed. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· In relation to Consumer F, the Approved Provider queries how the Assessment Team obtained detailed information considering the consumer’s poor communication skills and preference for speaking their native language, with several senior health professionals having difficulty communicating with Consumer F and a translator being used to effectively communicate. 
· The service had identified the consumer’s fondness of chops during the COVID-19 lockdown in 2020, but the medical officer does not believe the consumer is capable of consenting to a risk acknowledgment or waiver in relation to eating chops until a geriatrician review due in February 2022 because the geriatrician only visits twice per year.
· In relation to Consumer H, the consumer became unwell and quickly deteriorated, with only a period of two days between the consumer commencing palliative care and their death. During this period, the end of life pathway was discussed and medication was used to manage pain effectively as supported by progress note entries.
· In relation to Consumer A’s skin sensitivity, the consumer has never reported skin sensitivity and there has been frequent consultation in relation to pain, however, skin sensitivity was not mentioned by the consumer. 
· In response to no monitoring processes regarding advance care plans, every consumer is offered an advance care directive on entry and are also reviewed on a six-monthly basis. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Compliant with this Requirement. 
In coming to my finding, I have considered that the evidence presented in this Requirement does not indicate systemic issues associated with planning of care and services which centre on consumers’ needs, goals and preferences. I consider the evidence presented indicates staff are aware of consumers’ needs and preferences or that the evidence is directly related to other Requirements, where the core deficiency is associated. 
In relation to Consumer F, the Assessment Team have found that while the consumer has lost weight, been referred to dietitian, had a meal planner update and review of nutrition-risk assessment, the service did not assess or discuss Consumer F’s dietary preferences further. The Assessment Team interviewed Consumer F who indicated they had lost weight due to not liking the food and identification and further assessment/discussion of the consumer’s food preferences has not occurred. In relation to clinical processes associated with weight loss, it appears the service has acted reasonably. However, I consider that as part of responding to weight loss and a risk assessment indicating risk of malnutrition, that consideration of dietary intake and preferences would be associated with assessing and responding to risk. Therefore, I have considered this evidence in relation to Requirement (3)(a) in this Standard. Additionally, the Approved Provider asserts the consumer’s fondness of chops was identified in 2020 but do not believe the consumer is capable of consenting to a risk acknowledgment if they were to be offered lamb chops without geriatrician input. However, I find the service had opportunity to raise this issue with the geriatrician if they visit two times per year and this preference was identified in 2020. 
In relation to Consumer H, I have considered evidence presented by the Assessment Team which identified the consumer’s end of life preferences and progress notes indicating symptom management was observed and acted upon the consumer’s end of life. While an end of life pathway was not commenced, I find it reasonable that the service did not have time to initiate this document, but progress notes indicate the consumer was monitored for pain, agitation and comfort during the end of their life, presumably the purpose of the end of life pathway. 
In relation to Consumer A, I consider staff interviewed were aware of Consumer A’s preferences regarding their legs and that Consumer A confirmed staff respect their wishes and apply creams to their legs daily. I consider this evidence indicates effective assessment of the consumer’s preferences but the documentation did not support that consultation and strategies had not occurred in this instance.  
Additionally, while the Assessment Team asserts the service does not have a process to monitor completion of advance care plans and do not document consumers’ end of life wishes prior to commencing palliative care, the Approved Provider asserts that advance care directives are reviewed six-monthly. I have found that assessment and planning processes do include advance care and end of life planning through consideration of evidence relating to Consumer H, who did have end of life wishes documented even though the palliative and end of life phase eventuated and finished in approximately two days. I have also considered that all consumers sampled by the Assessment Team had advanced care plans completed.
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Compliant with Requirement (3)(b) in Standard 2 Ongoing assessment and planning with consumers. 
Requirement 2(3)(c)	Compliant
The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer.
Requirement 2(3)(d)	Compliant
The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
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.
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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
The Quality Standard is assessed as Non-compliant as two of the seven specific Requirements have been assessed as Non-compliant.
The Assessment Team recommended Requirements (3)(a), (3)(b), (3)(c) and (3)(f) in this Standard as not met. The Assessment Team found the service was unable to demonstrate:
· Each consumer gets safe and effective personal and/or clinical care that is best practice, tailored to their needs or optimises their health and well-being.
· Effective management of high impact or high prevalence risks associated with the care of each consumer.
· The needs of consumers nearing the end of life had been consistently recognised and addressed to maximise their comfort.
· Referrals to other organisations and providers of care and services had consistently been arranged in a timely manner.
Based on the Assessment Team’s report and the Approved Provider’s response, I have come to a different view from the Assessment Team in relation to Requirement (3)(c) and (3)(f) and have found these Requirements to be Compliant. However, I have found Requirements (3)(a) and (3)(b) to be Non-compliant. I have provided reasons for all four Requirements in the specific Requirements below. 
In relation to Requirements (3)(d), (3)(e) and (3)(g) in this Standard, the Assessment Team found some consumers consider they get personal care and clinical care that is safe and right for them. Specific comments and feedback from consumers include:
· Two representatives reported consumers receive adequate personal and clinical care, including oral hygiene, showers and wound management. 
· Two consumers confirmed staff had identified their risk of falls and have falls management strategies implemented. 
· Consumers indicated satisfaction with medication management processes and two consumers indicated pressure injury risks had been managed. 
· Consumers and representatives confirmed appropriate action is taken in response to changes in health, including appropriate communication.
· Consumers indicated they are reviewed by the medical officer or allied health following incidents or on request.
· One representative was satisfied staff are competent at identifying signs of infection.  
Consumer files sampled demonstrated reassessments occur when there are changes to consumers’ health, condition and abilities and included referrals to relevant health specialists. All relevant staff have access to the electronic care system to share and review relevant consumer information. 
Staff interviewed were familiar with consumers’ care needs and could describe actions taken in response to changes in consumers’ health and well-being. Staff described processes used to communicate consumers’ care needs, including information sharing with relevant health specialists.  
Clinical staff demonstrated knowledge and understanding of antimicrobial stewardship principles and could describe practical strategies used to minimise the spread of infection. All staff interviewed confirmed they have completed infection control training, including in relation to COVID-19. The organisation has infection control policies and reference guides to support staff practices and staff were observed effective infection control practices.
Based on the Assessment Team’s report and the Approved Provider’s response, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(d), (3)(e) and (3)(g) in Standard 3 Personal care and clinical care.

Assessment of Standard 3 Requirements 
Requirement 3(3)(a)	Non-compliant
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.
The Assessment Team found the service was unable to demonstrate each consumer gets safe and effective personal and/or clinical care that is best practice, tailored to their needs or optimises their health and well-being. The Assessment Team provided the following information and evidence relevant to my finding:
· Three consumers interviewed confirmed pain was not managed effectively and described being in constant pain. While documentation supports staff respond to acute episodes of reported pain and evaluate interventions as effective, strategies were ineffective to manage chronic pain and monitoring processes had not identified consumers’ unmet needs.
· In relation to Consumer A, both the consumer and their representative indicated the service had not effectively managed pain following a fall in January 2021. The consumer indicted they had severe pain following the fall and was increasingly requesting more pain relief and felt staff did not seriously consider pain needs. Consumer A’s representative indicated a scan 12 days following fall identified the metal plate in the consumer’s leg had shattered and the site was infected, requiring immediate surgery. 
· The Assessment Team found that while the staff responded to pain in the short-term, progress notes do not indicate staff identified Consumer A’s pain concerns. 
· A medical officer review six-days following the fall which indicated investigations were to be arranged. 
· Care and clinical staff interviewed reported Consumer A had not exhibited pain at the time of the fall but had increasing pain. However, in the days following was ‘managed well’ with ‘as required’ pain relief. Additionally, one clinical staff member indicated investigations were not arranged earlier because Consumer A refused to attend hospital. 
· Consumer A indicated to the Assessment Team their current pain is not effectively managed and states they experience constant knee pain. The consumer’s representative indicated the consumer had their pain medications ‘sorted’ in hospital but the medical officer had changed the prescription and now the pain is unmanaged. 
· Documentation for Consumer A demonstrates the consumer has required daily ‘as required’ pain relief for the preceding month (June 2021) but the service was unable to demonstrate how long-acting pain interventions were evaluated, including to use non-pharmacological interventions. 
· The pain chart shows on forty-six of 61 occasions, the consumer’s pain was regularly rated as moderate and distressing and ‘as required’ pain medication was administered on 59 occasions in this month. Evaluations were noted as effective but did not analyse frequency or severity of pain.  
· There was no evidence of medical officer involvement in June 2021 but a progress note dated 1 July 2021 indicates consideration of pain patch.
· Four care staff interviewed confirmed Consumer A experiences pain and requests pain relief, especially in the early morning and will inform nursing staff. 
· Consumer G reported current pain strategies are ineffective and staff lack competence in pain management. 
· The consumer reported they had foot pain which ‘hurt all day’ and has been the case for several years and the medication only ‘dampens’ the pain. 
· The Assessment Team observed the consumer to be in pain and staff to secure bed sheets tightly on their feet. 
· The consumer’s care plan did not include any interventions in relation to the consumer’s pain but did state to encourage rest, soft tissue massage and ensure feet are warm. 
· Clinical and care staff interviewed did not consistently demonstrate knowledge or understanding of Consumer G’s pain, with none reporting heat or massage as a pain intervention. 
· Consumer D indicated they experience ‘very bad’ acute pain in feet and legs and have chronic back pain. While staff respond to requests for pain relief, the current interventions ‘don’t help’.
· Clinical staff indicated the consumer experiences pain in legs due to oedema but a diuretic has been prescribed. 
· Clinical staff described the consumer was agitated on entry but since the medical officer had prescribed a medication pain patch, the consumer was more settled. 
· Consumer F informed the Assessment Team, and the care plan confirmed the consumer’s preference for  male staff member assistance with personal care. The consumer indicated their preference is not always met and two care staff interviewed were unaware of this preference. 
· Consumer A sustained a skin tear on 30 June 2021 from staff accidentally knocking their leg on the lifter, however, the wound assessment and treatment plan was not completed until 1 July 2021 and an incident form was not populated. 
· Staff did not conduct neurological observations following Consumer A’s fall in January 2021 in accordance with the service’s procedure.  
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· In relation to Consumer A, the date of the fall was incorrectly reported by the Assessment Team as occurring on 28 January 2021, when it occurred on 27 January 2021. 
· There was no discernible increase in reported pain from admission to after the unwitnessed fall on 27 January 2021 and no additional pain relief was requested. 
· On 30 January 2921, staff completed the post falls chart which found pain in the right knee and lower legs was exiting prior to the fall and weekly progress note on 1 February 2021 documented pain in both knees, mainly right and ‘as required’ medication is effective. 
· The consumer only complained of leg pain, not hip pain following the fall. 
· The consumer does not transfer to hospital via taxi and only will attend via ambulance, therefore, the first available booking was for 8 February 2021, six days after the medical officer requested investigative scans. 
· In relation to Consumer A’s pain generally, from the day of entry the consumer has been prescribed regular opioid pain relief and has severe multi-level osteoarthritis and severe spinal cord stenosis. 
· In relation Consumer G, the admission progress note on 9 June 2021 identifies the consumer as having a history of foot pain and pain monitoring for three days did not indicate pain but for one occasion on day four following entry, pain relieving medication was administered. Further pain monitoring on 24 and 25 June 2021 indicated burning feet and knee pain which pain medication was administered. 
· In relation to Consumer D, a clinical staff member informed the Assessment Team, the consumer experiences pain in their legs when elevated and will reposition according to the consumer’s wishes. 
· In relation to Consumer F’s gender preference for personal care, the Approved Provider acknowledges this has not been possible to always achieve due to the geographical location of the service and attraction and retention of staff. The Approved Provider asserts no service in a regional area would always be able to satisfy this expectation and this finding is unreasonably harsh.
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Non-compliant with this Requirement.
In coming to my finding, I have considered evidence presented in relation to Consumer A’s ongoing use of ‘as required’ pain medication in relation to Standard 2 Requirement (3)(a), that is, assessment and planning processes are effectively used to monitor and evaluate pain interventions. However, in relation to the fall incident in January 2021, I consider the service did not effectively monitor the consumer’s increased risk of pain in accordance with best practice standards, that is, pain charting was ongoing even though staff interviewed confirmed an increase in pain. While the Approved Provider asserts no additional pain relief was requested following the fall, contrasting pain relief records prior to the fall, I consider the outcome of the fall, that is a shattered metal plate in the consumer’s leg would reasonably cause increased pain. Additionally, progress notes indicate the pain site of the leg was warm, consistent with an infection which was identified 12 days after the fall, along with the shattered metal plate. 
In relation to Consumers D and G, I have considered the consumers’ pain is being managed, however, the deficiency associated with this evidence is related to assessment and planning processes. I have considered this evidence in Standard 2 Requirement (3)(a).
In relation to Consumer F, the Approved Provider asserts no regional area would be able to satisfy a consumer’s preference for a specified gender to provide personal care. I consider the gender preference for provision of care  is the consumer’s express preference and that if staffing constraints do not allow for this preference to met, it would be reasonable for the consumer to expect consultation and discussion regarding the provision of care. Additionally, two care staff interviewed were unaware of this preference, indicating this is not a daily consideration to implement this consumer’s preference. 
I have also considered the evidence presented in Standard 3 Requirement (3)(c) which indicates staff have not used best practice processes in relation to monitoring consumers at the end of life. While the evidence presented for Consumer I and H indicates their comfort and dignity were maintained at the end of life, I find the service did not demonstrate best practice monitoring, including understanding comfort levels prior to interventions. Based on progress notes and feedback from Consumer I’s representatives, it appears the service responds to pain and agitation rather than proactively monitoring.  
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(a) in Standard 3 Personal care and clinical care. 
Requirement 3(3)(b)	Non-compliant
Effective management of high impact or high prevalence risks associated with the care of each consumer.
This Requirement was found Non-compliant following an Assessment Contact conducted on 22 to 23 July 2020 in relation to management of diabetes, medication, restrictive practices and pain. The service implemented actions and improvements to address the deficiencies identified by the Assessment Team in July 2020, including (but not limited to):
· Correspondence was sent to medical officers to request indications for medications to be documented on medication charts. 
· Nursing staff to be responsible for communication with consumers/representatives and documentation in progress notes when there is a medication change. 
· An audit of all consumers prescribed chemical restraints was completed and appropriate risk assessments and authorisations were obtained/completed. A review process has also been implemented. 
· Management use daily progress note reviews to identify if pain is managed and followed-up. 
· Staff have received training in relation to blood glucose monitoring, including if appropriate action to be taken when outside desirable ranges. 
However, while these improvements were substantiated by the Assessment Team during the Site Audit in 2021, the Assessment Team found the service was unable to demonstrate effective management of high impact or high prevalence risks associated with the care of each consumer, specifically the management of one consumer’s responsive behaviours. The Assessment Team provided the following information and evidence relevant to my finding:
· Three consumers and two representatives indicated a consumer’s (Consumer E) wandering and sexually inappropriate behaviours cause distress.
· Consumer E’s care plan includes sexually inappropriate behaviours with strategies, including one-to-one interaction and education, redirection, engagement in lifestyle activities and folding laundry. The care plan also includes behaviours of wandering. 
· Staff indicated documented strategies are sometimes effective. Six staff interviewed confirmed they try to separate Consumer E from male consumers and indicated Consumer E’s behaviours negatively affects other consumers. 
· Three care staff were aware of Consumer E’s behaviours but did not prevent these from occurring and demonstrated a level of acceptance due to cognition impairments and perception of ‘men liking it’ (referring to male consumers). 
· Three incident reports relate to Consumer E kissing another consumer on two separate occasions and one other consumer on another occasion. 
· The consumer who was involved in two incidents with Consumer E kissing them did not have strategies in their care plan to support staff to protect the consumer from Consumer E’s inappropriate sexual behaviours. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· In relation to Consumer E, prior to entry the consumer had been reviewed by a geriatrician and had been receiving input from Dementia Support Australia (DSA), including a further referral to DSA shortly after entry. 
· All DSA recommendations were implemented in June 2020 and the consumer settled over time. 
· The attraction to men has only happened a few times as this was a new behaviour and the consumer no longer shows attraction to the two men. The frequency of occurrence was grossly overstated by Consumer A, who is a poor historian. 
· The service was trying to source more suitable specialist dementia accommodation when the sexually inappropriate behaviours were presenting. 
· The consumer is no longer residing at the service and has settled in a new service with a memory support unit. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service to be Non-compliant with this Requirement. 
I acknowledge the Approved Provider’s actions and improvements to rectify the deficiencies identified by the Assessment Team at the Assessment Contact in 2020. However, at the time of the Site Audit, I find the service did not demonstrate effective management of one consumer’s high impact or high prevalence risks associated with their care.
In coming to my finding, I have relied upon feedback from five consumers/representatives and six staff who confirmed Consumer E’s sexually inappropriate behaviours negatively affect other consumers. I have also considered that staff confirmed that they try to separate Consumer E from male consumers and confirmed documented strategies are only sometimes effective. Additionally, there have been three documented incidents where two consumers have been subject to unlawful sexual contact and three care staff described a level of acceptance of Consumer E’s behaviours rather than an appetite to prevent incidents of unlawful sexual contact. I consider this evidence indicates the service has not effectively minimised risk to Consumer E and other consumers.
I acknowledge that Consumer E was reviewed by specialist services in 2020 on entry but even the Approved Provider acknowledges new sexually inappropriate behaviours had recently emerged, prompting the service to source more appropriate accommodation.
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(b) in Standard 3 Personal care and clinical care. 
Requirement 3(3)(c)	Compliant
The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised and their dignity preserved.
The Assessment Team found the service was unable to demonstrate the needs of consumers nearing the end of life had been consistently recognised and addressed to maximise their comfort. The Assessment Team provided the following information and evidence relevant to my finding:
· A consumer (Consumer I) was commenced on an end of life care pathway following a deterioration in health. While the consumer’s representative was satisfied with the overall care provided, they reported Consumer I’s pain was not effectively managed, including that the representative had to request medication for agitation and pain medication was not prescribed in a timely manner.
· Progress notes indicate on the first day of signs of agitation, the consumer was prescribed medication for agitation and restlessness and was administered this medication once or twice daily, however, the medication was not added to continuous infusion until eight days after first being prescribed ‘as required’. 
· Consumer I’s representative indicated the consumer was in pain and unsettled ‘the whole time’. The representative indicated staff would administer ‘as required’ pain relief when requested but a continuous infusion pump was commenced at the family’s request. The representative indicated the infusion pump was ineffective. 
· Consumer I’s representative indicated the suction machine was not working and staff were unaware of how to use it, staff were repositioning the consumer every two hours and the family had to request this be changed to four-hourly due to causing the consumer agitation and staff were not aware turning on the light caused agitation. 
· The representative had not yet provided feedback to management but expressed satisfaction in relation to assessment, communication and staff behaviours. 
· In relation to Consumer H, the end of life pathway was not commenced but their end of life wishes were met. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· In relation to Consumer I, the representative is obviously distressed by the death of their relative but the representative was present at the service daily and supported through Consumer I’s end of life. 
· Management on occasion had to intervene when the representative offered to show staff how to provide care which was not clinically indicated. 
· Many of the representative’s concerns were directed at the medical officer. 
· End of life medications were immediately prescribed following Consumer I’s deterioration. 
· Progress notes indicate the consumer was prescribed and/or administered medication for agitation, anxiety, secretions and pain during their end of life, with a continuous infusion pump commenced the day before the consumer’s death. 
· In relation to Consumer H, the consumer deteriorated rapidly and it was less than two days between deterioration and death. However, medication was administered ‘as required’ on seven occasions for pain during their end of life period which two clinical staff indicated had managed the consumer’s pain. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Compliant with this Requirement.
I consider the service has ensured the needs, goals and preferences of consumers nearing the end of life are recognised and addressed to ensure comfort is maximised and dignity preserved. 
In coming to my finding, I have considered that progress notes for both Consumers I and H indicate staff were responsive to consumers’ end of life care needs, including administering medications for pain, agitation and chest secretions. While Consumer I’s representatives indicate they were overall satisfied with the care provided, they felt the consumer’s pain was not effectively managed. The representative indicated they requested pain relief and the commencement of continuous infusion pump. While I acknowledge the representative’s view, I consider the representative was present daily and was advocating for the consumer and progress notes support the consumer was comfortable. However, I consider based on the representative feedback and progress notes, staff have not formally assessed or monitored the consumer’s pain in a proactive manner but are doing so in a responsive manner. I consider this a process associated with best practice pain management/end of life management and have considered this evidence in the contact of Requirement (3)(a) in this Standard.  
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Compliant with Requirement (3)(c) in Standard 3 Personal care and clinical care. 
Requirement 3(3)(d)	Compliant
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.
Requirement 3(3)(e)	Compliant
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.
Requirement 3(3)(f)	Compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
The Assessment Team found the service was unable to demonstrate referrals to other organisations and providers of care and services had consistently been arranged in a timely manner. The Assessment Team provided the following information and evidence relevant to my finding:
· Consumer A was not satisfied investigative scans were offered following a fall in January 2021. 
· While staff had arranged for a medical officer and physiotherapy review for Consumer A following an unwitnessed fall on 27 January 2021, scans were not undertaken until six days following the medical officer request. 
· An appointment for the scan was not arranged until two days following the medical officer request and the scan was not taken for a further four days, 12 days post the unwitnessed fall. The scan showed a fracture of the plate in the right leg extending from the knee to the hip. 
· Consumer D was not referred to mental health services for 13 days following entry to the service and episodes of suicidal ideation. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· In relation to Consumer A, the consumer does not transfer to hospital via taxi and only will attend via ambulance, therefore, the first available booking was for 8 February 2021, six days after the medical officer requested investigative scans. 
· In relation to Consumer D, the expectation that mental health services are freely available and responsive in a regional area shows a level of ignorance to struggles faced by regional services. However, in any case, Consumer D’s extensive psychiatric history and current treatments were well known, there was no immediate necessity for mental health services to become involved and the current treatment plan was being executed by the medical officer. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Compliant with this Requirement. 
In coming to my finding I have considered the evidence presented in this Requirement does not indicate systemic issues with the service’s referral processes. I have considered the evidence in Standard 2 Requirement (3)(a) and Standard 3 Requirement (3)(a) which reflect the core deficiency associated with the evidence. 
In relation to Consumer A, I have considered the service did not effectively monitor the consumer’s pain following a fall in January 2021 and that if this process was undertaken effectively, the requirement for a referral to the medical officer would have been made in a timelier manner which I have considered in Standard 3 Requirement (3)(a). Additionally, the Approved Provider asserts the transfer booking was booked at the earliest time in accordance with the consumer’s transport preferences. 
In relation to Consumer D, I have considered evidence presented in Standard 2 Requirement (3)(a) is associated with ineffective assessment processes rather than a need to refer the consumer to mental health services. Evidence presented by both the Assessment Team and the Approved Provider indicates the strategies implemented to support the consumer in relation to suicidal ideation were beginning to take effect and the medical officer was overseeing the consumer’s care. 
I have also considered evidence presented by the Assessment Team which indicated staff were knowledgeable of referral processes and consumers interviewed confirmed they were reviewed by the medical officer or allied health following incidents or requests in Requirement (3)(d) in this Standard. Additionally, I have considered evidence which supports referrals are made to the dietitian. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Compliant with Requirement (3)(f) in Standard 3 Personal care and clinical care. 
Requirement 3(3)(g)	Compliant
Minimisation of infection related risks through implementing:
(i) standard and transmission based precautions to prevent and control infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
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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 Non-compliant as one of the seven specific Requirements has been assessed as Non-compliant.
The Assessment Team recommended Requirement (3)(f) in this Standard as not met. The Assessment Team found the service was unable to demonstrate meals provided are of suitable quality and quantity. Based on the Assessment Team’s report and the Approved Provider’s response, I have found this Requirement Non-compliant. I have provided reasons for my findings in the respective Requirement below. 
In relation to all other Requirements in this Standard, most sampled consumers consider they receive the services and supports for daily living which are important for their health and well-being and enable them to do the things they want to do. Specific feedback from consumers/representatives sampled include:
· Consumers indicated they feel supported to do things they want to do, including maintaining independence and going on outings. 
· Two consumers indicated staff are easy to talk to and they help when they are feeling low but would like to be able to spend more time with staff. 
· Consumers provided examples how they are supported to participate in the community and maintain social and personal relationships.
· Consumers confirmed staff assist them to maintain their equipment and furnishings. 
Lifestyle care planning documentation demonstrated consumers’ interests, relationships of importance and emotional, social, spiritual and personal needs and preferences are identified. 
Staff interviewed were able to explain what is important for individual consumers, including emotional, spiritual or psychological support needs, and how consumers are supported to engage in things they enjoy doing, both within and outside the service. Staff explained how the activities program is tailored to include consumers’ interests and how they support consumers when they are feeling down. Staff described how they support individual consumers to engage in activities of interest and confirmed they have access to information to support consumers. Staff provided examples of referral processes used to support consumers’ needs. 
The activities program included a variety of activities, inclusive of those activities consumers indicated they enjoyed participating in and to support consumers’ religious, emotional and psychological needs and preferences. 
The Assessment Team observed several well-attended activities during the Site Audit and one-to-one visits from staff with consumers, including staff supporting consumers to maintain personal relationships and engage in activities of interest. They also observed equipment to support consumers to be safe, suitable and clean.  
Based on the Assessment Team’s report and the Approved Provider’s response, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(a), (3)(b), (3)(c), (3)(d), (3)(e) and (3)(g) in Standard 4 Services and supports for daily living. 
Assessment of Standard 4 Requirements 
Requirement 4(3)(a)	Compliant
Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
Requirement 4(3)(b)	Compliant
Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
Requirement 4(3)(c)	Compliant
Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
Requirement 4(3)(d)	Compliant
Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
Requirement 4(3)(e)	Compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
Requirement 4(3)(f)	Non-compliant
Where meals are provided, they are varied and of suitable quality and quantity.
The Assessment Team found the service was unable to demonstrate meals provided are of suitable quality and quantity. The Assessment Team provided the following information and evidence relevant to my finding:
· Nine consumers were dissatisfied with the meals provided, including in relation to the quality of the meals/ingredients, quantity, temperature of the food, choices and information about meals and availability of condiments and sides.
· Resident meeting minutes, internal monitoring documentation and surveys indicated ongoing consumer dissatisfaction with meals for several months, with concerns consistent with those raised with the Assessment Team. 
The Approved Provider submitted a response to the Assessment Team’s report and acknowledges the deficiencies identified in relation to meals. The Approved Provider has implemented actions and improvements in response to the Assessment Team’s findings, including (but not limited to): 
· The chef manager has implemented an interim menu choice form so that all consumers are asked what they would like for lunch and dinner daily, until further improvements are implemented:
· A hospitality advisor will be supporting and guiding improvements.
· Plans to change to a bistro-style meal service in the dining rooms. 
· Proposed changes have been added to the August 2021 Resident meeting to provide opportunities for consultation. 
· Conducting audits and education in relation the dining experience and meal service. 
· Ensuring all consumers have access to the daily and weekly menu. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service to be Non-compliant with this Requirement. 
I acknowledge the Approved Provider’s actions and improvements to rectify the deficiencies identified by the Assessment Team. However, at the time of the Site Audit, I find the service did not demonstrate meals are of suitable quality and/or quantity.
In coming to my finding, I have considered the significant number of consumers who indicated dissatisfaction with the meals provided and that documentation indicates these issues have been ongoing for several months. I have also considered evidence presented by the Assessment Team in Standard 1 Requirement (3)(c) including:
· Two consumers reported they are not asked what meal they would like to have a on regular basis:
· One consumer indicated they always get one type of sandwich and they do not get a choice in relation to meals.
· One consumer said they never get a meal choice and never gets gravy. 
· The Assessment Team observed meal service and found consumers were not provided with a choice of meals.
· The daily choice menu document is inconsistent with the meal assessments for 18 consumers. These consumers have indicated they wish to choose their own meals, however, as the daily choice menu was not correct, these consumers are not asked about their meal preferences. 
I consider that the service has not supported consumers’ preferences in relation to meal service and since the Site Audit have implemented actions in place to support consumer consultation and choice in relation to meals, including satisfaction with variety, quantity and quality. However, at the time for the Site Audit, these processes were not effective and did not support consumer choice to ensure variety of meals provided. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(f) in Standard 4 Services and supports for daily living. 
Requirement 4(3)(g)	Compliant
Where equipment is provided, it is safe, suitable, clean and well maintained.
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Organisation’s service environment
Consumer outcome:
1. I feel I belong and I am safe and comfortable in the organisation’s service environment.
Organisation statement:
2. The organisation provides a safe and comfortable service environment that promotes the consumer’s independence, function and enjoyment.
Assessment of Standard 5
The Quality Standard is assessed as Compliant as three of the three specific Requirements have been assessed as Compliant.
The Assessment Team recommended Requirement (3)(b) in this Standard as not met. The Assessment Team found the service was unable to demonstrate the service enables consumers to move freely, both indoors and outdoors in accordance with the service’s policy and that cleaning and maintenance records did not reflect completion of tasks in accordance with the service’s relevant schedules. Based on the Assessment Team’s report and the Approved Provider’s response, I have come to a different view from the Assessment Team and have found this Requirement Compliant. I have provided reasons for my findings in the respective Requirement below. 
In relation to all other Requirements in this Standard, most sampled consumers consider that they feel they belong in the service and feel safe and comfortable in the service environment. Specific feedback from consumers/representatives sampled include:
· Consumers feel comfortable in the service environment and are able to personalise their rooms. 
· Consumers indicated they have comfortable and appropriate furniture which meets their needs and is well maintained. 
The Assessment Team observed the service environment to be welcoming and easy to understand to optimise consumers’ sense of belonging, independence, interaction and function. Consumer rooms were decorated with consumers’ personal belongings and there are indoor and outdoor communal areas for consumer use. The Assessment Team found the service environment to be comfortable, safe and maintained in a clean and reasonable condition. Staff were observed to be undertaking cleaning tasks during the Site Audit. Furniture, fittings and equipment were observed to be in reasonable/sound condition and clean. 
Staff interviewed indicated they support consumers to personalise their rooms and encourage consumers to bring in items which are important to them. Staff described how they would report a maintenance issue or hazard. Cleaning staff described how they ensure equipment and furniture is kept safe and clean. 
Documentation supported that maintenance requests are promptly actioned and an external service provide ensures compliance with fire safety equipment.
Based on the Assessment Team’s report and the Approved Provider’s response, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(a) and (3)(c) in Standard 5 Organisation’s living environment. 
Assessment of Standard 5 Requirements 
Requirement 5(3)(a)	Compliant
The service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function.
Requirement 5(3)(b)	Compliant
The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
The Assessment Team found the service was unable to demonstrate the service enables consumers to move freely, both indoors and outdoors in accordance with the service’s policy and that cleaning and maintenance records did not reflect completion of tasks in accordance with the service’s relevant schedules. The Assessment Team provided the following information and evidence relevant to my finding:
· The Assessment Team observed several doors to outside areas to be locked and some consumers using a pin-code to access the pergola area. The doors leading to the outdoor area in ‘area one’ required a pin-code before accessing the outdoor pergola area. Management changed the door access during the Site Audit to allow for free access for any consumers wishing to go outside.
· The Assessment Team observed one of two internal courtyards to have the main door locked for the duration of the Site Audit and while a sliding door  at the back of the courtyard was unlocked this was difficult to open. No consumers were observed using this area.  
· Five consumers/representatives indicted they do not have ‘free access’ to outdoor areas. Examples included:
· While a consumer can access the pergola area, they would like to go for a walk ‘out the front’ but had been prevented from going outside due to forgetting the pin-code  after it had been changed. 
· Three consumers indicated they would like to go outside but were not regularly assisted to do so. 
· A representative indicated their family member would like to go outside but it often takes a long time to wait for staff assistance.
· One consumer indicated the key pad to the outdoor area does not always work which the consumer has raised at Resident meetings. 
· A consumer indicated they feel ‘closed in’ as they access one of two internal court yard which lacks a view and doesn’t go to the pergola area as it does allow for smoking.  
· Two staff members indicated the pergola door remains locked, and while they do their best to take consumers outside when requested, they are not always having time to do so. One staff member indicated the main door to one of the two internal courtyards remained locked due to the surface being a tripping hazard. 
· Management indicated:
· Doors are locked to maintain indoor temperatures and prevent pests, such a brown snakes, from entering the service.
· Consumers in ‘area one’ who have no cognitive impairment are provided the access code to enter both the secure area of the home and outdoor area.
· Committed to a registered nurse unlocking doors in the morning. 
· Preventative maintenance records for approximately 10 months demonstrated that several maintenance and cleaning tasks were not signed or dated as complete. 
· These included maintenance tasks scheduled monthly, bi-monthly, quarterly, bi-annually and annually. Management were able to provide evidence that some of these tasks had been completed by external contractors. 
· A staff member confirmed not all tasks are completed in accordance with the schedule but when tasks are missed they are prioritised. 
The Approved Provider submitted a response to the Assessment Team’s report and does not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence to support their view that consumers are enabled to move freely, including to outdoor areas:
· The door observed by the Assessment Team as closed during the Site Audit is because this outside area is frequented by venomous snakes, with one occasion occurring where a snake accessed the indoor area. Therefore, to eliminate this risk the service has no other option but to lock the door. 
· The door being locked in ‘one area’ does not inhibit consumers from moving freely indoors and outdoors and since freedom of movement has always been a requirement since the implementation of Standards in aged care since 1997, the Approved Provider finds it difficult to understand why it is now an issue.
· There are two courtyards and one outside garden area of which the doors are unlocked and this was explained to the Assessment Team. 
· The Assessment Team were shown evidence during the Site Audit of maintenance tasks being completed but were not signed off as completed on the schedule. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Compliant with this Requirement. 
In coming to my finding, I have considered the evidence presented in relation to five consumers’ feedback which indicates they do not have ‘free access’ to outdoors areas. In considering this evidence, I have considered that all consumers have access to outdoor areas, albeit not all. Specifically, four consumers/representatives indicated they would like to go outside but are not regularly assisted by staff to do so. In considering two staff comments that they are not always able to take consumers outside, in association with the consumers/representatives’ comments about not being assisted to go outside, I consider this evidence directly relates to processes and practices in relation to Standard 7 Requirement (3)(a), rather than impacts to consumers’ free access to outdoor areas. 
The Assessment Team observed several doors to outside areas to be locked and some consumers using a pin-code access to the pergola area and management changed the door access during the Site Audit to allow for free access for any consumers wishing to go outside. Based on the evidence presented, it does not indicate that there were consumers who were unable to access this door freely, but rather the evidence supports staff are not available to assist consumers’ access to outdoors, presumably because they cannot do this independently due to mobility issues.
Additionally, I find it reasonable that a door be closed if there have been incidents relating to venomous pests inside the service, associated with that door. I have also considered that consumers do appear to have access to some outdoor areas but not all. 
Therefore, in coming to my finding I find the service environment does enable consumers to move freely both indoors and outdoors and there may be opportunities for the service to broaden the number of outside areas consumers can access independently and to support consumers to access outside where they cannot do so themselves. 
In relation to the preventative maintenance and cleaning tasks not signed as completed, I have considered the evidence presented by the Approved Provider indicating these tasks had been completed. Additionally, I have considered that the Assessment Team found the service environment to be safe, comfortable and maintained in a clean and reasonable condition. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Compliant with Requirement (3)(b) in Standard 5 Organisation’s service environment.   
Requirement 5(3)(c)	Compliant
Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
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Feedback and complaints
Consumer outcome:
1. I feel safe and am encouraged and supported to give feedback and make complaints. I am engaged in processes to address my feedback and complaints, and appropriate action is taken.
Organisation statement:
2. The organisation regularly seeks input and feedback from consumers, carers, the workforce and others and uses the input and feedback to inform continuous improvements for individual consumers and the whole organisation.
Assessment of Standard 6
The Quality Standard is assessed as Non-compliant as two of the four specific Requirements have been assessed as Non-compliant.
The Assessment Team recommended Requirements (3)(c) and (3)(d) in this Standard as not met. The Assessment Team found the service was unable to demonstrate that appropriate action is taken in response to complaints or that feedback and complaints are reviewed and used to improve the quality of care and services.
Based on the Assessment Team’s report and the Approved Provider’s response, I find Requirements (3)(c) and (3)(d) in this Standard Non-compliant. I have provided reasons for my findings in the respective Requirements below. 
In relation to Requirements (3)(a) and (3)(b) in this Standard, the Assessment Team found that overall, sampled consumers consider they are encouraged and supported to give feedback and make complaints. Specific feedback from consumers and representatives include:
· Consumers described how they can provide feedback and ask questions at Resident Meetings. 
· Three representatives described how they advocate for their relative in to care staffing or food. 
Staff and management described how they support consumers and representatives to provide feedback, such as through meetings and surveys. They also described how they involve representatives to advocate for consumers when required and how advocacy and language services are used to assist with communication.  
The Assessment Team observed feedback forms available in communal areas and consumers are provided with information on entry which includes feedback processes. They also observed information relating to advocacy services. 
Based on the Assessment Team’s report and the Approved Provider’s response I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(a) and (3)(b) in Standard 6 Feedback and complaints. 
Assessment of Standard 6 Requirements 
Requirement 6(3)(a)	Compliant
Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
Requirement 6(3)(b)	Compliant
Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
Requirement 6(3)(c)	Non-compliant
Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
The Assessment Team found the service was unable to demonstrate that appropriate action is taken in response to complaints. The Assessment Team provided the following information and evidence relevant to my finding:
· Five consumers/representatives were not satisfied their concerns/complaints have been addressed, specifically in relation to meals, access to outdoor areas, staffing and call bells. The Assessment Team found three of the five consumers/representatives who indicted they have raised concerns/complaints verbally did not have their feedback documented in the feedback register. 
· Four consumers/representatives indicated they have provided frequent verbal feedback in relation to the meals, however, these concerns have not been acted upon. 
· A consumer and their representative expressed they had verbally raised concerns with management regarding call bell response times and staffing but these concerns have not been addressed. 
· Two consumers raised concerns regarding other consumers not having access to a pin-code to enable them to go outside. 
· Staff interviewed confirmed verbal feedback is to be documented on feedback forms. However, catering staff confirmed they have received limited feedback forms in relation to food. 
The Approved Provider submitted a response to the Assessment Team’s report and acknowledges the concerns in relation to food services and is actively working to address the identified issues. However, in relation to the consumer who has indicated they do not have their call bell answered in a timely manner, the Approved Provider disputes this assertion and the Assessment Team’s report indicates no instances of delayed response in the nurse call records. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service to be Non-compliant with this Requirement. 
I acknowledge the Approved Provider’s actions and improvements to rectify the deficiencies identified by the Assessment Team in relation to meal services and have considered the Approved Provider’s response in relation to call bell response times in Standard 7 Requirement (3)(a). I also acknowledge that the service was able to demonstrate open disclosure processes in relation to feedback and complaints. However, at the time of the Site Audit, I find the service did not demonstrate a best practice system for managing and resolving complaints for consumers/representatives, including an effective process to capture verbal complaints to ensure this feedback is acted upon appropriately, including consulting and engaging with consumers/representatives.
In coming to my finding, I have considered that the five consumers/representatives are not satisfied their concerns/complaints have been addressed. I acknowledge the service has a policy and procedure to ensure verbal feedback is documented in the feedback register, however, three consumers/representatives concerns/complaints have not been captured on the feedback register to ensure processes for managing and resolving complaints are initiated. As a result, the service was unable to demonstrate appropriate action is taken in response to complaints. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(c) in Standard 6 Feedback and complaints.  
Requirement 6(3)(d)	Non-compliant
Feedback and complaints are reviewed and used to improve the quality of care and services.
The Assessment Team found the service was unable to demonstrate feedback and complaints are reviewed and used to improve the quality of care and services. The Assessment Team provided the following information and evidence relevant to my finding:
· Four consumers indicated they feedback had not led to improvements to their care and services.
· The service does not consistently document feedback and complaints in the feedback register to enable identification of trends and opportunities for improvement. 
· While the service had identified a trend in relation to complaints regarding food and had commenced implementing improvements, the plan for continuous improvement demonstrated management had not documented improvements to monitor outcomes, including consumer satisfaction. 
The Approved Provider submitted a response to the Assessment Team’s report and acknowledges the concerns in relation to food services and is actively working to address the identified issues. However, in relation to the consumer who has indicated they do not have their call bell answered in a timely manner, the Approved Provider disputes this assertion and the Assessment Team’s report indicates no instances of delayed response in the nurse call records. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service to be Non-compliant with this Requirement. 
I acknowledge the Approved Provider’s actions and improvements to rectify the deficiencies identified by the Assessment Team in relation to meal services and have considered the Approved Provider’s response in relation to call bell response times in Standard 7 Requirement (3)(a). However, at the time of the Site Audit, I find the service did not demonstrate a best practice system for managing and resolving complaints which supports that feedback and complaints are reviewed and used to improve the quality of care and services.
In coming to my finding, I have considered four consumers find that their feedback has not been used to improve care and services. Additionally, the service’s feedback register does not reflect all verbal complaints/concerns to support effective identification of trends and opportunities to improve care and services. I have also considered that where the service has identified a trend in relation to meals and commenced improvement initiatives, the service has not established processes to encourage and seek feedback in relation to the improvement initiatives. As a result, consumers/representatives have indicted ongoing concerns in relation to meals and lack of consultation/follow-up of raised concerns. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(d) in Standard 6 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 Non-compliant as two of the five specific Requirements have been assessed as Non-compliant.
The Assessment Team recommended Requirement (3)(a) in this Standard as not met. The Assessment Team found the service was unable to demonstrate the workforce is planned to ensure the delivery and management of safe and quality care and services. Based on the Assessment Team’s report and the Approved Provider’s response, I have found this Requirement to be Non-compliant. I have provided reasons for my finding the specific Requirement below. 
While the Assessment Team had recommended Requirement (3)(b) in this Standard as met, I have come to different view to the Assessment Team in relation to this Requirement based on evidence presented in Standard 1 Requirement (3)(a). I have found Requirement (3)(b) in this Standard to be Non-compliant and have provided reasons for my finding in the specific Requirement below. 
In relation to all other Requirements in this Standard, most sampled consumers consider they get quality care and services when they need them and from staff who are kind and caring. Specific feedback from consumers/representatives sampled include:
· Most consumers and representatives confirmed staff are kind, caring and respectful of consumers. 
· Most consumers and representatives felt staff are skilled and competent to meet consumers’ care and service needs, including knowing what they are doing. 
Staff interviewed indicated they are provided with education, training and support on commencement of employment and on an ongoing basis. Management described the processes they use to monitor staff competency and capability, including monitoring professional registrations, providing orientation and training, and using observations, feedback, audits and incidents. Management indicated the training program is informed by staff performance issues and appraisals, incidents, legislative updates and feedback. Staff confirmed management monitor their performance and management described how staff performance is reviewed during probation and two-yearly thereafter.  
Mandatory training records for 2021 demonstrate staff have completed training and competencies in relation to infection control, elder abuse and reporting requirements. Other records also demonstrate staff were provide online and onsite education and training through meetings and workshops in relation to various aspect of care and service delivery. The probation review and staff appraisals folder contained information to demonstrate new staff performance is monitored and reviewed regularly and that two-yearly appraisals are conducted. 
Based on the Assessment Team’s report and the Approved Provider’s response I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(c), (3)(d) and (3)(e) in Standard 7 Human resources.
Assessment of Standard 7 Requirements 
Requirement 7(3)(a)	Non-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 found the service was unable to demonstrate the workforce is planned to ensure the delivery and management of safe and quality care and services, including that while the service has a system for planning and reviewing the workforce model and call bell response times, it is not effective The Assessment Team provided the following information and evidence relevant to my finding:
· Nine consumers/representative indicated there are not enough staff, with four citing call bells are not answered in a timely manner, impacting on continence, personal care, movement outside and pain management. 
· Consumer A indicated staff are ‘run off their feet’ and must wait extended periods for their call bell to answered affecting continence and administration of pain medication. The representative indicated staff can be slow to answer call bells and the consumer’s pain has been awful and the consumer has soiled the bed a few times. 
· The Assessment Team found call bell data for an approximate two-week period demonstrated call bells are answered within six minutes. 
· Consumer B indicated there are not enough staff at their preferred time for a shower and was sometimes left in a wet continence aid. The consumer also indicated there are delays in relation to call bell response times.
· The Assessment Team found call bell data for an approximate two-week period demonstrated call bells were answered within seven minutes. 
· Consumer D indicted when they use the call bell, staff often don’t attend and ignore the call, including not having been outside since being at the service for 12 days and waiting for ‘hours at a time’. 
· The Assessment Team found call bell data for an approximate two-week period demonstrated call bells were answered within five minutes. 
· One consumer indicated they would like to go outside the front of the service for a walk but was this was  not possible due to staffing. 
· Four consumers indicated there are not enough staff but this has not negatively impacted them. 
· Eight staff interviewed indicated there are not enough staff allocated to attend to consumers’ continence care, pressure area care or personal care. Examples included:
· Clinical staff indicated they must leave their tasks, such as medication rounds to support care staff. 
· Care staff reported they unable to take lunch breaks and/or leave work late due to consumer care needs. 
· Three staff provided examples of not being able to provide care in a timely manner which impact continence care. 
· Call bell review processes are not identifying concerns relating to call bells with the monthly audit in June 2021 identifying 15 calls between five and 15 minutes. However, the Key Performance Indicator is 12 minutes and the audit does not include follow-up with consumers, representatives or staff.
· Management were unaware of consumers’ negative feedback regarding call bell response times. 
· Resident meetings and surveys do not provide opportunities for consumers/representative to specifically discuss staffing levels or call bell response times. 
The Approved Provider submitted a response to the Assessment Team’s report and strongly refute the Assessment Team’s not met recommendation. The Approved Provider submitted the following evidence and information to refute the Assessment Team’s findings:
· There is a morning and afternoon float shift that is never permanently filled on the master roster and are filled/not filled based on occupancy of the service. 
· The organisation has spent over the allocated budget for 42 months and has spent more than is provided by Commonwealth funding. As Commonwealth funding is the Commonwealth’s measure of resident acuity and used extensively by the sector as a measure for staffing requirements, it is inconceivable to suggest the organisation is failing to provide sufficient numbers of staff. 
· No evidence has been provided to substantiate claims that staffing inadequacies beyond allegations made by a small number of consumers who have diagnosed cognitive impairments, disorientation and no knowledge of sector staffing standards. The Assessment Team have also relied upon a consumer with severe and longstanding mental health issues. 
· The claims by consumers that call bells are not answered in a timely manner is a complete misrepresentation of the facts as the Assessment Team’s report evidences that call bell data demonstrated calls are answered within a reasonable timeframe. 
· The staffing model used at the service is identical to the organisation’s other two residential sites both of which have been found to be compliant in recent months. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service to be Non-compliant with this Requirement. 
I have found the service has not demonstrated the current staffing arrangements have ensured the delivery and management of safe and quality care and services.
In coming to my finding, I have considered the feedback from both consumers/representatives and staff which confirms consumers are not always provided with care in accordance with their preferences or needs. While the Approved Provider asserts the consumers, who have described negative impacts to their care, have cognitive and mental health impairments, I consider these consumers’ lived experiences cannot be dismissed based on their diagnoses. Additionally, the Approved Provider did not provide evidence to support the extent or effect of the consumers’ cognitive impairment in relation to their ability to recall lived events. While call bell response data does not support that call bells are not responded to in a timely manner, I have also considered in coming to my finding, not only the consumer feedback alone but in the context of the significant number of staff who indicated staffing levels are impacting the quality and provisions. I have considered clinical staff are having to leave their high risk clinical tasks, such as medication rounds to support care staff and that care staff have indicated consumers are not being attended to in a timely manner.
The Approved Provider asserts the service has overspent on budget than what is provided by the Commonwealth subsidies, and that the staffing model used is identical to two other of the organisation’s residential services which have been found to be compliant in recent months. However, I consider that staffing levels cannot be identical at any service as the staffing levels should equal the consumer cohort acuity and needs, which would not be consistent at all services. Additionally, this Requirement expects that workforce is planned to enable the number and mix of the workforce to deliver and manage safe and quality care and services, not staffing numbers based on Commonwealth subsidies.
I have also considered that while call bell response times are monitored, the service has engaged consumers or staff for those response times falling outside the service’s KPI to understand impact, insufficiencies of staff or consumer satisfaction level.  
Additionally, I have considered consumer feedback in Standard 5 Requirement (3)(b) which I have found to be Compliant, which indicates four consumers/representatives would like to go outside but are not regularly assisted by staff to do so. In considering two staff comments that they are not always able to take consumers outside, in association with the consumers/representatives’ comments about not being assisted to go outside, I consider this further evidence to support staffing levels are not sufficient to provide quality care and services.  
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(a) in Standard 7 Human resources.   
Requirement 7(3)(b)	Non-compliant
Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
While the Assessment Team have recommended this Requirement as met, I have considered evidence presented by the Assessment Team and the Approved Provider’s response in Standard 1 Requirement (3)(a) directly relates to this Requirement.
The Assessment Team found the service demonstrated staff interactions with consumers are kind, caring and respectful, with most consumers/representatives confirming staff are kind, caring and respectful. The Assessment Team also observed staff were interacting with consumers in a kind, caring and respectful manner. 
However, I have found that the evidence in Standard 1 Requirement (3)(a) indicates three consumers/representatives reported that staff have made statements to them which are not respectful of consumers. Additionally, the Assessment Team’s interview with a staff member was disrespectful in nature. I consider these comments do not support that workforce interactions are kind and respectful. 
While the Approved Provider asserts these practices are not systemic and the allegations are unsubstantiated, I consider that four separate reports from two consumers, a representative and the Assessment Team of staff making comments of a disrespectful nature is sufficient to consider staff are not always interacting with consumers in a kind and respectful manner. This Requirement expects that all interactions with consumers are kind, caring and respectful and these staff comments indicate this has not always occurred. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(b) in Standard 7 Human resources.   
Requirement 7(3)(c)	Compliant
The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
Requirement 7(3)(d)	Compliant
The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
Requirement 7(3)(e)	Compliant
Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
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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 Non-compliant as two of the five specific Requirements have been assessed as Non-compliant.
The Assessment Team recommended Requirements (3)(c), (3)(d) and (3)(e) in this Standard as not met. The Assessment Team found the service was unable to demonstrate:
· Effective organisational governance systems in relation to information management, continuous improvement, workforce governance, and feedback and complaints.
· Effective risk management systems and practices in relation to management of high impact or high prevalence risks associated with the care of consumers and managing and preventing incidents.
· Effective clinical governance.
Based on the Assessment Team’s report and the Approved Provider’s response, I have come to a different view from the Assessment Team in relation to Requirement (3)(e) and have found this Requirement to be Compliant. However, I have found Requirements (3)(c) and (3)(d) to be Non-compliant. I have provided reasons for these findings in the specific Requirements below. 
In relation to Requirements (3)(a) and (3)(b) in this Standard, the Assessment Team found overall, sampled consumers consider they feel like partners in the ongoing assessment and planning of their care and services. Specific comments and feedback from consumers include:
· Consumers and representatives described how they are engaged at the service, including through meetings, surveys and feedback processes. 
· Consumers and representatives confirmed they have input about care and services. 
The Assessment Team found the organisation demonstrated consumers are engaged in the development, delivery and evaluation of care and services. Both management and staff were able to describe how consumers have input about their experiences and the quality of care and services. 
The Assessment Team also found the organisation demonstrated the governing body promotes of culture of safe, inclusive and quality care and services and is accountable for their delivery. Management were able to describe how the organisation’s governance framework  supports Board involvement, including regular meetings and reporting to inform the Board of the service’s performance. 
Based on the Assessment Team’s report and the Approved Provider’s response I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, Compliant with Requirements (3)(a) and (3)(b) in Standard 8 Organisational governance. 
Assessment of Standard 8 Requirements 
Requirement 8(3)(a)	Compliant
Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
Requirement 8(3)(b)	Compliant
The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
Requirement 8(3)(c)	Non-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 found the service was able to demonstrate an established, documented and effective organisation-wide governance system in relation to financial governance and regulatory compliance. However, was unable to demonstrate effective organisational governance systems in relation to information management, continuous improvement, workforce governance, and feedback and complaints. The Assessment Team provided the following information and evidence relevant to my finding:
· In relation to information management systems:
· The dietitian reported that referrals do not consistently contain sufficient information to enable prioritisation. 
· Consumers’ daily choice menus were not consistently reflective of documented meal planning assessments. 
· Preventative maintenance records do not accurately monitor completion of tasks. 
· Two policies did not direct staff when to referral a consumer to specialist services in relation to behavioural management nor did the clinical care policy mention the end of life pathway to guide staff when to complete this document. 
· Consumers’ incidents are not consistently documented and does not enable effective trending and analysis of incidents. 
· In relation to continuous improvements systems:
· The service was unable to demonstrate monitoring and review of care and services.
· While management indicated continuous improvement is discussed at executive, staff and consumer meetings, these discussions are not documented. 
· The continuous improvement plan has limited improvements originating from consumers’ feedback, complaints or suggestions. 
· In relation to workforce governance:
· The organisation demonstrated workforce governance arrangements are in place, including organisational workforce policies and processes, assignment of responsibilities and accountabilities, and systems related to training and performance management. However, the organisation did not demonstrate the workforce number is planned and monitored to ensure the delivery of safe and quality care and services.
· In relation to feedback and complaints:
· The organisation demonstrated established feedback and complaint systems and processes, including a complaints management policy and processes to encourage and support consumers to provide feedback and make complaints. However, the service was unable to demonstrate complaints are actioned or that complaints are used to improve care and services.  
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· The Approved Provider finds it difficult to understand the Assessment Team’s recommendation when the organisation’s two other services, who have identical systems and governance structures in place, and both have been found to be compliant in recent audits. 
· The Approved Provider asserts there is comprehensive governance framework to guide staff in all operations of the home, which is reflected in the commentary of the Assessment Team. 
· Due to the enormous amount of inaccuracies in the information and unsubstantiated claims in the Assessment Team’s report, it is impossible to determine what errors, omissions or areas for improvement, if any, are a result of individual staff poor performance, the circumstances of regional health service inadequacies, consumer preferences and choices or a breakdown of overarching governance systems. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Non-compliant with this Requirement. 
I have found that the organisation has documented frameworks and effective governance systems in relation to regulatory compliance, financial governance, information management systems, and workforce governance. However, I have found that governance systems in relation to continuous improvement and feedback complaints have not been effective. 
While the Approved Provider asserts the organisation’s other two residential services have identical systems and governance structures and were recently found to comply with this Requirement, I consider that to understand the efficacy of organisational wide governance systems, the assessment should include the manifestation of effective monitoring, results and outcomes at a local level, which indicates the efficacy of the implementation of the system or framework. In coming to my finding in relation each key governance area, I have considered how the service has monitored the efficacy of the system and the outcomes achieved. 
In relation to information management systems, I find the service has implemented organisational frameworks to ensure members of the workforce have access to information to perform their roles and consumers can access information about care and services. While the Assessment Team have included evidence from other Requirements in these Standards, which demonstrates staff not completing or using some documents to support provision of care, this evidence has been considered in relation to the relevant Requirements. I do not find there has been a gross failure to use information management systems in association with all Requirements in these Standards to indicate a failure in the governance system. 
In relation the continuous improvement system, the Assessment Team asserts that the service was unable to demonstrate monitoring or review of care and services, however, specific evidence was not provided. While discussions at relevant meetings in relation to continuous improvement have not been documented, the service was able to demonstrate a continuous improvement system. However, I consider the service has not effectively monitored consumer outcomes and staff practices in other Requirements in these Standards and has not contributed to  improving consumer care and service outcomes. Specifically, the service has not used a significant system, that is the complaints systems, to identify improvements. I have considered the monitoring failures in other Standards have not supported that the organisation maintains a continuous improvement plan which is reflective of effective monitoring processes to understand consumer outcomes and opportunities for improvement across these Standards. 
In relation to workforce governance, the Assessment Team found the organisation demonstrated workforce governance arrangements are in place, including organisational workforce policies and processes, assignment of responsibilities and accountabilities, and systems related to training and performance management. However, consideration of workforce governance was based on outcomes in Standard 7 Requirement (3)(a). In coming to my finding, I have considered the workforce governance framework is effective and the core deficiencies associated with Standard 7 Requirement (3)(a) is based on feedback from consumers and staff and is one part of the workforce governance system which needs improvement but overall is effective. 
In relation to feedback and complaints, I find that the organisation has not demonstrated a significant part of the system has not been monitored or been effective, that is that complaints are actioned and used to improve care and services. I consider that this system has significant deficits which should have been identified through the governance framework for feedback and complaints. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(c) in Standard 8 Organisational governance.    
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
(iv) managing and preventing incidents, including the use of an incident management system.
The Assessment Team found the service was unable to demonstrate effective risk management systems and practices in relation to management of high impact or high prevalence risks associated with the care of consumers and managing and preventing incidents. The Assessment Team provided the following information and evidence relevant to my finding:
· The organisation does not have an overall risk management policy. 
· The service was unable to demonstrate risk for five consumers were effectively identified, assessed, reported and escalated to be included in care planning, and risk management strategies identified in relation to suicidal ideation, pain, weight loss, behaviours, oedema and fluid restrictions. 
· The service did not consider Consumer E’s responsive behaviours impacts on other consumers, risk to Consumer E’s safety or referral to specialist services. 
· Four incidents related to four consumers’ choking, behaviours, suicidal ideation and skin tears had not been reported by staff in accordance with the organisation’s policy and processes. 
· The operational reports indicate the service has not effectively reviewed and monitored consumers’ risks associated with pain, choking, suicidal ideation and inappropriate sexual behaviours. 
· Fortnightly regional meetings are held to discuss high impact or high prevalence risks associated with the care of consumers. However, two reports for June 2021 indicated high impact risks identified by the Assessment Team in Standard 2 and 3 were not discussed. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· The Approved Provider finds it difficult to understand the Assessment Team’s recommendation when the organisation’s two other services, who have identical systems and governance structures in place, and both have been found to be compliant in recent audits. 
· The organisation has well-defined governance structures with regular meetings to analyse data between senior executive, facility managers and care managers but in response to the Assessment Team’s report will formalise an additional reporting structure through a risk and clinical governance committee. 
· Due to the enormous amount of inaccuracies in the information and unsubstantiated claims in the Assessment Team’s report, it is impossible to determine what errors, omissions or areas for improvement, if any, are a result of individual staff poor performance, the circumstances of regional health service inadequacies, consumer preferences and choices or a breakdown of overarching governance systems. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Non-compliant with this Requirement. 
I have found that while the organisation has a risk management system that supports staff practices, this system has not been effective in relation to managing high impact or high prevalence risks associated with the care of consumers or that staff practices support an effective incident management system. 
While the Approved Provider asserts the organisation’s other two residential services have identical systems and governance structures and were recently found to comply with this Requirement, I consider that to understand the efficacy of organisational risk management systems, the assessment should include the manifestation of effective monitoring, results and outcomes at a local level, which indicates the efficacy of the risk management for consumers residing at this service.
While I acknowledge the Approved Provider has committed to establishing additional committees for risk management and clinical governance, I consider that at the time of the Site Audit, regular meetings to discuss consumers’ high risk or high impact risks did not consider consumers identified in the Assessment Team’s report where care delivery has not been effective, especially considering the new and ongoing incidents associated with Consumer E’s sexually in appropriate behaviours. 
I have also considered staff have not completed incidents forms for at least four separate incidents which does not support the effective implementation of the incident management framework. Additionally, staff not completing these forms impacts on the accuracy and efficacy of trending and analysis to identify opportunities to improve the service’s performance and delivery of care and services. 
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Non-compliant with Requirement (3)(d) in Standard 8 Organisational governance.    
Requirement 8(3)(e)	Compliant
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.
The Assessment Team found the service was unable to demonstrate effective clinical governance. The Assessment Team provided the following information and evidence relevant to my finding:
· The organisation has a documented clinical governance framework and includes antimicrobial stewardship, minimising the use of restraint and open disclosure. 
· Management advised and provided documentation showing monitoring of clinical care. 
· The organisation did not demonstrate understanding of open disclosure processes in relation to clinical incidents. 
· Clinical incidents are not systematically completed to support monitoring of individual consumers or open disclosure. 
· The service provided one example of open disclosure but while relevant to clinical care, did not demonstrate it was applied in response to an incident. The service did not provide another example. 
· Consumer A and their representative were not satisfied open disclosure was used in relation to a fall in January 2021 and the service was not able to demonstrate open disclosure was used following the incident. 
The Approved Provider submitted a response to the Assessment Team’s report and appear to indicate they do not agree with the Assessment Team’s findings. The Approved Provider submitted the following information and evidence relevant to my finding:
· The Assessment Team’s report indicates there is clinical governance framework and staff are provided information and education in relation to relevant policies and how it applies to their specific role. 
· The Assessment Team’s finding is based on Consumer A’s unsubstantiated allegations. 
· The service was able to demonstrate a policy in relation to open disclosure and provided an example and it is unclear what additional information the Assessment Team were seeking in relation to this Requirement. 
Based on the Assessment Team’s report and the Approved Provider’s response, I find the service Compliant with this Requirement. 
In coming to my finding I have considered that the Assessment Team found the service has a documented clinical governance framework and the Approved Provider asserts the report also included that staff are provided with information and education in relation to relevant policies. While the Assessment Team found the service was unable to demonstrate more than one example of open disclosure associated with clinical incidents, I find there is a framework which supports open disclosure. While opportunities to practice open disclosure may have been missed in relation to staff failure to document incidents, I find the core deficiency is associated with the service’s incident management system which I have considered in Requirement (3)(d) in this Standard.  
For the reasons detailed above, I find El-Jasbella Nerrilda Pty Ltd, in relation to Edenfield Family Care Nerrilda, to be Compliant with Requirement (3)(e) in Standard 8 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.
· In relation to Standard 2 Requirement (3)(a):
· Assessment and planning processes include consideration of risks on entry, both medical and mental health related to ensure appropriate monitoring processes support assessment and planning. 
· Medical conditions are considered in the context of assessment and planning to minimise clinical risk. 
· Specifics regarding experience pain and used interventions are included in assessment and planning processes to support effective monitoring and review. 
· In relation to Standard 3 Requirements (3)(a) and (3)(b):
· Increase monitoring and review of consumers following incidents, including those where ‘as required’ medications are continuing to be used for pain.
· Consult and engage consumers and staff in relation to preferences for personal care to devise strategies to support consumer preferences. 
· Ensure best practice monitoring processes are used for consumers who are being provided end of life care, that is proactive monitoring to identify signs of agitation or pain. 
· Effective management of high impact or high prevalence risks associated management of behavioural responses. 
· In relation to Standard 4 Requirement (3)(f):
· Meals provided are varied and of suitable quality and quantity, and consumer feedback is considered in meal planning. 
· In relation to Standard 6 Requirements (3)(c) and (3)(d):
· Complaints are actioned and responded to, with communication and consultation with the complainant. 
· Complaints and feedback are trended, analysed and used to improve care and services. 
· In relation to Standard 7 Requirements (3)(a) and (3)(b):
· Staffing levels are sufficient to ensure consumers’ needs and preferences are met, including monitoring processes to understanding consumer satisfaction and staff work practices.
· Staff use language and comments which are always respectful of consumers in relation to all conversations. 
· In relation to Standard 8 Requirements (3)(c) and (3)(d):
· Effective governance systems associated with continuous improvement and feedback and complaints, including effective monitoring processes to support continuous improvement processes and actioning of complaints with trends and opportunities to improve care and services initiated from the feedback system.
· Effective risk management systems and practices associated with managing consumers’ high impact or high prevalence risks associated with their care, including using incident data to identify trends and deficiencies. 
· Effective incident management system, including staff practices support the reporting and recording of all incident to initiate incident management processes. 
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