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

	Requirement 1(3)(a)
	Non-compliant

	Requirement 1(3)(b)
	Non-compliant

	Requirement 1(3)(c)
	Non-compliant

	Requirement 1(3)(d)
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	Non-compliant

	Requirement 3(3)(a)
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	Requirement 3(3)(b)
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	Requirement 3(3)(c)
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	Requirement 3(3)(d)
	Non-compliant

	Requirement 3(3)(e)
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	Non-compliant
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	Non-compliant
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	Non-compliant
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	Non-compliant

	Requirement 5(3)(c)
	Compliant

	Standard 6 Feedback and complaints
	Non-compliant

	Requirement 6(3)(a)
	Non-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)
	Non-compliant

	Requirement 7(3)(d)
	Non-compliant

	Requirement 7(3)(e)
	Non-compliant

	Standard 8 Organisational governance
	Non-compliant

	Requirement 8(3)(a)
	Non-compliant

	Requirement 8(3)(b)
	Non-compliant

	Requirement 8(3)(c)
	Non-compliant

	Requirement 8(3)(d)
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Detailed assessment
This performance report details the Commission’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standard and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies areas in which improvements must be made to ensure the Quality Standards are complied with.
The following information has been taken into account in developing this performance report:
the Assessment Team’s report for the Site Audit; the Site Audit report was informed by a site assessment conducted from 12-15 January 2021 involving observations at the service, review of documents and interviews with staff, consumers/representatives and others
the Assessment Team’s Infection Control Monitoring checklist completed during the site audit
the provider’s response to the Site Audit report received on 5 February 2021 with a letter of response and supporting evidence, including but not limited to an action plan.
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[image: ]STANDARD 1 	NON-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
Most consumers sampled (or a representative on their behalf) considered the consumer is treated with dignity and respect, consumers can exercise choice and independence, and their privacy is respected. However, some provided information about the consumer or consumers generally not being treated with dignity and respect, not being supported to exercise choice, and not having their privacy upheld. Consumers/representatives also considered that the consumer has not been provided with information or information has not been well communicated, including to enable consumer choice.
This feedback and other information gathered through review of consumer care and service records, observations made and interviews with management and staff shows that some consumers have not been treated with dignity and respect, have not been supported to exercise choice and have not had their privacy upheld. It shows that provision of culturally safe care and services has not been enabled, and some consumers have not been supported to take risks to live their best life. The information gathered also shows that information has not been provided or has not been well communicated to consumers, including to enable consumer choice.
The Quality Standard is assessed as Non-compliant as six of the six specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
Assessment of Standard 1 Requirements
Requirement 1(3)(a)	Non-compliant
Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
The assessment team’s report includes that while some consumers (or a representative on their behalf) considered staff treat the consumer with respect, some provided information about the consumer’s dignity not being upheld or the consumer not being treated with respect. The assessment team’s report describes information provided by two staff about consumers not having been treated with respect by some staff and the assessment team’s observations that some staff did not did not treat some consumers with respect. The report also has information about the service’s complaint records including numerous entries about consumers not having their dignity upheld or not having been treated with respect by some staff. Lastly, the report states care plans do not adequately reflect the cultural background of consumers.
The approved provider’s letter of response includes that a compulsory, comprehensive three-week education program has commenced for all staff and other specific issues have been addressed with staff through handover processes with senior clinicians now monitoring staff performance. It includes a statement that the assessments and care plans of the consumers named in the report have been reviewed in consultation with them and/or their representative. The approved provider’s supporting evidence confirms, for one of the named consumers, their care plan has been reviewed.
The letter of response includes information regarding the impact of staffing issues on staff interactions with consumers and states the roster has been reviewed, targeted recruitment continues, and temporary (agency) staff are being used in the meantime. It also provides clarification about some of the feedback from a consumer and a consumer representative interviewed by the assessment team. 
At the time of the performance assessment some consumers were not treated with dignity and respect. 
I find this requirement is Non-compliant.
Requirement 1(3)(b)	Non-compliant
Care and services are culturally safe.
The assessment team’s report includes a consumer representative advised the consumer’s cultural heritage is important to them and they enjoy engaging in cultural celebrations, but the consumer’s care plan includes they have no cultural needs and the staff did not know of ways to support the consumer in relation to their culture. It has information about the assessments and care plans for other consumers sampled not including information about what is important to them for culturally safe care and service provision. The report includes the organisation has relevant policy, but this does not give the workforce guidance for implementation of culturally safe care and service provision.
The approved provider’s letter of response provides clarification about feedback from a consumer representative who was interviewed by the assessment team and advice that their assessments and care plan have been reviewed. It includes information that another named consumer is a very private person and has not identified any specific cultural needs. For two other consumers the provider stated that there is information in their care plan but it is not clear whether the provider means this was in place at the time of the performance assessment or the care plan has been reviewed since (and no supporting evidence was provided). The letter of response includes that for consumers living with dementia where their care plan did not include information about their cultural needs, these care plans have subsequently been reviewed. The approved provider’s supporting evidence confirms for one of the named consumers their care plan has been reviewed.
Elsewhere in the provider’s letter of response it is explained that at the time of the performance assessment and due to a software update to the computerised care records system, the information about consumer cultural needs was not available and the assessment team was advised of this. It includes the information has now been restored. While this is noted the approved provider’s letter response and supporting evidence do not include information to show this information was available prior to the performance assessment and was informing the delivery of services and supports to any of the consumers sampled. Nor does it include information about the contingency plan implemented at the time of the performance assessment to ensure this information was available to staff and was informing the delivery of services and support to any of the consumers sampled.
The approved provider’s letter of response does not address that relevant policy does not give the workforce guidance for implementation of culturally safe care and service provision.
At the time of the performance assessment it was not demonstrated that some consumers had been provided with care and services that were culturally safe. 
I find this requirement is Non-compliant.
Requirement 1(3)(c)	Non-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’s report includes that most consumers (or a representative on their behalf) considered the consumer can exercise choice and independence, however two consumers spoke about their choice not being considered or not being supported and some consumers/representatives spoke about independence being impacted by COVID-19 safe measures. It reflects that staff interviewed did not demonstrate an understanding of this requirement or how it is to be applied in their day to day practice, and feedback from some staff that other staff had not been supportive of the relationship of two consumers. 
The report includes consumers were not being enabled to make decisions about their own care and services or about when others should be involved; and that supported decision making arrangements had not been facilitated for consumers where needed. It includes the organisation has relevant policy, but this did not give the workforce guidance to support consumer choice, independence and decision-making.
The approved provider’s letter of response includes in relation to supporting consumer choices a statement that consumers are encouraged and supported in continuing to maintain independence in decision making and are always provided with options to enable choice processes. It includes that one named consumer is given a meal option daily to ensure their preferences are met. It also includes information relating to the decision made by the service to move to two meal settings to meet the social distancing requirements of the Covid-19 plan. The provider stated, due to the urgency of the implementation of this requirement the decisions made were communicated verbally to residents and staff. This does explain why consumers were not aware of this decision at the time of the change and why they were not consulted and given a choice of meal setting following the introduction of this change. 
The approved provider’s letter of response includes information in relation to enabling decision-making and states the registered nurse (RN) to whom the assessment team was directed to provide information relevant to this requirement did not correctly describe the organisation’s processes. The provider’s response includes a description of their usual processes. Their letter of response includes a statement that applications have since been made to the relevant authority for two consumers who did not have a substitute decision-maker.
The approved provider’s letter of response includes, in relation to staff support for consumers to make connections with others, that a compulsory, comprehensive three-week education program has commenced for all staff. 
[bookmark: _Hlk63682890]The approved provider’s letter of response does not address that relevant policy does not give the workforce guidance to support consumer choice, independence and decision-making.
At the time of the performance assessment some consumers were not supported to make decisions about their own care and services or to maintain a relationship of choice. 
I find this requirement is Non-compliant.
Requirement 1(3)(d)	Non-compliant
Each consumer is supported to take risks to enable them to live the best life they can.
The assessment team’s report includes that none of the consumers interviewed (or a representative on their behalf) considered the consumer had been restricted from doing anything they wanted to do. It has information about four consumers being cigarette smokers and the risks relating to this to support those consumers to live their best life had not been assessed or were not understood by the staff and were not effectively managed. The report includes information about consumers not being supported to live their best life in relation to other areas of risk and the assessment of risk not being undertaken by an appropriately qualified staff member.  
The approved provider’s letter of response includes that risk assessments have since been completed/reviewed (although not that this was done by appropriately qualified staff) or that this activity is planned to take place in relation to all areas of risk outlined in the assessment team’s report.
The approved provider’s supporting evidence includes smoking risk assessments for two of the named consumers: one was completed in May 2020 by an administration officer and the other has been reviewed by an appropriately qualified staff member since the performance assessment.  
At the time of the performance assessment some consumers had not been supported to take risks to enable them to live their best life. 
I find this requirement is Non-compliant.
Requirement 1(3)(e)	Non-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.
The assessment team’s report includes feedback from consumers (or a representative on their behalf) that information has not been provided or has not been well communicated, including to enable consumer choice. It reflects that interviews with management and staff confirmed that some information has not been provided or has not been communicated in a way that is easy to understand; and a consumer made a complaint about information not being provided to enable choice. The report includes that when the assessment team requested some written communication with consumers/representatives relating to COVID-19, none was provided for 2020.
The approved provider’s letter of response addresses some of the matters raised in the assessment team’s report. It includes a named consumer who advised they had not been provided with related information. The provider stated this consumer had been provided with this information but did not recall the communications. The provider further stated that another named consumer had been given a menu with information to enable them to choose meals suitable for them but did not make clear when this occurred. The provider stated that in relation to the move to two meal settings, this decision had been taken quickly to meet the social distancing requirements and consumers were verbally advised of this decision at the time. The provider’s letter of response included that information about COVID-19 was given to consumers in 2020 but evidence to support this statement was not included . The provider stated that following the site audit, some consumers have had a care consultation with their representative to ensure information provided about each consumer is current and communicated in a way that enables them to make choices.
At the time of the performance assessment some consumers had not been provided with information or this has not been communicated in a way that enabled them to exercise choice. 
I find this requirement is Non-compliant.
Requirement 1(3)(f)	Non-compliant
Each consumer’s privacy is respected and personal information is kept confidential.
The assessment team’s report includes most consumers interviewed considered that staff respect their privacy, however two consumers provided information about staff not respecting consumer privacy. It reflects that while education for new staff has not been provided in recent months and the education and staff confidentiality agreements have not been completed by some staff, the staff interviewed spoke of ways they respect consumer privacy in their day to day practice. The report includes the assessment team’s observations that the personal and information privacy of some consumers was not upheld during the performance assessment.
The approved provider’s letter of response includes a statement that a compulsory, comprehensive three-week education program for all staff has commenced and that staff education schedules for 2021 will ensure staff completion of mandatory training and competencies. The provider stated that the observation made by a named consumer about staff conduct, as reported by the assessment team, was a ‘one off ‘ and the consumer has since said this type of behaviour was a rarity not the usual.
At the time of the performance assessment some consumers sampled had not had their personal privacy respected and some consumers’ information privacy had not been maintained.
I find this requirement is Non-compliant.
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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
Most consumers interviewed (or a representative on their behalf) provided feedback they had not been involved in assessment and care planning for the consumer including in relation to advance care and end of life care. Most consumers/ representatives provided feedback about not having been informed of the outcomes of assessment and care planning, and not being aware they could access the care plan. Overall the information they provided indicated consumers/representatives had not been treated as a partner in care.
This feedback and the care and services records for the sampled consumers, documents reviewed and interviews with management and staff confirmed that consumers/representatives had not been treated as a partner in care. It showed that assessment and planning did not identify and address the needs, goals and preferences of consumers or risks associated with their health and well-being. It also showed there had not been review of the care and services for consumers when their circumstances changed or incidents had impacted their needs. 
The Quality Standard is assessed as Non-compliant as five of the five specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
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’s report includes while there are policies to guide management and staff about assessment and care planning, a range of risks to the health and well-being of a consumer new to the service had not been identified and assessed and relevant information was not in their plan of care. Across other requirements in the assessment team’s report there is information about assessment and care planning not including consideration of risks to the health and well-being of other consumers. In the report the assessment team notes the approved provider had assessed its performance against this reqirement and found the service did not meet it, rather was developing to meet it.
The approved provider’s letter of response includes that care consultation and review of each consumer’s care plan will be completed by March 2021. Additionally, the services of external allied/health professionals have been engaged to review consumers and provide advice relating to their care and staff training will take place during January and February 2021.
At the time of the performance assessment for the consumers sampled assessment and care planning did not include consideration of risks to their health and well-being and did not inform the delivery of safe and effective care and services to them.
I find this requirement is Non-compliant.
Requirement 2(3)(b)	Non-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’s report includes for the consumers sampled that their assessment and care plans did not address some of their current needs or preferences and generally did not include consumer focussed goals. While advance care or end of life planning was in place for some consumers and clinical staff said consumers (or a representative on their behalf) had been consulted, the consumer representatives interviewed were unaware of the need for such a plan and/or advised they had not been involved in its development. The report includes the organisation’s policies had limited guidance for management and staff about advance care and end of life planning. 
The approved provider’s letter of response includes that care consultations have taken place with most of the named consumers and/or their representative and the care plans of the named consumers have been reviewed. It includes a relationship has been established with a local palliative care service provider so they can consult with consumers and their family as required. The provider’s letter of response includes that while consultations and conversations with consumers/representatives about assessment and planning occurred, these were not always documented and this is now occurring.
The approved provider’s letter of response also includes care consultation and review of each consumer’s assessments and care plan will be completed by March 2021.
At the time of the performance assessment for the consumer sampled assessment and care planning did not identify and address some of their current needs, goals and preferences and it was not demonstrated this had occurred in relation to advance care and end of life care planning.
I find this requirement is Non-compliant.
Requirement 2(3)(c)	Non-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.
The assessment team’s report includes most consumers interviewed (or a representative on their behalf) provided feedback that they had not been involved in any assessment or care planning for the consumer. It reflects a registered nurse was not aware of any formal process to involve consumers in assessment and care planning. The report includes while the organisation had policies which included a commitment to partnering in care with consumers, implementation of this was not evident in the care and services records reviewed for the consumers sampled. 
The approved provider’s letter of response includes there has been regular consultation with consumers/representatives and staff are aware of these processes and are competent, but the consultation has not always been formally recorded. It includes consumers/representatives not listed in the assessment team’s report can attest to this. This is noted but does not address that the consumers sampled/named in the assessment team’s report (or a representative on their behalf) advised the assessment team this had not occurred and no other evidence was found by the assessment team or has been supplied by the provider to show this had occurred. 
The approved provider’s letter of response includes the care plan of one named consumer has since been reviewed following consultation with their representative. It also includes care consultation and review of each consumer’s assessments and care plan will be completed by March 2021; and the services of external allied/health professionals have been engaged to review consumers and provide advice relating to their care, and that staff are participating in the practical assessments. 
The approved provider’s letter of response includes that organisational policy/procedure was reviewed in June/July 2020 and includes relevant guidance. It is noted no detail was provided about this and nor was any supporting evidence. 
The approved provider’s supporting evidence confirms for one of the named consumers their care plan has been reviewed.
At the time of the performance assessment for some consumers sampled assessment and care planning did not demonstrate this was based on ongoing partnership with the consumer or others they wanted to be involved.
I find this requirement is Non-compliant.
Requirement 2(3)(d)	Non-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.
The assessment team’s report includes that some consumers interviewed (or a representative on their behalf) thought there had been discussion about the consumer’s care and services, but others did not. They did not know the consumer had a care plan or this was available to them. It reflects that while staff interviewed said meetings take place with the consumer and/or their representative to communicate care planning and a registered nurse recalled providing the care plan to a few consumers when they asked for it, they did not understand the requirement to make the care plan readily available to consumers and had not been doing this. The report includes that consumer care and service records did not reflect the outcomes of assessment and care planning had been communicated to the consumer, and the organisation’s policies and procedures about assessment and care planning did not include to make the care plan available to the consumer.
The approved provider’s letter of response includes there has been regular consultation with consumers/representatives and the staff are aware of these processes and are competent, but the consultation has not always been formally recorded. It includes consumers/representatives not listed in the assessment team’s report can attest to this. This is noted but does not address that the consumers sampled/named in the assessment team’s report (or a representative on their behalf) advised the assessment team this had not occurred and no other evidence was found by the assessment team or has been supplied by the provider to show this had occurred.
The approved provider’s letter response includes the care plans of the named consumers have been updated as a priority. It also includes care consultation and review of each consumer’s assessments and care plan will be completed by March 2021.  
The approved provider’s letter of response includes that organisational policy/procedure was reviewed in relation to service operations in June/July 2020 and includes relevant guidance. It is noted no detail was provided about this and nor was any supporting evidence. 
Overall the approved provider’s letter of response lacks information to demonstrate an understanding of the requirement to not only consult with consumers, but to inform them of the outcomes of assessment and care planning and to make the care plan readily available to them. 
At the time of the performance assessment the outcomes of assessment and care planning had not been communicated and/or the care plan had not been made readily available to some consumers or their representative.
I find this requirement is Non-compliant.
Requirement 2(3)(e)	Non-compliant
Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
The assessment team’s report includes staff said care plans were reviewed every three months and when a consumer’s needs change and this was consistent with organisational policy and procedure. However, review of the care and service records for the consumers sampled showed review had not occurred when the consumer’s circumstances changed and/or an incident occurred impacting their needs. In the report the assessment team notes the approved provider had assessed its performance and found the service did not meet this requirement, rather was developing to meet it.
The approved provider’s letter of response includes that all consumer incidents are investigated however staffing levels from October to December 2020 resulted in some lesser documentation. The provider stated that now clinical leadership team appointments have been made and staffing is at full complement (with use of temporary, agency personnel and staff recruitment continuing) the service continues to upskill staff through a structured and compulsory education program.  
The approved provider’s letter of response includes care consultation and review of each consumer’s assessments and care plan will be completed by March 2021; and the services of external allied/health professionals have been engaged to review consumers and provide advice relating to their care during January and February 2021. The provider’s letter of response included in relation to one named consumer additional information about lifter slings and an alternative solution to bathing had been identified that was not communicated to the assessment team.
At the time of the performance assessment the care and services had not been reviewed for the sampled consumers when their circumstances had changed and/or an incident had impacted their care needs.
I find this requirement is Non-compliant.
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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
Most consumers sampled (or a representative on their behalf) considered information about the consumer is being effectively communicated within the organisation and none raised any issues about timely and appropriate referrals. However, most consumers/representatives did not consider the consumer gets the care they need.
Consumer care and service records, interviews with management and staff and review of other documents showed for a consumer nearing the end of life their comfort had been maximised and their dignity preserved.
The feedback and consumer care and service records, interviews with management and staff and review of other documents showed safe and effective personal and clinical care had not been provided to the consumers sampled, and high-impact and high-prevalence risks associated with the care of the consumers sampled had not been effectively managed. It showed deterioration or change in the condition of some consumers sampled was not recognised and responded to in a timely manner. It also showed information about the condition of some consumers sampled had not been effectively communicated, and timely and appropriately referrals had not been made for some consumers sampled.
Observations made, review of key documents and interviews with management and staff showed there was policy and practice to support appropriate antibiotic use. However, infection prevention and control planning was not in place and infection control measures were not being implemented generally, in relation to COVID-19 or for food safety. 
The Quality Standard is assessed as Non-compliant as six of the seven specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
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’s report includes that most consumers interviewed (or a representative on their behalf) do not consider the consumer gets the care they need. It reflects staff interviewed identified they had not had training or received updates about best practice and they lacked knowledge about best practice. The report includes the care and service records of the consumers sampled showed they had not been provided with personal and clinical care that was safe and effective, that was consistent with best practice or that was tailored to the individual needs of the consumer and optimised their health and well-being. This included but was not limited to restraint, skin integrity and pain management. In the report the assessment team noted the approved provider had assessed its performance and found the service did not meet this requirement, rather was developing to meet it.
The approved provider’s letter of response includes clarifying information about the assessment team’s observations of a consumer. It includes there has been routine consultation with consumers/their representatives regarding the care and services, although this has not always been documented. The provider’s letter of response includes a full review (care consultation, reassessment and care plan revision) of each consumer will be completed by March 2021; and each named consumer has since had a full review. It includes that the use of restraints is under review for completion in February 2021 and new devices have been purchased for wound photography.
[bookmark: _Hlk63748089]The approved provider’s letter of response includes a comprehensive education program is being implemented to train and support the staff and staff have since had skin/wound related training, which was organised prior to the performance assessment. It includes the service has used external allied/health specialist services and has existing relationships with them, and the services of some external allied/health specialists have been engaged to review each consumer. 
The approved provider’s letter of response also includes:
· That the need for full review of consumers was identified prior to the performance assessment with corrective actions planned as detailed in an action plan, and at the time of the performance assessment the issues identified by the assessment team were being addressed. This is noted and was reflected in the provider’s own assessment of service performance against the Quality Standards prior to the performance assessment. There is a concurrence of findings by the provider and the assessment team that the service was not meeting, rather was developing to meet this requirement.
· A statement that the staff had been trained and were fully competent in relation to restraint at the time of the performance assessment. This was not evident in the assessment team’s findings about chemical restraint and the provider has not given information or supporting evidence in support of this statement. 
· The service has a psychotropic medication self-assessment report as shown in supporting evidence. It is reflected in that report that some consumers do not have a diagnosed mental disorder, physical illness or physical condition for the medication. It is also reflected that some consumers have a diagnosed mental disorder, physical illness or physical condition, but not one that relates to the medication. For example, a consumer has an antipsychotic medication (Quetiapine) for dementia and another has an antipsychotic medication (Risperidone) for agitation. Also, the report does not include details to demonstrate where there is chemical restraint that restraint minimisation is being practiced consistent with best practice. It is noted elsewhere in the provider’s response there is information that consumer restraints are under review for completion in February 2021.
The approved provider’s supporting evidence includes a testimonial from an external wound consultant about consumer skin care and wound management and broader matters relating to the consumers and their care and services.
At the time of the performance assessment the consumers sampled were not getting and had not been getting personal and clinical care which was safe and effective, best practice, tailored to their needs or which optimised their health and well-being.
I find this requirement is Non-compliant.
Requirement 3(3)(b)	Non-compliant
Effective management of high impact or high prevalence risks associated with the care of each consumer.
The assessment team’s report includes the care and service records for the consumers sampled and other documents showed high-impact and high-prevalence risks associated with the care of consumers had not been effectively managed. Under this requirement and across other requirements this included but was not limited to risks associated with psychotropic medication/chemical restraint, behaviour including physical aggression, malnutrition, skin injury, medication error and choking. 
The report includes staff said and documents showed there had been significant medication errors, which reflected poor staff practices. It includes there was some relevant organisational policy, but a lack of practical guidance for management and staff to follow in relation to aspects of consumer clinical care and medication management. In the report the assessment team notes the approved provider had assessed performance and found the service did not meet this requirement, rather was developing to meet it.
The approved provider’s letter of response includes there has been routine consultation with consumers/their representatives regarding the care and services, although this has not always been documented. It includes a full review (care consultation, reassessment and care plan revision) of each consumer will be completed by March 2021; and each named consumer has since had a full review. The response includes restraints are under review for completion in February 2021.
The approved provider’s letter of response includes the service has used external allied/health specialist services and has existing relationships with them, and the services of some external allied/health specialists have been engaged to review each consumer. It includes a comprehensive education program is being implemented to train and support the staff with training relating to medication management and swallowing deficits already provided. 
The approved provider’s letter of response includes in relation to medication errors all incidents are reviewed and the incidents outlined have been investigated and actions implemented, medications are now held in stock for continuity of supply, and a broader review of medication supply is underway. In relation to choking risk it includes all consumers at risk have been assessed by a speech pathologist and strategies to manage swallowing deficits have been implemented.
In relation to the lack of practical guidance for management and staff to follow in relation to aspects of consumer clinical care and medication management, the approved provider’s letter of response includes:
· For behaviour management this is incorrect and the guidance does exist, however no further information or supporting evidence was provided in support of this statement.
· For medication management an external medication management specialist service has since reviewed the policy and the revised policy is comprehensive and consistent with best practice. The medication management policy and procedures as revised were provided as supporting evidence.
The approved provider’s letter of response also includes (in addition to information and psychotropic medication/chemical restraint outlined under Standard 3, Requirement (3)(a)) that the need for full review of consumers was identified prior to the performance assessment with corrective actions planned as detailed in a documented action plan, and at the time of the performance assessment the issues identified by the assessment team were being addressed. This is noted and was reflected in the provider’s own assessment of the service’s performance against the Quality Standards prior to the performance assessment. There is a concurrence of findings by the provider and the assessment team that the service was not meeting, rather was developing to meet this requirement.
The approved provider’s supporting evidence includes a testimonial from an external wound consultant about consumer skin care and wound management and broader matters relating to the consumers and their care and services.
At the time of the performance assessment there was not effective management of high-impact and high-prevalence risks associated with the care of the consumers sampled.
I find this requirement is Non-compliant.
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.
Requirement 3(3)(d)	Non-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.
The assessment team’s report includes there was relevant policy to guide management and staff, and staff said they handover and discuss any change in the condition of consumers. However, the care and service records of the consumers sampled did not show timely identification and response to a deterioration or change in condition. The report includes examples of this under this requirement and across other requirements, including about consumer unintended weight loss. In the report the assessment team notes the approved provider had assessed its performance and found the service did not meet this requirement, rather was developing to meet it.
The approved provider’s letter of response includes all consumers have since been reviewed by a dietician with strategies implemented to prevent unintended weight loss and their care plans updated. It includes there has been training for staff about unintended weight loss and related management strategies, and about dysphagia diet standardisation.
At the time of the performance assessment deterioration or change in the condition of consumers sampled had not been recognised and responded to in a timely manner.
I find this requirement is Non-compliant.
Requirement 3(3)(e)	Non-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.
The assessment team’s report includes most consumers (or a representative on their behalf) considered the consumer’s needs and preferences were being effectively communicated between staff. It includes staff explained ways information about consumers was documented and communicated however lifestyle staff did not get to attend handover to share relevant information. The report has information about the care and services records of the consumers sampled and other documents showing that relevant information about the consumer was not always shared among the staff. In the report the assessment team notes the approved provider had assessed performance and found the service did not meet this requirement, rather was developing to meet it.
The approved provider’s letter of response includes in relation to incident reports not being completed so that relevant information could be shared with the staff, an acknowledgement of poor incident management in the past and advice that relevant processes are now in place. It includes information about other actions to improve documentation and communication with the staff about the condition, needs and preferences of the consumers. 
At the time of the performance assessment all relevant information was not documented and communicated within the organisation among staff about the condition, needs and preferences of the consumers to inform the delivery of tailored personal and clinical care.
I find this requirement is Non-compliant.
Requirement 3(3)(f)	Non-compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
The assessment team’s report includes that most consumers (or a representative on their behalf) did not raise any issues about timely and appropriate referrals, however a consumer representative said they had waited a while, and are still waiting for a specialist to review the consumer. It reflects the organisation had policy to guide management and staff about making referrals, and staff described related processes. However, the care and service records of some consumers sampled showed referrals had not been made where the need was indicated or recommended. This related to speech pathology services, behavioural advisory services, and palliative care services.
The approved provider’s letter of response includes the recommendations of external allied/health specialists are always undertaken, however this is not evident in the assessment team’s report. It includes in relation to a named consumer that recommendations of a behavioural advisory service were implemented but failed to manage the behaviour and the assessment team was advised during the performance assessment. However, the assessment team’s report includes for that consumer it was not evident such a referral had been made and the provider has not provided any supporting evidence to show this had occurred.
The approved provider’s letter of response includes that a full review (care consultation, reassessment and care plan revision) of each consumer will be completed by March 2021. It includes the service has used external allied/health specialist services and has existing relationships with them, and the services of some external allied/health specialists have been engaged to review each consumer. The provider’s letter of response includes there is an established referral pathway to access palliative care services for a consumer when this is needed, and staff are aware of this.
At the time of the performance assessment timely and appropriate referrals to individuals, other organisations and providers of other care and services had not been made for the sampled consumers.
I find this requirement is Non-compliant.
Requirement 3(3)(g)	Non-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.
The assessment team’s report includes the organisation had policy for antimicrobial stewardship and staff demonstrated an understanding of appropriate antibiotic use. It includes the organisation had policy for infection control and staff demonstrated some related understanding, but there had been a lack of related education for staff. The report includes infection prevention and control planning was not in place, and infection prevention and control measures were not being implemented generally, in relation to COVID-19 or for food safety. 
The assessment team’s infection control monitoring checklist includes information which is reflect in their report as noted above.
The approved provider’s letter of response includes all staff have completed a handwashing competency assessment and a program is in place for this to continue in 2021, but no information about other related training or competency assessment to improve staff knowledge, skill and practice. It includes all staff now comply with vaccination requirements. The provider’s letter of response includes that a registered nurse infection control lead was always in place. It includes the service’s COVID-19 outbreak plan has been reviewed by consultants and updated to include all relevant information. 
The approved provider’s letter of response includes comprehensive infection control policy and process is followed at the service, however this is not evident in the assessment team’s report with information about extensive gaps and infection prevention and control breaches. The provider’s letter of response includes in relation to the assessment team not observing any high touch point cleaning taking place, cleaning completion checklists were provided to the team; this is noted, but it does address that the team did not observe any such cleaning taking place during the four day performance assessment.
The approved provider’s letter of response also includes actions are now being taken to improve antimicrobial stewardship consistent with recommendations of a consultant pharmacist as shown in supporting evidence.
The approved provider’s letter of response does not address some of the matters in the assessment team’s report including how many of the infection prevention and control measures which were not in place and were not being practiced have been/ going to be addressed.
At the time of the performance assessment infection related risks were not being minimised through implementation of standard and transmission based precautions to prevent and control infection.
I find this requirement is Non-compliant.

[image: ]STANDARD 3 	NON-COMPLIANT
Personal care and clinical care

[image: ]
[image: ]
[image: ]STANDARD 4 	NON-COMPLIANT
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
Some consumers interviewed (or a representative on their behalf) considered consumers were provided with safe and effective services and supports for daily living, but some provided feedback about a lack of emotional and psychological support and lack of things to do which were of interest to the consumer. Most consumers/representatives were satisfied with the meals provided to consumers, however some were not and provided feedback about variability in the quality of the meals, lack of information about the meals, the right meal not being provided, and lack of assistance to eat the meal.
The information gathered from observations made, interviews with management and staff and documents reviewed showed equipment for daily living services and supports was safe, suitable, clean and well-maintained.
The feedback from consumers/representatives, observations made, interviews with management and staff and documents reviewed showed for some consumers sampled safe and effective daily living services and supports were not provided. This included lack of services and supports for emotional and psychological health and well-being, to do things of interest to the consumer and for quality of life overall. It showed the meals provided were not varied or of suitable quality. It also showed information about the condition, needs and preferences of consumers was not being effectively communicated within the organisation, and timely and appropriate referrals were not being made for consumers. 
The Quality Standard is assessed as Non-compliant as six of the seven specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
Assessment of Standard 4 Requirements 
Requirement 4(3)(a)	Non-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.
The assessment team’s report includes feedback from some consumers (or a representative on their behalf) that daily living services and supports were not meeting consumer needs or preferences. It includes staff interviewed knew some of the things which were important to the consumers sampled and what they enjoyed doing, but information in the care and service records of those consumers was not aligned with this or did not reflect the services and supports were being provided. The report also includes information about dolls being used with some consumers at the service, but that a child representation therapy program was not in place for this to be effective. 
The approved provider’s letter of response includes each consumer has current assessments and a current care plan and that a full review of the care and services for each consumer is being undertaken in consultation with them. It includes that the lifestyle team leader has extensive experience with the named therapy and had trained team members, the organisation had relevant policy and process for its implementation and it has proven to be beneficial for some consumers; it also includes the staff are now engaging in specialist training to ensure that the outcomes of this therapy are fully documented with individual consumers care plans.
The provider’s letter of response includes clarifying information about a complaint made to the service regarding the same music being played for the consumers, and advice that the care plans of those consumers have been updated. 
At the time of the performance assessment the consumers sampled were not receiving and had not been receiving safe and effective daily living services and supports to meet their needs, goals and preferences or to optimise their independence, health, well-being and quality of life.
I find this requirement is Non-compliant.
Requirement 4(3)(b)	Non-compliant
Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
The assessment team’s report includes that feedback from consumers (or a representative on their behalf) about emotional and psychological well-being services and support was generally positive, however one consumer representative said that staff did not have time to provide emotional support. It includes the care and service records of consumers lacked information about their emotional, spiritual and psychological needs. Service staff do not identify and share each consumer needs in relation to spiritual support. For consumers who are unable to communicate verbally, assessment of needs does not occur.  The report includes staff said they report any change in a consumer’s mood to the registered nurse, and they were aware of the importance of a kind and caring approach in their interactions with consumers. 
The approved provider’s letter of response includes at the time of the performance assessment and due to a software update to the computerised care records system, the information about the spiritual and emotional needs of the consumers was not available and the assessment team was advised of this. It includes the information has now been restored. The provider’s letter of response also includes the service has a pastoral care service and regular visits from local clergy.
At the time of the performance assessment information was not available to demonstrate daily living services and supports for the consumers sampled were understood and being provided for their emotional, spiritual and psychological well-being. The approved provider advises a software update impacted their ability to do this. It is noted that the approved provider’s response and supporting evidence did not include information to show this information was available prior to the performance assessment and was informing the delivery of services and supports to any of the consumers sampled. Nor does it include information about the contingency plan implemented at the time of the performance assessment to ensure this information was available to staff and was informing the delivery of services and support to any of the consumers sampled.
I find this requirement is Non-compliant.
Requirement 4(3)(c)	Non-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.
The assessment team’s report includes feedback from consumers (or a representative on their behalf) that they were not being supported to do things of interest to them and the activities program does not meet their needs. It includes care and service records of consumers sampled who did not participate in group activities showed limited leisure services and supports provided for them. The report reflects lifestyle staff explained that leisure programs are developed with consumer input or feedback, but they are not responsible for related assessment and care planning as the registered nurses do this. It includes there was policy/procedure to guide management and staff in supporting consumers to connect and socialise with others and examples were provided of this occurring for some consumers who were engaging in community life. 
The approved provider’s letter of response includes the lifestyle team has completed assessments of all consumers and designed activity plans to meet their needs individually and in groups taking into account the need to operate in COVID-19 safe ways; and that they have provided increased one to one visits with consumers. It is unclear whether the provider is advising this had occurred prior to and was in place at the time of the performance assessment, or whether this is action since taken to address the identified gaps. If the former, this was not evident in the assessment team’s findings about supporting consumers to do the things of interest to them and no supporting evidence has been provided to demonstrate this. The provider’s letter of response also includes the lifestyle team is working with one named consumer to facilitate an activity relating to one of their stated interests.  
At the time of the performance assessment the daily living services and supports were not assisting the sampled consumers to do things of interest to them.
I find this requirement is Non-compliant.
Requirement 4(3)(d)	Non-compliant
Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
The assessment team’s report includes that consumers interviewed (and representatives on their behalf) did not raise any concerns relating to this requirement. It includes the team noted the condition, needs and preferences were not assessed and planned for the consumers sampled in relation to their daily living and therefore relevant information was not being communicated about this. The report includes that lifestyle related services and supports recommended by a behavioural advisory service had not been acted upon for some sampled consumers. It also includes lifestyle staff reported they had received differing levels of information about consumers from handover by different registered nurses.
The approved provider’s letter of response includes at the time of the performance assessment and due to a software update to the computerised care records system, the information about the spiritual and emotional needs of the consumers was not available and the assessment team was advised of this. It includes the information has now been restored, but no information or supporting evidence was provided to demonstrate the information was available prior to the performance assessment and was informing the delivery of daily living services and supports to any of the consumers sampled.
The approved provider’s letter of response includes, on the one hand, each consumer has assessments reflective of their assessed needs and preferences and a care plan which reflects their individual preferences, and on the other hand, that their care plans are under review in consultation with them to ensure consumer care and services and individually focussed. It includes the lifestyle team leader is in contact with other service providers to ensure the needs and preferences of consumers at the service are met. 
[bookmark: _Hlk63756739]The approved provider’s letter of response does not provide information about the actions taken or to be taken to improve communication of relevant information about the condition, needs and preferences of consumers between the lifestyle and nursing teams. 
At the time of the performance assessment information about the condition, needs and preferences of the consumers sampled was not being communicated among the staff to inform the delivery of tailored daily living services and supports.
I find this requirement is Non-compliant.
Requirement 4(3)(e)	Non-compliant
Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
The assessment team’s report includes lifestyle staff were not aware of the National Disability Insurance Scheme (NDIS) and how this applied to younger residents living in residential aged care, and organisational policy and procedure did not provide management and staff with specific guidance on this. It includes the management team advised none of the consumers was under 65 years of age, but the team learned that one consumer was under 65 years of age and no relevant referrals had been made for them. The report also includes lifestyle staff were considering referring a consumer to another type of daily living support service but this had not yet occurred. 
The approved provider’s letter of response includes the service has one consumer under 65 years of age and referral to the NDIS has now been made for them; no information is provided about the other consumer named in the report. It includes the assessment team’s statement about organisational policy and procedure is incorrect but no information or supporting evidence was provided to demonstrate this. It also includes external services have been accessed in the past and continue to be accessed to support consumers to live their life well. 
At the time of the performance assessment it was not demonstrated a system was in place for timely and appropriate referral of consumers to individuals, other organisations and providers of other care and services; and referral had not occurred for two consumers sampled.
I find this requirement is Non-compliant.
Requirement 4(3)(f)	Non-compliant
Where meals are provided, they are varied and of suitable quality and quantity.
The assessment team’s report includes most consumers interviewed (or a representative on their behalf) were satisfied with the meals provided, however some were not and provided feedback that the quality of the meals was variable, there was a lack of information about the meals, the right meal was not being provided, and there was a lack of assistance provided to eat the meal. It includes while care and service records of consumers sampled included some information about their dietary needs and preferences, this was not always implemented by the staff. The report includes a lack of effort had been made to keep plated meals hot when serving them to consumers living in one area of the service.
The report reflects the winter menu remained in place in summertime as the summer menu was yet been reviewed for nutritional value. It includes that in written material promoting the menu relevant labelling information was not being provided to enable a consumer to make decisions in relation to a dietary intolerance. The report includes catering staff had not been educated about dysphagia diet standardisation, and the chef had not been educated about types of diet modifications in aged care and did not demonstrate an understanding of this. It includes observations that food for the consumers was not stored safely.
The approved provider’s letter of response includes consumers consistently provide positive feedback about the quality of the menu. It includes all consumers are provided with meal choices and the service has a range of special diets available, and a named consumer is provided with a range of options to choose from in relation to a stated dietary intolerance. The provider’s letter of response includes all consumers that require assistance with meals are provided the assistance as stated within their care plan, however this is not evident in the assessment team’s report.
The approved provider’s letter of response includes there are insulated trolleys for use when delivering meals and insulated plate covers have been ordered. It includes the summer menu has now been reviewed and published, but no information about if or when it was implemented. The provider’s letter of response includes a consumer food forum which was previously in place has been reintroduced. It also includes staff have been provided with dysphagia diet standardisation training. 
The approved provider’s letter of response and supporting evidence do not include information about how the food safety issues have been or will be addressed. 
The approved provider’s supporting evidence includes a summer menu with the name and signature of a dietician on each page and with menu labelling. 
At the time of the performance assessment varied meals of suitable quality were not being provided to consumers.
I find this requirement is Non-compliant.
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 consumers sampled (or a representative on their behalf) were generally satisfied with the service environment and did not raise any issues relating to the furniture, fittings or equipment.
This feedback and observations made, interviews with staff and review of documents showed furniture, fittings and equipment were safe, clean, well maintained and suitable for the consumer. 
However, the observations made, interviews with staff and review of documents showed the service environment:
· Was not welcoming and easy to understand for some consumers.
· Did not optimise the belonging, independence and function of some consumers.
· Was not safe, clean, well maintained and comfortable for some consumers.
· Did not enable consumers to move freely, including from indoors to outdoors.
The Quality Standard is assessed as Non-compliant as two of the three specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
Assessment of Standard 5 Requirements 
Requirement 5(3)(a)	Non-compliant
The service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function.
The assessment team’s report includes consumers interviewed (or a representative on their behalf) were generally satisfied with the service environment. It reflects observations of the service environment showed it was not easy to understand for some consumers due to the physical layout and the lack of directional signage and visual access and cues; and it was not welcoming in appearance and did not optimise belonging, independence and function for some consumers. The report includes management lacked an understanding of the principles of dementia enabling design and were unable to explain how the service environment supported consumers living with dementia. It reflects management acknowledged the service environment needed improvement.
The approved provider’s letter of response addresses some of the matters raised in the assessment team’s report. It includes the building met the standards at the time of construction and this has not been raised as an issue by previous assessors. It is noted the standards applicable to accreditation of residential aged care services have changed since the time of building construction, and they required the service environment currently available to the consumers to be welcoming and easy to understand from 1 July 2019. 
The approved provider’s letter of response includes an environmental audit was underway and planning was taking place to improve wayfinding signage. It includes the consumer smoking area was being cleaned daily and a new location for it was being investigated, additional outdoor furniture is now available and other improvements have been made to the outdoor areas and verandah with photographic evidence supplied.
At the time of the performance assessment the service environment was not welcoming and for some consumers was not easy to understand and did not optimise their sense of belonging, independence, interaction and function.
I find this requirement is Non-compliant.
Requirement 5(3)(b)	Non-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’s report includes consumers interviewed (or a representative on their behalf) were generally satisfied with the service environment including its cleanliness. However, two consumers provided feedback about issues in the service environment which had impacted or were impacting their comfort; and a consumer made a complaint to the service about the carpets needing to be cleaned. The report has observations of the service environment not being safe, clean, well maintained or comfortable for consumers, and not enabling some to move freely from indoors to outdoors. It includes the maintenance officer recognised the need for repairs and advised non-urgent maintenance had been put on hold because of plans to relocate consumers to another building. The report includes there was a lack of monitoring and review of the service environment to identify the need for corrective actioning.
The approved provider’s letter of response includes a statement that a retaining wall which the assessment team observed to be rotten and falling down retains its structural integrity (without providing supporting evidence for this) and that a quotation for a solution is being sought. It includes the chemicals accessible to consumers were moved to a safe place. In relation to staff practices leading to hazards, the staff have been given a reminder and their performance is being monitoring. The provider’s letter of response includes information in relation to the assessment team not observing any high touch point cleaning taking place by providing cleaning completion checklists which were provided to the team. This is noted but does address that the team did not observe any such cleaning taking place during the four day performance assessment. The provider’s response also includes that the door to the verandah is now opened daily to facilitate consumer access to the outdoors.
The approved provider’s letter of response includes the maintenance team was depleted in January 2021 as one staff member was on leave and since then matters have been attended to or plans are in development to address them by the end of February 2021. It includes an environmental audit was being completed and the results will provide further inputs to the plans of the maintenance staff. It also includes the service’s COVID-19 outbreak plan has been reviewed by consultants and updated to include all relevant information.
At the time of the performance assessment the service environment was not safe, clean, well maintained and comfortable for some consumers; and it did not enable some consumers to move freely from the indoors to the outdoors.
I find this requirement is Non-compliant.
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
Consumers interviewed (or a representative on their behalf) knew about avenues for raising and resolving complaints, including advocacy and language services. Some consumers interviewed (or a representative on their behalf) considered the consumer had been supported and encouraged to give feedback and make complaints and there had been improvement in addressing issues recently. However, most consumers/representatives provided information about not having felt encouraged and supported to make a complaint and the issues in their complaint/s not being addressed. None were aware of any improvements made as a result of the complaints made.
This feedback and observations made, an interview with management and documents reviewed showed consumers were made aware of avenues for raising and resolving complaints, including advocacy and languages services. It includes while there was a consumer advocate they did not feel supported in this role. 
This feedback and documents reviewed and interviews with management and staff showed that consumers had not been encouraged and supported to provide feedback and make complaints, and their complaints had not been actioned at all or in a timely manner. It showed there was no guidance for management and staff about open disclosure and management lacked an understanding of open disclosure. The information gathered also showed improvements had not been made in response to complaints.
The Quality Standard is assessed as Non-compliant as three of the four specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
Assessment of Standard 6 Requirements 
Requirement 6(3)(a)	Non-compliant
Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
The assessment team’s report includes consumers (or a representative on their behalf) provided mixed feedback about being supported and encouraged to provide feedback and make complaints. A consumer representative and a consumer felt supported and encouraged, but other consumers/representatives provided information about feeling discouraged and unsupported predominantly due to the attitude or response of the staff or their perception of what the response would be from the staff. It reflects while relevant education had not been provided to staff, a care staff member knew of their role and responsibilities in supporting and encouraging consumers to provide feedback and make a complaint. The report includes records of the management of a consumer complaint showed a dismissive approach to the issues raised.
The approved provider’s letter of response includes an admission that feedback to complainants has not been timely and that the management team is liaising with consumers/representatives to assure them the complaints system is available and is responsive. It includes the management of complaints has been centralised to ensure timely feedback to key stakeholders, however there are instances when this does not occur; and the education program includes relevant training for staff. 
The approved provider’s supporting evidence includes a resident handbook, which has been updated.
At the time of the performance assessment some consumers, representatives and staff did not feel encouraged and supported to provide feedback and make complaints, and it was not demonstrated the service had provided them with encouragement and support.
I find this requirement is Non-compliant.
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’s report includes feedback from a consumer that recently there had been an improvement in addressing issues raised, but feedback from other consumers (or a representative on their behalf) was the issues in their complaints had not been addressed or they did not have confidence the issues would be addressed if they complained. The assessment team’s report has information about the number of complaints being high and increasing each month in the three months leading up to the performance assessment, and the complaint records showed complaints had not been addressed or had not been addressed in a timely manner. The report includes the assessment team noted that issues in complaints were recurring over time. It also includes senior management did not have an understanding of open disclosure.  
The approved provider’s letter of response includes senior management now has an understanding of open disclosure and the education program includes relevant training for staff. It includes the management of complaints has been centralised and all complaints have been closed out appropriately.
At the time of the performance assessment appropriate action had not been taken in response to a number of complaints, including from consumers and their representatives; and there was a lack of understanding of open disclosure.
I find this requirement is Non-compliant.
Requirement 6(3)(d)	Non-compliant
Feedback and complaints are reviewed and used to improve the quality of care and services.
The assessment team’s report includes none of the consumers interviewed (or representatives on their behalf) knew of improvements made as a result of complaints. It reflects the operations manager said there were no systems for monitoring and analysing complaint data or for continuous improvement activities, and the service did not have a continuous improvement plan. The report includes the service had a feedback register where complaints were logged, but this did not reflect information about the effectiveness of the actions taken or complainant satisfaction with the resolution of their complaint. 
The approved provider’s letter of response includes the service has a complaints management system, which had not been used appropriately and complaints are now being managed by senior management who have relevant experience. It includes complaints will be analysed, trended and reported to the governing body.
The approved provider’s letter of response did not include any information about how the effectiveness of the actions to resolve complaints was being evaluated. It did not demonstrate an understanding of the requirement to not only review feedback and complaints, but to use these to improve the quality of care and services. 
At the time of the performance assessment feedback and complaints were not being reviewed and used to improve the quality of care and services.
I find this requirement is Non-compliant.
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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
Overall consumers interviewed (and representatives on their behalf) considered there was insufficient staff to meet the needs of consumers and they provided information about the needs of consumers not being met. They also provided information about some staff not being competent to perform their role and/or needing more training. While most consumers/representatives advised staff were kind, caring and respectful to consumers, some said they were not. The consumers/representatives gave details of adverse impacts on consumers due to the lack of staff and the staff interactions with consumers.
This feedback and interviews with management and staff, documents reviewed and observations made showed the workforce had not been planned and as deployed had not enabled the delivery and management of safe and quality care and services to consumers. It showed the workforce overall was not qualified, competent and knowledgeable to perform their roles; was not recruited, trained and supported to deliver the outcomes required by these Quality Standards; and performance of the workforce has not been regularly assessed, monitored and reviewed. It also includes workforce interactions with some consumers were not kind, caring and respectful.
The Quality Standard is assessed as Non-compliant as five of the five specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
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’s report includes that consumers interviewed (and representatives on their behalf) provided feedback there was insufficient staff to meet the needs of consumers and the consumers’ needs were not being met; and complaints to the service were consistent with this. It includes information about additional shifts being added to the roster without detail to support this claim and significant changes in personnel at the service with many positions vacant needing to be filled, including senior clinical roles. 
The report includes staff said they were working short staffed on fewer days but more temporary (agency) personnel were being used who were not experienced and did not provide quality care to consumers; and lifestyle staff said it can be difficult to meet the needs of consumers with current staffing levels. The team noted during previous performance assessments by the Commission the service had staff shortages and this was the case more recently with numerous rostered shifts not filled and the call bells of some consumers not answered in a timely manner.
The approved provider’s letter of response includes they acknowledge during December 2020 many positions and rostered shifts were not filled and some call bell response times were lengthy. It includes additional information about actions taken to provide some coverage for some of the rostered shifts listed as being unfilled in the assessment team’s report. The provider’s letter of response includes since 28 December 2020 the majority of rostered shifts have been filled noting on some days this has not occurred due to staff taking leave at short notice. It includes the number of rostered shifts unfilled will decrease as more staff are recruited.
The approved provider’s letter of response includes the governing body and senior executive made the decision to introduce a care manager for each building of the service. It includes that most of the senior management, registered nursing and other positions vacant at the time of the performance assessment have now been filled (permanently or in an acting capacity), and recruitment continues to fill the remainder. It also includes additional registered nursing and care staff shifts have been added to the roster, additional staff have been employed such as to the lifestyle and maintenance teams, and staff now feel supported and valued.
The approved provider’s letter of response includes an acknowledgement there are times when staff are busy and cannot respond to the needs of all consumers as they would prefer; and information about the average staffing ratio at the service since 28 December 2020. This does recognise or address the requirement to ensure the workforce as planned and deployed enables the delivery and management of safe and quality care and services for all consumers.
At the time of the performance assessment the workforce as planned and deployed did not enable the delivery and management of safe and quality care and services to consumers.
I find this requirement is Non-compliant.
Requirement 7(3)(b)	Non-compliant
Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
The assessment team’s report includes most consumers interviewed (or a representative on their behalf) said the staff were kind, caring and respectful, however some provided information about staff having been rough, rude, lazy or untruthful. It includes the service’s records reflected ongoing complaints from the consumers/representatives about the conduct and attitude of some staff. This feedback from interview and information about the complaints showed there had been adverse impact on consumers. The report also includes feedback from a staff member indicating they had concerns about the way some staff approached a named consumer.
The approved provider’s letter of response includes in relation to the ongoing complaints from the consumers/representatives about staff conduct and attitude:
· One named consumer denies they made this complaint.
· Another named consumer said the staff apologised and they were not aware a complaint had been made.
· They support the decision by a staff member who another named consumer  complained about.
This does not show the complaints, whoever they were made by, have been considered and addressed in relation to the conduct and attitude of the staff. 
The approved provider’s letter of response does not address the negative feedback to the assessment team by the consumers/representatives interviewed, and nor does it address feedback to the assessment team from a staff member indicating concerns about the way some staff approach a named consumer.
Overall the provider’s letter of response does not demonstrate an understanding of the seriousness of the assessment team’s findings about the conduct and attitude of some staff or an appreciation of the impact this has had on consumers. 
At the time of the performance assessment workforce interactions by some staff with some consumers had not been kind, caring and respectful of their identity, culture and diversity.
I find this requirement is Non-compliant.
Requirement 7(3)(c)	Non-compliant
The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
The assessment team’s report includes some consumers interviewed (or a representative on their behalf) provided information about some staff not being competent to perform their role/s. It includes that when management was asked how staff competency is determined they explained processes for this were in development. The report includes that hand-washing competency assessment of staff had not occurred recently, medication competency of care staff did not involve observing their practice with consumers, and assessment for other mandatory competencies had not taken place for some staff. The team also noted that deficiencies across all Quality Standards were identified during the performance assessment including in relation to the knowledge and skills of the workforce.
The approved provider’s letter of response includes the service has comprehensive human resource management policy and process in place. It includes the chief executive has extensive management training, experience and qualifications; and a qualified and experienced acting director of care has been appointed to lead and manage the service. It also includes recent and current recruitment processes ensure recruits have relevant qualifications. The provider’s letter of response includes all competency based education will be completed correctly with all observations undertaken to ensure staff are competent, and staff not meeting the required competency standards will be provided with additional training. It includes all staff have a current handwashing competency completed.
At the time of the performance assessment the workforce was not demonstrated to be competent or to have the qualifications and knowledge to effectively perform their roles. 
I find this requirement is Non-compliant.
Requirement 7(3)(d)	Non-compliant
The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
The assessment team’s report includes some consumers interviewed (or a representative on their behalf) provided information about staff needing more training and support. It reflects some members of the workforce had been recruited to positions without demonstrating relevant qualifications and/or experience, including to senior roles and as a registered nurse; and had been recruited without prior aged care probity checks. The report includes some staff did not have or had not been provided with a position description at all or which was current, and some staff and agency personnel working at the service had not received induction. It includes that a newly graduated registered nurse had not been adequately supported when they commenced in the position, and, at one time when working as the sole registered nurse, a more senior clinician was not nominated/available for advice. 
The report also includes information from management that the systems and processes for staff education had not been working effectively, and work was underway to establish staff training needs and to develop an education calendar. It includes review of staff education records showed there had been a lack of staff training. It also includes management was unable to say how feedback from consumers and staff performance reviews had informed staff training plans.
The approved provider’s letter of response includes the service has comprehensive human resource management policy and process in place, including for staff recruitment, induction and education. It includes the assessment team’s findings are a result of relevant personnel not understanding and applying the policy and not using the processes available. It also includes the organisation is now seeking to fill relevant positions with qualified and experienced staff.
The approved provider’s letter of response includes the organisation’s policy requires staff to have police check clearance prior to commencing in any role and elsewhere in the response that all board members have a police check clearance, but no clear information that all volunteers have a police check clearance. It includes a statutory declaration has been re-issued to each staff member and completed correctly.
The approved provider’s letter of response includes the chief executive’s position description has since been approved by the governing body, and a position description has been drafted for the operations manager position which is under review. It includes all staff position descriptions are currently under review and it is estimated this work will be completed by the end of February 2021. 
The approved provider’s letter of response includes a mentoring program for new graduate registered nurses and for all new staff has been introduced; and a partner system to support agency staff working at the service has also been introduced. It includes that it is anticipated agency staff usage will decrease over time as more staff are recruited. It also includes an acknowledgement that records management of agency staff induction required improvement and information about this having been actioned.
The approved provider’s letter of response includes under this requirement and across other requirements that a comprehensive staff education program has been developed and is being implemented. It also includes the service has a qualified trainer on staff who will be responsible for induction, training and support for care staff. 
The approved provider’s supporting evidence includes days (not months) when groups of staff are to attend training delivered by consultants; and a tracker with information about what seems to be staff mandatory training. The latter shows while many staff have completed this training, some staff across most designations/ departments have not including but not limited to a registered nurse and nine care staff.
At the time of the performance assessment the workforce was not demonstrated to have been recruited, trained, equipped and supported to deliver the outcomes required by the Quality Standards. 
I find this requirement is Non-compliant.
Requirement 7(3)(e)	Non-compliant
Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
The assessment team’s report includes that in relation to staff performance issues which have occurred, review of personnel files showed a lack of performance management despite management advising this had occurred. It includes that a staff member had criminal charges pending and continued to work at the service without related risk management in place. The report includes management said there is a system for staff annual performance appraisal, but this was not demonstrated to the team; and there was not a system to appraise the performance of staff on probation and this was in development. 
The approved provider’s letter of response includes the service has a comprehensive human resources and staff management system which includes processes for managing staff performance, but the relevant staff member failed to inform the assessment team of this. It includes from 1 February 2021 all staff performance matters will be managed in the first instance by the relevant manager/supervisor; and matters will be investigated with procedural fairness applied and will be recorded.
The approved provider’s response includes the staff member who the assessment team was told had criminal charges laid, did not, rather the charges were dismissed in court and in any case did not involve matters that would preclude the staff member from working in aged care. The provider’s letter of response includes this staff member had police check clearance from an earlier period of employment. This is noted, however taking into account the understanding of those employing this staff member was that criminal charges had been laid and a risk management approach, including completion of a new criminal history record check,  was not demonstrated. 
Further to information recorded under Standard 7, Requirement (3)(b) regarding consumer/representative complaints about the staff, the provider’s letter of response includes in relation to this requirement a statement that many issues raised are anonymous and malicious in nature and on investigation cannot be validated or substantiated. In relation to limited performance management on file for staff complained about:
· In relation to one named staff member who had numerous complaints made about them by numerous staff over a six month period, the provider advises they are a professional and valued staff member who has been unprofessionally and inappropriately attacked by another staff member. It includes a statement that all matters have been investigated (although it is unclear whether it is meant this had occurred prior to the performance assessment or has occurred since) and are not factual. 
· In relation to another named staff member who had a complaint made about them using their mobile telephone while on duty and a staff member interviewed by the assessment team saying this continues to occur, the provider advises this remains under investigation.
The approved provider’s letter of response includes strategies have been implemented to address workplace culture matters that have arisen in complaints about the staff. These are:
· An education program for all staff which commenced 2 February 2021 and addresses cultural matters within the workplace. 
· The appointment of an experienced acting director of care and care management staff, which is critical to managing workplace culture.
· The chief executive has engaged in workplace culture making himself available to discuss issues with staff and is interviewing staff when issues arise.
· The chief executive is providing weekly communications to staff regarding service operational matters.
The approved provider has not demonstrated that complaints about the conduct and attitude of some staff from consumers/representatives and staff have been investigated and actioned appropriately. The information in the provider’s letter of response about how workplace culture matters will be dealt with is not commensurate with the seriousness of the issues and the need for urgency in addressing them. It does not reflect a pro-active approach to change management that will bring about significant improvement in the way members of the workforce interact with consumers. 
The approved provider’s letter of response includes there is a schedule for annual staff performance appraisals as shown in supporting evidence, but no information was provided about performance appraisal for staff on probation. It is noted many staff have been employed recently whose performance will need to be assessed.
At the time of the performance assessment regular assessment, monitoring and review of the performance of each member of the workforce was not and had not been occurring. 
I find this requirement is Non-compliant.
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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
A consumer interviewed provided information about not being supported in engagement for the development, delivery and evaluation of care and services. This feedback and interview with senior management and documents reviewed did not show that this consumer had been supported in their engagement and it did not show other consumers had been engaged in the development, delivery and evaluation of care and services. 
Interview with senior management, documents reviewed and the assessment team’s findings across the Quality Standards showed the governing body had not promoted or been accountable for a culture of safe, inclusive and quality care and services. They showed there were not effective organisation wide governance or risk management systems and practices, and clinical governance had not been used in applicable areas. 
The approved provider’s letter of response and supporting evidence includes some additional information to clarify matters, and it includes information about actions taken since the performance assessment and actions planned to address identified gaps in service performance relating to this Quality Standard. 
The Quality Standard is assessed as Non-compliant as five of the five specific requirements have been assessed as Non-compliant. A decision of Non-compliant in one or more requirements results in a decision of Non-compliant for the Quality Standard.
Assessment of Standard 8 Requirements 
Requirement 8(3)(a)	Non-compliant
Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
The assessment team’s report includes the organisation has a policy about consumer engagement, however the guidance for management and staff is about consulting with consumers (or a representative on their behalf) not partnering with them in the development, delivery and evaluation of care and services. It includes while management had been speaking with some consumers there was a lack of documentary evidence of this occurring and a lack of information about how it had led to their engagement in the development, delivery and evaluation of the care and services. The report includes information about a lack of support for a consumer who had become a consumer representative to perform that role.
The approved provider’s letter of response includes the chief executive has in previous meetings with consumers and their representatives discussed all issues related to care and compliance. It includes an agenda has been established for future meetings covering a range of topics relevant to service operations and the care and services; and consumer representatives have been contacted and offered a monthly meeting. The approved provider’s supporting evidence includes in the action plan to schedule case conferencing and consultation; it is noted that partnering with consumers relating to their individual care and services is relevant to other requirements but not directly to organisational governance. No information was provided about support for a consumer advocate to perform their role. 
The approved provider has not demonstrated an understanding of this requirement which is about more than consulting with consumers and is about actively engaging them in the development, delivery and evaluation of care and services across the service and for the organisation. The provider’s letter of response and supporting evidence do not reflect consideration has been given to practices which support co-design in aged care.
At the time of the performance assessment consumers were not engaged and had not been engaged in the development, delivery or evaluation of care and services and a consumer had not been supported in their role as a consumer advocate. 
I find this requirement is Non-compliant.
Requirement 8(3)(b)	Non-compliant
The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
The assessment team’s report includes the team sought to understand whether the governing body had ensured a culture of safe, inclusive and quality care and services. In includes that in so doing they learned from discussion with senior management that relevant governance policy/procedure had been purchased, but it was not known if this had been tailored and implemented; and induction, training and other support had not been provided to board members so they could perform their roles effectively.
The report includes the team sought to understand from senior management how the governing body had shown effective leadership through direction setting and the oversight of certain matters for safe, inclusive and quality care and services, but that overall the information was unable to be provided. This included that it was not known if the governing body had promoted safe, inclusive or quality care and services; and at that time there was no system for the governing body to monitor whether the service was meeting the Quality Standards.
The approved provider’s letter of response includes governing body members will be attending relevant education programs to be provided by an aged care provider representative body in February and March 2021. It includes consultants will remain in the longer term for governance support.
The approved provider’s letter of response includes the board has implemented a governance framework, including a board charter, committee charters and a board skills matrix. Supporting evidence shows related governance policies, processes and templates dated 2021 are in draft form. The provider’s letter of response includes the board meets monthly or more often receiving updates from the chief executive including about compliance, a comprehensive action plan outlining all areas for improvement was adopted on 2 February 2021, and board members are making themselves available to engage with consumers. 
The approved provider’s supporting evidence also includes a profile of each member of the board. While this outlines the qualifications and experience of the board members, the board skills matrix provided as supporting evidence is yet to be completed to demonstrate understanding of the board skills mix and assessment of skills gaps has taken place to identify any need for skills enhancement through development or recruitment. No other information or supporting evidence was provided to show the governance framework has been implemented as yet. 
Review of the action plan provided as supporting evidence shows it is dated 29 December 2020 and has some progress updates made in January 2021. It encompasses most of the identified gaps from the assessment team’s report and plans to address them, and includes information about some other improvements to be made. It does not reflect some of the actions have been implemented as is reflected in the approved provider’s letter of response, rather that the actions are planned to take place.
Overall the action plan reflects a better understanding of the requirements under these Quality Standards and the actions needed to address them than is reflected in the approved provider’s letter of response. However, the action plan does not include information about actions to improve food safety; and it does demonstrate an understanding of consumer engagement or reflect actions to achieve compliance as outlined under Standard 8, Requirement (3)(a).
The approved provider’s letter of response is signed by the board chairperson and includes advice that the action plan has been endorsed by the board. Reasons for the differences in information across these two documents is unclear. These differences and in particular information in the provider’s letter of response do not provide confidence that the governing body is being accountable for a culture of safe, inclusive and quality care and services.
At the time of the performance assessment the governing body had not promoted and was not accountable for a culture of safe, inclusive and quality care and services. 
I find this requirement is Non-compliant.
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’s report outlines a lack of effective organisation wide governance systems for all of the sub-requirements. This includes in relation to:
· Information management, that policy/procedure had been purchased but it was not demonstrated this provided adequate guidance for management and staff; there was poor communication with consumers, representatives and some staff; and there were no standardised processes for conducting meetings.
· Continuous improvement, that there were some processes to identify opportunities for improvement but overall these had not yet been formalised and a plan for continuous improvement was not in place; inputs to commercial auditing and benchmarking were delayed; and there were no other internal systems to monitor compliance with the Quality Standards.
· Financial governance, that the organisation was under funds administration and a budget had not been in place for over 18 months.
· Workforce governance, that there was a lack of systems overall for workforce governance as demonstrated through the team’s findings for Standard 7: Human resources.
· Regulatory compliance, that senior management lacked an understanding of some obligations under aged care law and some obligations under aged care law had not been met. These included obligations for the health, safety and well-being of consumers at the service.
· Feedback and complaints, that there is a lack of systems overall for governance of feedback and complaints as demonstrated through the team’s findings for Standard 6: Feedback and complaints.
The approved provider’s letter of response includes overall that their action plan includes improvements to address these issues and specifically in relation to:
· Information management, the policy framework has been reviewed however elsewhere in the provider’s response (with some exceptions such as for medication management) they advise this occurred in June/July 2020 prior to the performance assessment; the chief executive is communicating regularly with key stakeholders; and all meetings have an agenda which is followed. The latter does not address the assessment team’s finding that meeting minutes reflect follow-up of matters arising at the meetings was planned but do not reflect they were actioned. 
· Continuous improvement, that consultants are providing compliance assistance and assisted with the development of the action plan and are overseeing its implementation; and inputs to the program of commercial auditing and benchmarking have recommenced.
· Regulatory compliance (additional to information already outlined under other requirements from the provider’s response), that senior management has since completed elder abuse training and continue to self-educate in all areas of regulatory compliance; and a review of regulatory compliance has been undertaken by consultants.
The approved provider’s letter of response also includes information already outlined under Standard 6 relating to governance for feedback and complaints and Standard 7 for workforce governance. The provider’s letter of response does not include any information about financial governance.
At the time of the performance assessment effective organisation wide governance systems were not in place for any of the sub-requirements.
I find this requirement is Non-compliant.
Requirement 8(3)(d)	Non-compliant
Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can.
The assessment team’s report outlines a lack of effective risk management systems and processes for all of the sub-requirements. This includes in relation to:
· Managing high impact and high prevalence risks associated with the care of consumers, that senior management was unfamiliar with this term and when it was explained said there are no systems for this; and there is relevant policy/ procedure but it does not include adequate guidance for management and staff.  
· Identifying and responding to abuse and neglect of consumers, that incidents which could be indicative of consumer abuse are not reported or thoroughly investigated; and there is relevant policy/procedure but it does not include adequate guidance for management and staff.  
· Supporting consumers to live the best life they can, that the team’s findings from the performance assessment in relation to other Quality Standards reflect some consumers have not had this support.
The approved provider’s letter of response includes in relation to:
· Identifying and responding to abuse and neglect of consumers (additional to information already outlined under Standard 7, Requirements (3)(d) and (3)(e) about police checks from the provider’s response), that all incidents have been investigated and reported and all other records updated accordingly; and incidents are now reported to the board. This does not address the assessment team’s finding relating to policy/procedure lacking guidance for management and staff.
· Supporting consumers to live the best life they can, that consumers are provided with every opportunity to do so. This is not evident in the assessment team’s findings.
[bookmark: _Hlk63771587]The approved provider’s letter of response does not specifically address managing high impact and high prevalence risks associated with the care of consumers.
At the time of the performance assessment effective risk management systems and practices were not in place for any of the sub-requirements.
I find this requirement is Non-compliant.
Requirement 8(3)(e)	Non-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’s report outlines that a clinical governance framework has not been used in relation to any of the sub-requirements. This includes relevant policies and procedures were in place but lacked guidance for management and staff who had not been educated about them and could not describe how they were relevant to their work. The report includes in relation to:
· Clinical governance generally, that there was a lack of clear clinical performance and effectiveness measures, there were inaccuracies in the data collected due to a lack of incident reporting and a lack of analysis; and the data had not been used to improve consumer safety or quality of care.
· Antimicrobial stewardship, that there had not been discussions on the topic at relevant meetings and there has not been regular auditing as outlined should occur in organisational policy/procedure.
· Minimising the use of restraint, that there was a lack of understanding of this by senior management and it was not demonstrated it had been implemented for some consumers sampled. 
· Open disclosure, that there was a lack of understanding of this by senior management and it had not been implemented in relation to one matter concerning the safety, health and well-being of a consumer.
The approved provider’s letter of response includes in relation to:
· Antimicrobial stewardship, a response but not one that specifically addresses the lack of discussion on the topic at relevant meetings or the lack of regular auditing as outlined should occur in organisational policy/procedure. It is noted elsewhere in the report that the agenda for the medication advisory committee had been updated to include antimicrobial stewardship, and regular auditing having recommenced although no information about this includes antimicrobial stewardship.
· Minimising the use of restraint, that senior management now has an understanding of this and the policy is being implemented correctly across the service with compliance monitored by senior nursing staff. 
· Open disclosure, that senior management is now familiar with this terminology and open disclosure is being practiced at the service; and there had been a care consultation with a named consumer and their representative for open disclosure relating to an incident which was not explained to the assessment team at the time.
The approved provider’s letter of response does not specifically address issues in the assessment team’s report about related policy/procedure nor the use of a clinical governance framework more broadly.
At the time of the performance assessment a clinical governance framework was not being used in relation to any of the sub-requirements.
I find this requirement is Non-compliant.
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Organisational governance

Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
A required improvement across the Quality Standards is to implement an education program for staff which supports them to deliver the outcomes required by the Quality Standards.
Accreditation Standard 1: Consumer dignity and choice
· Ensure each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
· Ensure care and services are culturally safe.
· Ensure a contingency plan is in place for information about the condition, needs and preferences of consumers to be available to staff and inform the delivery of care and services when records kept in the computerised care records system are not available to them.
· Ensure each consumer is supported to exercise choice and independence, including to make decision decisions about their own care and the way care and services are delivered.
· [bookmark: _Hlk63243173]Review the decision-making arrangement for each consumer and ensure assistance and support is provided to each consumer who has a need for supported decision-making, including those who do not have a formal arrangement in place for this.
· Consult with consumers about and enable them to communicate their preferred meal setting time, and make efforts to accommodate those preferences.
· Ensure each consumer is supported to take risks to enable them to live the best life they can.
· Undertake an assessment or re-assessment (by an appropriately qualified health professional) of the risks associated with cigarette smoking for all consumers who choose to continue smoking, and implement a plan of care to manage those risks and support the consumers to live their best life. It is noted this has been completed for one of the consumers who was identified to be a cigarette smoker at the time of the performance assessment.
· Ensure information provided to each consumer is current, accurate, timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
· Ensure each consumer’s privacy is respected and personal information is kept confidential.
· Review and improve the ongoing processes for monitoring whether there is a culture of inclusion and respect for consumers, they are supported to exercise choice and independence, and their privacy is respected. 
Accreditation Standard 2: Ongoing assessment and planning with consumers
· Undertake reassessment and review of the care plan for each consumer with input from them or a representative on their behalf to identify their goal/s of care and plan to address them.
· Ensure 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.
· Ensure assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including in relation to advance care and end of life planning where the consumer so wishes.
· Ensure assessment and planning 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 includes other organisations, individuals and providers of other care and services, that are involved in the care of the consumer.
· Ensure 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.
· Review the processes for communicating the outcomes of assessment and planning to the consumer (or a representative on their behalf) and making the care and services plan readily available to them. This should include but not be limited to offering to provide consumers with the actual care plan.
· Ensure care and services are reviewed regularly for effectiveness, and when circumstances change or incidents impact on the needs, goals or preferences of the consumer.
· Undertake and document timely, multi-disciplinary investigation or root cause analysis of each consumer incident; and use the findings to update the consumer’s plan of care with the aim of preventing future incidents and mitigating the risk of harm or injury from future incidents.
· Review and improve the ongoing processes for monitoring whether consumers are a partner in assessment and care planning which helps them get the care and services they need for their health and well-being. 
· Review and improve the processes for bringing about improvement when monitoring identifies gaps in assessment and care planning. 
Accreditation Standard 3: Personal care and clinical care
· Ensure each consumer gets safe and effective personal and clinical care that is best practice, tailored to their needs, and optimises their health and well-being.
· Ensure effective management of high-impact and high-prevalence risks associated with the care of each consumer.
· Undertake review of consumer psychotropic medication, and complete the psychotropic medication self-assessment report to identify which consumers are being chemically restrained and to demonstrate restraint minimisation is being practiced.
· Review and improve oversight of medication management including the identification and correction of medication errors for safe and effective service provision to consumers.
· Ensure 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.
· Ensure 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.
· Review and improve staff understanding of consumer care plans as these relate to personal and clinical care, and how to implement them.
· Ensure timely and appropriate referrals to individuals, other organisations and providers of other care and services.
· Ensure minimisation of infection-related risks through implementing standard and transmission-based precautions to prevent and control infection.
· Review and improve the processes for monitoring and correcting staff practice in relation to infection prevention and control as these have not been effective.
· Ensure the revised COVID-19 outbreak management plan is accessible to and understood by the staff and a practice exercise has been undertaken for  outbreak preparedness. 
· Review and improve the ongoing processes for monitoring whether consumers are provided with personal and clinical care that is safe and right for them as the processes have not been effective.
· Review and improve the processes for bringing about improvement when monitoring identifies gaps as the provider advises this had occurred and yet at the time of the performance assessment there remained significant gaps.
Accreditation Standard 4: Services and supports for daily living
· Ensure each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preference and optimise their independence, health, well-being and quality of life.
· Complete the specialised training for staff about child representation therapy and implement the therapy with consumers who have an assessed need, goal and preference consistent with their plan of care.
· Ensure services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
· Ensure services and supports for daily living assist each consumer to participate in the community within and outside the organisation’s service environment, have social and personal relationships, and do the things of interest to them.
· Review leisure and lifestyle plans for individual consumers and for the service overall to ensure they reflect input from consumers about what is of interest to them, and ensure support is provided for those interests to be facilitated and met. 
· Ensure information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
· Review and improve staff understanding of consumer care plans as these relate to daily living services and supports, and how to implement them. This is not to be limited to lifestyle staff, rather applies to all staff.
· Ensure timely and appropriate referrals to individuals, other organisations and providers of other care and services for each consumer.
· Ensure meals provided are varied and of suitable quality and quantity.
· Review and improve the processes for gaining input and feedback from consumers about the variety and quality of the meals, the menus and about the dining experience, and demonstrate responsiveness to that input and feedback.
· Ensure that seasonal menus are developed, reviewed for nutritional input, effectively communicated to consumers and implemented at the service in a timely manner.
· Monitor compliance with the dysphagia diet standardisation to ensure each consumer gets meals and drinks of the right consistency for them and they are given the support and assistance to eat and drink which is right for them.
· [bookmark: _Hlk63839276]Review and improve the ongoing processes for monitoring whether consumers get the daily living services and supports that are important for their health and well-being and enable them to do the things they want to do as the processes have not been effective.
Accreditation Standard 5: Organisation’s service environment
· Ensure the service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function.
· Ensure the service environment is safe, clean, well maintained and comfortable; and enables consumers to move freely, both indoors and outdoors.
· Obtain advice from an appropriately qualified and experienced external contractor about the damaged retaining wall and its structural integrity; and undertake any works necessary to make this safe.
· Complete an environmental audit as planned using, but not limited to, a validated tool for dementia friendly design; and develop and implement a plan to address the identified deficits and improve the service environment so it is welcoming and easy to understand for all consumers and enables them to move freely.
· Ensure corrective maintenance is undertaken in a timely manner and preventative maintenance is planned and implemented accordingly in the current service environment where consumers reside.
· Ensure cleaning of all areas of the service environment is undertaken on an ongoing basis, including high touch point cleaning.
· Review and improve the ongoing processes for monitoring the safety and comfort of the service environment and whether it promotes consumer independence, function and enjoyment as the processes have not been effective.
Accreditation Standard 6: Feedback and complaints
· Ensure consumers, their family, friends and carers and others are encouraged and supported to provide feedback and make complaints.
· Develop and implement measures to arrest the trend of an increasing number of complaints by making it safe for consumers and representatives to give feedback and building their confidence in this by seeking to understand and address their feedback in a timely manner. 
· Ensure appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong. This includes seeking to understand the issues from the complainant’s point of view and working collaboratively with them to resolve their complaint, including giving an apology and an explanation when things have gone wrong.
· Ensure feedback and complaints are reviewed and used to improve the quality of care and services.
· Develop an ongoing plan for continuous improvement (in addition to the action plan, which is predominantly about corrective actioning) and record the planning, actioning and outcomes of quality care and service improvement initiatives taken in response to complaints. This should include improvements for individual consumers and the whole organisation.
· Review and improve the ongoing processes to regularly seek input and feedback from consumers and use this to inform continuous improvement as the processes have not been effective.
Accreditation Standard 7: Human resources
· Ensure the workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
· Implement the management and staffing structure, number and skills mix as planned, formally evaluate the effectiveness of this with appropriate expertise and with input from consumers/representatives, and make any further improvements to workforce planning and deployment as identified are needed. This means providing a workforce that is sufficient, skilled and qualified for safe, respectful and quality care and service delivery. 
· Ensure workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
· Develop and implement a change management program that will bring about significant improvement in the way members of the workforce interact with consumers so they are treated with kindness, care and respect.
· Ensure the workforce is competent and members of the workforce have the qualifications and knowledge to effectively perform their roles.
· Ensure the workforce is recruited, trained, equipped and supported to deliver the outcomes required by the Quality Standards.
· Implement robust human resources processes to recruit workforce members who are appropriately qualified, knowledgeable and skilled; and ensure each preferred candidate has probity checks undertaken prior to employment or with post-employment arrangements put in place as required by aged care law.
· Review criminal history record checks for all volunteers and ensure clearance to work in aged care is in place for any volunteers who continue working at the service.
· Undertake a risk assessment in relation to the staff member who had charges dismissed in court and who was recently employed using a police check clearance from a previous period of employment.
· Ensure induction is provided and support arrangements implemented for new staff and temporary (agency) personnel and in particular new graduate nurses to support them to perform their roles effectively and provide quality care and services to consumers. 
· Continue to review and adapt the staff education program (of training and competency assessment) in response to emerging areas of need to support the staff to effectively perform their roles and deliver the outcomes required by the Quality Standards.
· Develop and implement an education program for the chief executive in relation to aged care operations, including for compliance, quality assurance and stakeholder relationship management.
· Ensure regular assessment, monitoring and review of the performance of each member of the workforce.
· Investigate all complaints about staff conduct and attitude in a timely manner and address any identified performance issues through performance development and disciplinary action where appropriate. 
· Implement a program of regular assessment of the performance of the workforce, including new staff on probation; and use the findings to inform staff education and other staff development plans.
· Review and improve the ongoing processes to ensure consumers get quality care and services when they need them from people who are knowledgeable, capable and caring as the processes have not been effective. This should include, but not be limited to, close monitoring of the conduct and attitude of staff during interactions with consumers.
Accreditation Standard 8: Organisational governance
· Ensure consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
· Develop and implement measures to engage with consumers in the development, delivery and evaluation of care and services across the service and for the organisation with consideration given to guidelines about co-design in aged care. 
· Ensure the organisation’s governing body promotes and is accountable for the delivery of a culture of safe, inclusive and quality care and services.
· Implement the new documented governance framework as this relates to the board.
· Complete the board skills matrix and undertake an assessment of skills gaps to identify the need for any skills enhancement through development of board members or recruitment to the board; and implement any required actions to build the capacity of the board to be accountable for the delivery of safe, inclusive and quality care and service delivery.
· Resolve the differences evident in the approach outlined in the approved provider’s letter of response to the assessment team’s report and the documented action plan. This means demonstrating an understanding of and commitment to ensuring compliance with the Quality Standards.
· Ensure the action plan has actions to address all of the required improvements for compliance with the Quality Standards, and it has updates to reflect the progress made and current status of corrective actioning initiatives as these relate to the Quality Standards.
· Review and improve service performance and effectiveness measures relating to the Quality Standards and regularly report to the governing body about these. 
· Ensure effective organisation wide governance systems relating to information management, continuous improvement, financial governance, workforce governance, regulatory compliance and feedback and complaints.
· Review documented policy and procedure relevant to the Quality Standards, and ensure this includes adequate practical guidance for management and staff. It is noted this has occurred in relation to medication management.
· Ensure effective risk management systems and practices, including but not limited to managing high-impact and high-prevalence risks associated with the care of consumers, identifying and responding to abuse and neglect of consumers, and supporting consumers to live the best life they can.
· Ensure use of a clinical governance framework including but not limited to antimicrobial stewardship, minimising the use of restraint, and open disclosure.
· Review and improve the ongoing processes to ensure the organisation partners with consumers in the delivery of care and services and the governing body is accountable for the delivery of safe and quality care and services as the processes have not been effective. 
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