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This performance report
This performance report for Calvary Albury & District (the service) has been prepared by G-M. Cain, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Assessment contact (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others.
· the provider’s response to the assessment team’s report received 14 March 2024 after an extension was granted.; and additional information requested by the decision maker provided 22 March 2024.
· 

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

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

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 6 Feedback and complaints
	Not applicable as not all requirements have been assessed

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
· Requirement 3(3)(a) – The approved provider must demonstrate consumer clinical and personal care is best practice, tailored to the consumer’s needs and optimises their health and well-being. Consumers’ skin integrity is appropriately assessed, managed and monitored to optimise their health and well-being. Restrictive practice processes are best practice, including used as a last resort, and with informed consent from the consumer and/or representative.
· Requirement 3(3)(d) – The approved provider must demonstrate effective systems to ensure the identification of deterioration or change of a consumer’s condition, and timely and appropriate response. This includes appropriate assessment/s and observations, and the consistent recording of this information.
· Requirement 7(3)(a) – The approved provider must demonstrate the workforce deployed enables the delivery and management of safe and quality care and services. This includes personal and clinical care, and leisure and lifestyle services. The service has effective processes in place to manage unfilled shifts without compromising quality consumer care and services.
· Requirement 7(3)(d) – The approved provider must demonstrate staff are trained, recruited, and supported to deliver the outcomes required by the Quality Standards. Regular and as required training is undertaken by staff, and evaluation of the effectiveness of the training is considered.
· Requirement 8(3)(e) – The approved provider must demonstrate the clinical governance framework implemented at the service is effective in ensuring safe and quality clinical care to consumers. This includes minimising the use of restrictive practices, supporting consumers with changed behaviours and wound care.


Standard 1
	Consumer dignity and choice
	

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Compliant


Findings
The performance report dated 21 August 2023 found the service non-compliant in Requirement 1(3)(a) with deficiencies relating to consumers’ not being consistently treated with respect, consumers spoke of experiencing delays in the delivery of care and services, and staff lacking compassion.
The Assessment Contact Report contained information which identified the service demonstrated actions to improve its performance under this Requirement. Consumers and representatives confirmed consumers are treated with dignity and respect and feel valued, one consumer spoke of staff being wonderful and caring. Consumer and representatives advised they had not experienced any form of discrimination or unfairness, and staff demonstrated understanding of individual consumers identity, background, and individual preferences and how these are supported in the delivery of care and services. Observations showed staff engaging with consumers in a friendly, respectful, and encouraging manner. Staff have received cultural training and updates, and the service has implemented strategies to ensure the sustainability of improvements including daily emails from management with cultural and diversity reminders that may be identified through review of consumer feedback. It is my decision Requirement 1(3)(a) is Compliant.

Standard 2
	Ongoing assessment and planning with consumers
	

	Requirement 2(3)(a)
	Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
	Compliant

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	Compliant


Findings
The performance report dated 21 August 2023 found the service non-compliant in Requirement 2(3)(a) and Requirement 2(3)(b), with deficiencies relating to consumers’ care assessment and planning not consistently including the consideration of risks to the consumer’s health and well-being, or identifying and addressing consumer’s current needs, goals and preferences to inform safe and effective care delivery.  
In relation to Requirement 2(3)(a)
Consumers and representatives provided positive feedback in relation to the consumer assessment and planning processes at the service. However, the Assessment Contact report contained information that risks are not always considered in assessment and care planning, including when incidents occur:
· One named consumer risk of choking had not been assessed, resulting in staff providing food of inappropriate consistency. The consumer experienced an incident of choking and had a deterioration in condition.
· A second named consumer had developed a pressure injury, however a review of care documentation identified incomplete assessment and care plan and did not evidence strategies to minimise the risk of further deterioration of the pressure injury. The consumer experienced a fall in January 2024 and sustained 2 skin tears, however, risk assessments relating to falls, skin integrity or pain were not completed. Continence care plans did not include interventions to minimise episodes of incontinence, and the consumer advised their preference for a shower on alternate days was not being met.
· A third named consumer was identified as high risk for development of pressure injuries, however, the strategies documented in the consumer’s care plan were limited to 3 to 4 hourly repositioning.
· A review of incident reporting for 4 consumers, identified that investigation to identify the root causes were not complete. However, I have not considered this under my decision for this requirement as the Assessment Contact report lacked detail to understand how the lack of investigation was related to consumers’ assessment and care planning.
· Whilst service management reviewed consumers care documentation, staff did not demonstrate a shared understanding of current risk/s for consumers.
I have considered this information alongside the Approved Provider's response, and I have come to a different view, I have decided that Requirement 2(3)(a) is Compliant. The response submission included assessments, care plans, progress notes and photographic evidence for the named consumers. In relation to assessment and care planning processes, I am satisfied that the response submission evidenced the service identified consumer risk/s and implement strategies to appropriately manage for the individual consumer. In relation to the second name consumer, who advised of hygiene preferences not being met, the response submission provided a copy of the consumer’s hygiene chart which identified hygiene (either sponge or showering) was provided.  
In coming to my decision, I acknowledge the immediate actions taken by the service, and ongoing actions as detailed in the service’s plan for continuous improvement for example, the completion of a skin assessment following the identification of a new pressure injury and the training of staff in skin changes and deterioration. I am satisfied that the plan for continuous improvement effectively describes how the service will address the deficiencies identified and I am satisfied that Requirement 2(3)(a) will be Compliant through the implementation of these actions.
In relation to Requirement 2(3)(b)
Consumers spoke of having discussions with the service in relation to their end of life preferences including completion of advanced care directives. Staff described how the assessment and care planning process includes the identification of consumers preferences at end of life, with discussions commencing on entry to the service and being revisited at case conferences and with the consumer wishes. The Assessment Contact Report contained information which identified the service demonstrated actions to improve its performance under this Requirement including review and audit of consumers advanced care plans, staff training in advanced care planning, referrals to external palliative care services as appropriate and increased clinical oversight through the review of consumers’ care documentation. It is my decision Requirement 2(3)(b) is Compliant.

Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	Not Compliant

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Compliant

	Requirement 3(3)(d)
	Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
	Not Compliant

	Requirement 3(3)(g)
	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.
	Compliant


Findings
The performance report dated 21 August 2023 found the service non-compliant in:
· Requirement 3 (3)(a)
· Requirement 3 (3)(b)
· Requirement 3 (3)(d)
· Requirement 3 (3)(g)
Deficiencies related to:
· A lack of shared understanding of restrictive practices including the effective monitoring of consumers subject to restrictive practices, and personal and clinical care that was not tailored to consumer’s needs and/or optimised their health and well-being. 
· The inconsistent management of high impact or high prevalence risks including in relation to the management of catheters, wounds and risks related to consumers with changed behaviours.
· The deterioration or changes in consumers’ mental, cognitive or physical function, capacity or condition not consistently being recognised and responded to in a timely manner.
· The service not demonstrating effective systems for minimising infection-related risks, including staff practice regarding personal protection equipment and cleaning; and the notification of infectious outbreaks to the relevant authorities.


In relation to Requirement 3(3)(a)
The Assessment Contact Report contained information relating to deficiencies in the clinical care of consumers with changed behaviours, those subject to restrictive practices, the prevention and the development of pressure injuries and pain management; and personal care preferences not being met. Information included:
For consumers subject to restrictive practices, behaviour support plans provided general information, however, did not reflect individualised strategies to be implemented to support consumers. Staff did not consistently demonstrate understanding of alternate non-pharmacological interventions for consumers experiencing changed behaviours other than 1:1 time, redirection and offering a cup of tea. Observations showed consumers identified as having responsive behaviours were not engaged with meaningful activities. Specifically:
· For one named consumer prescribed a psychotropic medication which has not been required to be administered for the previous 3 months, had not been reviewed with consideration to reducing or ceasing the medication.
· For a second named consumer who entered the service on 19 December 2023, assessment and interim care planning did not provide information relating to his changed behaviours, or history of non-compliance with taking medications. The consumer experienced an episode of changed behaviour requiring transfer to hospital for further assessment on 29 January 2024. 
While clinical staff described wound care, care documentation and interviews with staff identified pressure injuries were not identify in a timely manner. Consumers with identified pressure injuries on their feet were not provided with a bed cradle to minimise the pressure of bed sheeting on the lower limbs. And:
· For third named consumer, a fluid filled blister (on toe) was first identified on 7 December 2024, however, care documentation did not identify the complete assessment of the consumer’s skin. Photographs of the wound were of poor quality, and the review of the consumers’ toe was not evidence in wound care documentation for 23 days. A review of the wound identified a deterioration, and the podiatrist recommended the use of a bed cradle. Pain assessments did not consider the wound on the left foot, or episodes of the consumer being resistive to care or staff engagement as a potential for pain.
· For a fourth named consumer, care documentation identified a stage two pressure injury on 29 December 2023, however, the incident report did not include a root cause analysis as to the identification of the pressure injury at an advanced stage. Care documentation reflected strategies to minimise further risk/s to the consumers skin integrity such as 3 hourly repositioning, however, charting did not reflect in this had been attended.
Assessment of pain had not been considered for all consumers, including consumers experiencing neuropathic pain or when the consumer presented with potential identifiers of pain such as refusal of care and decreased mobility.
Hygiene preferences for a named consumer, who wished to have a shower on alternate days was not being met. I have considered this information under my decision for Requirement 2(3)(a). For a fifth named consumer, hygiene charting identified the consumer had not been showered for 4 weeks.
A review of incident reporting for 4 consumers, identified that investigation to identify the root causes were not complete. 
I have considered this information alongside the approved provider's response, which provided clarifying information, including (but not limited to) copies of consumer care documentation including charting, progress notes, assessments and consent forms. The response submission identified:
Restrictive Practices and Changed Behaviours
For consumers subject to restrictive practices, copies of behaviours support plans for 2 named consumers brought forward in the Assessment Contact Report evidenced review and update of the plans after the Assessment Contact, including individualised triggers for the behaviour and non-pharmacological strategies to be implemented by staff. 
For the first named consumer, the response submission evidenced review by the medical officer and the submission advised the service has requested a further review of the consumer with view to a medication change as the consumer has a supporting diagnosis of anxiety. 
For the second named consumer, whilst a documented behaviour support plan was not in place at the time of the Assessment Contact, the service demonstrated ongoing assessment and referral of the consumer to a specialist dementia service, with the view to develop the behaviours support plan. A copy of the consumer’s behaviour support plan, developed after the Assessment Contact was provided which evidenced, individualised triggers and strategies to be implemented by staff. Further information was provided to as part of the response submission including the hospital discharge summary which attributed the change in behaviour for the consumer as a result of withdraw from medications (due to consumer’s non-compliance with taking prior to entry to the service). The response submission evidenced consent and authorisation had been completed for the named consumer who was identified as subject to restrictive practices. 
The response submission provided staff training records which reflected the provision of training to the workforce in August 2023, November 2023 and January 2024. I note the services plan for continuous improvement, provided as part of the response submission, stated ‘ongoing education continue. Some staff still to become comfortable to manage residents with increased behaviour needs, and support provided as required’; and I acknowledge it will take time to implement as the service is working with external dementia specialists.
The plan for continuous improvement included improvement actions related to restrictive practices and behaviour management including a review of the psychotropic register and education and training for staff in behaviour management. Whilst I acknowledge continuous improvement is a systematic and ongoing process and that the service has actioned improvements in relation to restrictive practices and behaviours support (noting the last date of review of actions is documented as 13 November 2023), a review of the plan for continuous improvement identified not all actions had not been fully implemented, and evaluation of improvements remained ongoing:
· An improvement action was recorded for risk care plans (related to restrictive practices) to be completed for all applicable consumers; evaluation identifies this is still ongoing work. 
· An improvement action was recorded for registered nurses to document alternatives to restrictive practices in the consumers assessment and care plans including efficiency of alternatives trialled; evaluation of this action (as documented in the plan for continuous improvement) reported this was ‘slowly improving’ with regular education for staff and actions to build a stable workforce. Evidenced contained in the Assessment Contact Report and response submission identified the documentation of the effectiveness of alternative strategies is not consistently completed. 
· An improvement action (dated 22 February 2024) identified the service is rebuilding relationships with external behaviours specialists to support with consumers requiring further assessments in behaviour management and restrictive practice.
Wound Care and Pressure Injuries
In relation to the assessment and care planning for consumers assessed with pressure injuries, I have considered this under my decision for Requirement 2(3)(a) and I am satisfied that the response submission evidenced the service identified consumer risk/s and implement strategies to appropriately manage the named consumers. For the named consumers’, the response submission provided clarifying information, including:
· For the third named consumer, after assessment by a wound nurse specialist the wound deterioration was identified as resulting from a potential embolism. A copy of the clinical incident investigation identified analysis was undertaken and opportunities for improvement identified which were evidenced in the services plan for continuous improvement (action dated 13 March 2024).
· For the fourth named consumer, further assessment by management identified this wound was related to incontinence associated dermatitis. The response submission evidenced education has been provided to staff in wound management and incontinence associated dermatitis; the service has also supported the training of 3 continence nurses.
· For a fifth named consumer, after assessment by a vascular surgeon the wound was identified as a diabetic ulcer. The response submission provided information that evidenced the ongoing review and assessment of the consumer’s diabetic ulcer by an external wound specialist. 
· The response submission acknowledged areas for improvement in relation to photography of wounds and the documentation of wound status and improvement actions related to these are included in the service’s plan for continuous improvement (action dated 13 March 2024).
Pain management 
The Assessment Contact report contained information relating to 3 names consumers, where assessment of pain had not been undertaken; the third named consumer experienced neuropathic pain, a fourth named consumer’s refusal of care and a fifth named consumers decreased mobility had not been identified potential identifiers of pain. The response submission included copy’s of named consumers’ care documentation and clarifying commentary:
· For the third named consumer a pain care plan evidenced assessment of pain 4 times in the previous 4 months and included strategies to management the consumer’s pain.
· For the fourth named consumer, information was provided to evidence the consumer’s had been assessed for pain and appropriate strategies (non-pharmacological and pharmacological) had been implemented.
· For the fifth named consumer, information provided in the response submission identified the consumer experiences reduced peripheral sensation. The consumer is also supported in deciding how and when care is provided and has been assessed to have the capacity to communicate needs (including pain). 
The response submission evidenced the improvement actions have been taken to ensure safe and effective care for consumers experiencing pain, and these are included in the plan for continuous improvement (dated 6 March 2024). Improvement actions include the implementation of assessments repeat sensory and arterial vascular assessments for consumers with peripheral neuropathy and diabetes.
Hygiene preferences
The response submission acknowledged that documentation for the named consumers did identify preferences for showering, however, on occasion sponging was provided. Copies of consumer care documentation (including hygiene charts) and clarifying commentary as part of the response submission evidenced hygiene (either sponge or showering) was provided in accordance with the consumer’s preference at the time. 
Incident Reporting
While the Assessment Contact report brough forward incident reporting for 4 consumers, identifying that investigation to identify the root causes were not complete, I have not considered this under my decision for this requirement as the Assessment Contact report lacked detail to understand how the lack of investigation was related to the safe and effective personal and/or clinical care of consumers’. For named consumers, the response submission evidenced the completion of incident reports; and for one named consumer a copy of the clinical incident investigation identified analysis was undertaken and opportunities for improvement identified which were evidenced in the services plan for continuous improvement (action dated 13 March 2024).
In coming to my decision in relation to this Requirement, I acknowledge the approved providers commitment to continue improvements as evidenced in the service’s plan for continuous improvement related to restrictive practices and wound management. However, I am of the view that the actions being taken will take some time to be fully implement and evaluated for effectiveness. It is my decision Requirement 3(3)(a) is Non-Compliant.
In relation to Requirement 3(3)(b)
The Assessment Contact Report contained information that high-impact and high-prevalence risks are not consistently being managed by the service in relation to falls, pain, skin integrity and choking; and the clinical incidents not being investigated to identify the root cause/s of the incident.
In relation to the management and mitigation of risk/s for consumers relating to pain, skin integrity and choking, I have considered these under my decision for Requirement 2(3)(a) and Requirement 3(3)(a). My decisions under these reflects:
· For consumers experiencing pain, I am satisfied the service does manage and minimise risk/s associated with consumers experiencing pain including pain assessment and implement of non-pharmacological and pharmacological strategies. The response submission evidenced improvement in relation to consumers experiencing pain, and these are included in the plan for continuous improvement (dated 6 March 2024). Improvement actions include the implementation of assessments repeat sensory and arterial vascular assessments for consumers with peripheral neuropathy and diabetes.
· For consumers with risk/s associated with skin integrity (and wound management), I am satisfied that the response submission evidenced the service identified consumer risk/s and implement strategies to appropriately manage the named consumers. The response submission acknowledged areas for improvement in relation to photography of wounds and the documentation of wound status and improvement actioned related to these are included in the service’s plan for continuous improvement (action dated 13 March 2024).
· For the named consumer at risk of choking, I am satisfied that the response submission evidenced the service identified consumer risk/s and implement strategies to appropriately manage for the individual consumer.
Falls management
The Assessment Contact report brought forward 5 named consumers who had experienced increased falls during the period November 2023 to January 2024; however care documentation did not evidence the completion of a root cause analysis or implementation of new strategies to minimise the consumers’ risk of further falls. 
Falls incidents were not classified in accordance with the severity of risks to consumers in accordance with the service’s post fall management policy and guidelines. Trending of falls incidents did not include unwitnessed falls, only ‘falls’ and ‘falls with serious injury.’ 
Three consumers who had experienced ‘unwitnessed falls’ were also identified as being prescribed anticoagulant medication and care documentation identified they were not transferred to hospital according to the service’s post fall policy and guidelines.
In relation to the named consumers, the response submission included a record of when mobility assessments were completed for the 5 named consumers who had experienced increased falls, however, did not provide a copy of the assessments for consideration. In clarifying commentary in the response submission, the approved provider described the strategies implemented to reduce the risk of falling for each of the named consumers which included hip protectors, specialist falls sensor equipment, low to floor bed, and reassessment of pain as a consideration for increased falls. The service’s risk register provided as part of the response submission identified the 5 named consumers as at high risk for falls. I had placed weight on the commentary in the response submission and consider the approved provider has given this as true and accurate in accordance with their obligations. I am satisfied that the service has appropriately assessed, monitored, managed, and minimised (as low as possible) the risk of falls for the named consumers.
For the 3 named consumers prescribed anti-coagulant medication and who had experienced several unwitnessed falls, information in the response submission evidenced the service’s incident reporting process does require the identification and recording of whether the fall is witnessed or unwitnessed. In relation to severity of risk, I have not considered this under my decision for this requirement as the Assessment Contact report lacked detail to understand how not recording the lack of severity was related to the effective management of consumers at risk of falls.
In relation to incident management, while the Assessment Contact report brough forward incident reporting for named consumers, identifying that investigation to identify the root causes were not complete, I have not considered this under my decision for this requirement as the Assessment Contact report lacked detail to understand how the lack of investigation was related to the effective management of consumers at risk of falls. I have placed weight on information provided in the response submission including the service’s high risk register, service reporting (January 2024) which evidences the trends, analysis and investigation of consumers who have experienced falls and other high impact and high prevalence risks such as skin injury, changed behaviours and incidents reportable under the Serious Incident Response Scheme.
The response submission evidences the service maintains a high risk register and undertakes various clinical meetings, leadership huddles and individual consumer case conferences to discuss consumers' clinical risks. This Requirement requires services to effectively manage high-impact or high-prevalence risks associated with the care of each consumer. From the evidence before me, I have decided that Requirement 3(3)(b) is Compliant; I have placed weight on the evidence provided in the Assessment Contact report, including most consumers and representatives expressed satisfaction with how consumers’ high risks clinical needs were managed, staffs’ sound knowledge of high impact and high prevalence risks and the improvements made by the service in relation to high impact and high prevalence risks for consumers’.  
In relation to Requirement 3(3)(d)
The Assessment Contact Report contained information that the service was unable to demonstrate that 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. Two named consumers were brought forward, the first named consumer experienced and episode of choking and the second named consumer had a pressure injury that was not adequately identified, monitored, and deteriorated significantly to necrosis requiring hospitalisation:
· For the first named consumer at risk of choking, I am satisfied that the response submission evidenced the service identified consumer risk/s and implement strategies to appropriately manage for the individual consumer. In relation to the recognising and response to deterioration, the Assessment Contact Report contained information at the time of the incident assessment/s recording of clinical observations were not evidenced. I am concerned that documentation of assessment/s observations were not evidenced, in my view, it would be appropriate that clinical observations including assessment of the consumer’s airway be undertaken after an episode (or near miss) of choking. The consumer experienced further deterioration in their health in the 24 hours after the incident and was transferred to hospital for further assessment. In the response submission, the service refuted the findings and stated staff had monitored the consumer and ‘some documentation’ included documented observations. I have placed weight on this information, with the service identifying opportunities for improvement on review and reflection this incident including education for staff in consumer deterioration, infection, escalation pathways, the purchasing of equipment to support in assessment of consumers in emergency situations, and a review of the incident at a future registered staff meeting is scheduled. The plan for continuous improvement does not include a dated for the completion of this improvement action. 
· For the second named consumer, after assessment by a wound nurse specialist the wound deterioration was identified as resulting from a potential embolism. In relation to the recognising and response to deterioration, the Assessment Contact Report contained information that the review of the consumers’ toe was not evidence in wound care documentation for 23 days. I acknowledge the response submission stated staff were monitoring the named consumers’ wound, I am of the view, regardless of the origin of the wound that wound documentation is critical for the delivery of effective wound care. Inaccurate/incomplete wound documentation can impact the ability to determine the best wound treatment options and the overall wound healing process. The response submission acknowledged areas for improvement in relation to photography of wounds and the documentation of wound status and improvement actions related to these are included in the service’s plan for continuous improvement (action dated 13 March 2024).
In coming to my decision in relation to this Requirement, I acknowledge the approved providers commitment to continue improvements as evidenced in the service’s plan for continuous improvement. However, I have placed weight on the detail of actions in the plan for continuous improvement, I am of the view that the actions being taken will take time to be fully implement and evaluated for effectiveness. It is my decision Requirement 3(3)(d) is Non-Compliant.

In relation to Requirement 3(3)(g)
Consumers and representatives expressed satisfaction with the service’s infection control practices, including steps taken by the service in relation to respiratory outbreaks such as COVID-19 and influenza. They spoke of the service maintaining high standards of cleanliness and being encouraged to practice appropriate infection control practices. The service demonstrated processes to monitor infections and antibiotic use and demonstrate effective implementation of standard transmission-based precautions to prevent and control infection and the promotion of appropriate antibiotic use. Observations showed staff applying appropriate infection control practices, and staff described practices and procedures to minimise transmission of infections such as hand hygiene practices, personal protective equipment and cleaning equipment. Clinical staff demonstrated knowledge of antimicrobial stewardship, and explained ways they promoted appropriate antibiotic prescribing. The Assessment Contact Report contained information which identified the service demonstrated actions to improve its performance under this Requirement including the review and update of the service’s Outbreak Management plan, staff training in antimicrobial resistance and infection prevention, and competency assessment of staff in handwashing and donning/doffing. It is my decision Requirement 3(3)(g) is Compliant.

Standard 6
	Feedback and complaints
	

	Requirement 6(3)(a)
	Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
	Compliant

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Compliant


Findings
The performance report dated 21 August 2023 found the service non-compliant in Requirement 6(3)(a) and Requirement 6(3)(c), with deficiencies relating to consumers’ not feeling supported to provide feedback and consumers’ spoke of not feeling listened to; and an open disclosure process not consistently being applied in response to complaints and/or incidents.
Consumers and representatives said they feel safe and supported to raise complaints and provide feedback, and spoke of the new management as being approachable, listens to their concerns and takes actions in relation to their feedback and complaints. Consumers provided examples of how the service has demonstrated the effective management of feedback including the actioning of improvements. 
Staff have received training in the complaints management process and described how the supported consumers to provide feedback such as assisting consumers to complete the complaint form. Staff described the open disclosure and demonstrated understanding of the processes involved such as address the immediate needs, offering and apology, reporting the incident and learning from the experience.
A review of service documentation identified that complaints are actioned with communication between the management team and consumers and representatives through case conferences and emails. Documentation included information about the nature of complaints, actions taken and follow-up responses, resolutions, and preventative strategies.
It is my decision that Requirement 6(3)(a) and Requirement 6(3)(c) are Compliant.


Standard 7
	Human resources
	

	Requirement 7(3)(a)
	The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
	Not Compliant

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Not Compliant


Findings
The performance report dated 21 August 2023 found the service non-compliant in Requirement 7(3)(a) and Requirement 7(3)(d), with deficiencies relating to insufficient staffing which resulted in impacts to consumers’ care and services; and the workforce not been effectively trained, equipped and supported, consumers and representatives spoke of staff requiring further training in areas and poor staff practice impacting on consumers’ care.
The Assessment Contact Report contained information of observations and interviews with consumers, representatives and staff that identified while there had been some improvements made, there are ongoing deficiencies related to workforce sufficiency and the knowledge and skill of staff including agency staff. 
Consumers and representatives reported staff shortages, spoke of staff rushing when providing cares and due to inconsistent staffing (agency workforce) consumers expressed feeling tired of having to explain their needs and felt that staff did not care. Consumers provided examples of how this had impacted on their care and services, including delays in response to call bells, meals not properly set, and no laundry or cleaning service on the weekends. 
Staff confirmed they are mostly short staffed and are rushed to complete daily tasks, and vacant shifts are not always replaced. Consumer care documentation and other service documentation identified consumer were not receiving their preferred personal hygiene and agency staff comprised 12.23% of total staff during January 2024. 
The Approved Providers response submission sited challenges with recruitment in rural areas, and stated the recruitment is work in progress as evidence in the service’s plan for continuous improvement. In relation to individual consumers examples of staffing shortages, which resulted in an impact on the consumers’ care and services, the response submission acknowledged these and described actions to be taken by the service, including any concerns raised with management being followed up on and if required, human resources support with management of staff. Call bell response records provided by month for the period July 2023 to December 2023 identified a decrease in response time over this period with an approximate response time of 2.5 minutes.
In coming to my decision in relation to this Requirement, I recognise the action’s take by the service in the recruitment of staff including establishing a leadership team with service and clinical management, and recruitment on workforce across clinical, care and lifestyle supports. I acknowledge the approved providers commitment to continue improvements as evidenced in the service’s plan for continuous improvement. However, I am of the view that the actions being taken will take time to be fully implement and evaluated for effectiveness. It is my decision Requirement 7(3)(a) is Non-Compliant.

In relation to Requirement 7(3)(d) 
The Assessment Contact Report contained information that while the service had implemented a program of training for staff which included online modules and face to face training, training records identified staff completion rates to be low (between 30% to 65%). While consumers and representatives spoke of some staff being knowledgeable, some spoke of staff not always understand consumers’ needs. Staff did not consistently demonstrate knowledge of individual consumers care, or best practice in relation to wound and pain management and behaviour support planning; and the service did not demonstrate understanding of the skill and knowledge of agency workforce.
The response submission included copies of workforce training records, consumer survey results and clarifying commentary. The response submission identified:
· Evidence of the implementation and an ongoing training program for staff in a variety of topics such as recognising and responding to consumer deterioration, skin integrity, wound management, changed behaviours and code of conduct. As reflected under my decision for Requirement 3(3)(a) and Requirement 3(3)(d) and evidenced in the service’s plan for continuous improvement, the service is continuing education and training for staff in relation to restrictive practices, behaviours support, wound care and recognising and responding to consumer deterioration. The service has recruited a clinical educator to oversee and support this educational program.
· Consumer survey results (for the period July 2023 to January 2024), which identified:
· August 2023 to October 2023, 47% to 69% of consumer felt they always received care and support from staff with appropriate skills and training. 
· November 2023 to January 2024, 86% to 100% of consumers felt they received care and support from staff with appropriate skills and training. 
· I note, for the reported period no consumers responded to rarely or only sometimes feeling they received care and support from staff with appropriate skills and training. 
· The service had contracts with agency workforce, and as part of the contractual agreement it is required that agencies ensure staff have the required qualifications and competencies. I acknowledge the service’s commitment to the recruitment of a permanent workforce and strategies to achieve this as evidenced in the response submission.
In coming to my decision, I acknowledge the approved providers committed to continue to enhance the training of staff to ensure the workforce is recruited, trained and equipment and the immediate and planned actions taken. However, I am of the view that the actions being taken will take some time to be fully implemented and evaluated for effectiveness. It is my decision, Requirement 7(3)(d) is Non-Compliant.

Standard 8
	Organisational governance
	

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Compliant

	Requirement 8(3)(e)
	Where clinical care is provided—a clinical governance framework, including but not limited to the following:
(i) antimicrobial stewardship;
(ii) minimising the use of restraint;
(iii) open disclosure.
	Not Compliant


Findings
The performance report dated 21 August 2023 found the service non-compliant in Requirement 8(3)(c) and Requirement 8(3)(e), with deficiencies relating to ineffective organisational systems; and the clinical governance framework not effectively being implemented at a service level which resulted in deficiencies in consumer assessment and care planning and clinical and personal care delivery.
In relation to Requirement 8(3)(c)
The Assessment Contact report contained information that the organisational governance systems of information management, continuous improvement, workforce governance, and regulatory compliance were not embedded and operating effectively at the service level:
· Consumers care documentation was not effective in providing information to guide staff, for example, in relation to care plans not reflective of risk/s to consumers’ or their current needs, goals and preferences to inform the delivery of safe and effective care; the completion of behaviour support plans and documentation of wound care; and incident reporting not including investigation of root cause analysis or evaluation of outcomes.
· While the service had a documented plan for continuous improvement, the service did not demonstrate the effectiveness of measures implemented to address deficiencies or evidence of monitoring to ensure improvement activities have been effective.
· Deficiencies in workforce governance in relation to recruitment, training and sufficiency of staff. And while the service had commenced actions such as staff recruitment, roster changes and training, these actions were ongoing had not yet been evaluated for effectiveness.  
· The organisation had systems for receiving information about regulatory obligations from a range of sources; and policies and procedures to guide staff are accessible on the organisation’s intranet and updates are monitored by the organisation’s national clinical governance team. However, the organisation did not demonstrate an effective incident management system to mitigate significant incidents at the service. 
I have considered this information alongside the Approved Provider's response, which provided clarifying information:
· In relation to consumers’ care documentation, I have considered the service’s processes for this under Requirement 2(3)(a), Requirement 2(3)(b), Requirement 3(3)(a), Requirement 3(3)(b) and Requirement 3(3)(d). While there are improvement actions ongoing at the service in relation to the documentation of consumers’ behaviours support plans, wound management and photography; I am satisfied on the balance of information before me that the organisation has effective information management systems and process to give appropriate members of the workforce access to information that helps them in their roles.
· In relation to continuous improvement, I am satisfied the service has a plan for continuous improvement and there is regular review of progress against this plan to improve the quality and safety of care services. The Assessment Contact Report evidenced a range of improvements made by the service, including the service returning to compliance in Requirement 2(3)(a), Requirement 2(3)(b), Requirement 3(3)(b), Requirement 3(3)(g), Requirement 6(3)(a), Requirement 6(3)(c), and Requirement 8(3)(c). 
· In relation to workforce governance, I have considered this under my decision for Requirement 7(3)(a) and Requirement 7(3)(d). While there are improvement actions ongoing at the service in relation to the recruitment and training of the workforce and the training; I am satisfied on the balance of information before me that the organisation has effective workforce governance systems and process to support and develop its workforce to deliver safe and quality care and services.
· In relation to regulatory governance, specifically incident management systems and processes, I have considered this under Requirement 3(3)(a), Requirement 3(3)(b) and Requirement 3(3)(d). The Assessment Contact report brough forward incident reporting for named consumers, identifying that investigation to identify the root causes had not been completed, however lacked details to understand the system deficiencies. As referenced in the Commission’s ‘Effective incident management systems: Best practice guidance’, from the evidence before me, I am of the view the organisation’s system includes recording of incidents, review and analyse by occurrence of incidents, identification of systemic issues (as evidenced in the identification of skin related incidents) and the reporting of incident information to the Commission, if required.
In coming to my decision, I acknowledge the approved providers committed to continued improvement, from the evidence before me, I am satisfied the organisation has effective organisational systems and processes. I have placed weight on the Approved Providers commitment to continuous improvement as evidenced in the response submission and plan for continuous improvement. It is my decision, Requirement 8(3)(c) is Compliant.
In relation to Requirement 8(3)(e)
The Assessment Contact Report contained information that the organisation demonstrated effective systems and processes for Antimicrobial Stewardship and open disclosure, which was confirmed through interviews with consumers, representatives and staff and review of service and care documentation.
However, the service was unable to demonstrate the minimising of restrictive practices. Consumers behaviours support plans were incomplete and did not include comprehensive assessment and care planning to identify potential triggers for changed behaviours, or the implementation of appropriate strategies to support consumers. While the organisation had a documented policy and procedure for the minimising of restrictive practices, this was dated September 2021 and was currently being reviewed.
I have considered this information alongside the Approved Provider's response, which provided information and evidence including:
· Whilst a documented behaviour support plan was not in place at the time of the Assessment Contact for named consumers, the service demonstrated ongoing assessment and referrals had been undertaken with the view to develop the behaviour support plans.
· Copies of the named consumer’s behaviour support plan, developed after the Assessment Contact were provided which evidenced, individualised triggers and strategies to be implemented by staff.
· Evidence of consent and authorisation had been completed for the named consumers who was identified as subject to restrictive practices. 
· Advised that the updated procedure for the minimising of restrictive practices is to be released in March 2024. A copy of the updated procedure was not provided in the response submission.
· Staff training records reflected the provision of training to the workforce in August 2023, November 2023 and January 2024. The services plan for continuous improvement, provided as part of the response submission, stated ‘ongoing education continue. Some staff still to become comfortable to manage residents with increased behaviour needs, and support provided as required’.
In coming to a decision in relation to this Requirement, I acknowledge the approved provider’s commitment to continuous improvement in relation to restrictive practices, behaviours support, wound management and recognising and responding to consumer deterioration. These have been considered under my decision for Requirement 3(3)(a), Requirement 3(3)(d) and Requirement 7(3)(d). Implementation of effective clinical governance ensures the identifying and managing of clinical risks for consumers, preventing harm and improving the processes of clinical care, and the recruitment, training and ongoing development of the workforce that supports the provision of safe, quality clinical care. I am of the view that the actions being taken will take some time to be fully implemented and evaluated for effectiveness. It is my decision, Requirement 8(3)(e) is Non-Compliant.
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