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This performance report
This performance report for Dorothy Impey Home (the service) has been prepared by Katherine Richards, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 40A 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 Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff, management and others; and
· the Approved Provider’s response to the Assessment Team’s report received 17 April 2024.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Compliant

	Standard 4 Services and supports for daily living
	Compliant

	Standard 5 Organisation’s service environment
	Not Compliant

	Standard 6 Feedback and complaints
	Not Compliant

	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 2(3)(a): The Approved Provider ensures assessment and planning processes consider risks to each consumer and is used to inform delivery of safe and effective care and services, particularly in relation to restrictive practices.
· Requirement 5(3)(b): The Approved Provider ensures all areas of the service are cleaned to sufficient standard and adequate number and mix of staff are employed to achieve this. Consumers are to be supported to move freely inside and outside the service, with safe strategies to support those unable to independently open the secured front door.    
· Requirement 6(3)(d): The Approved Provider ensures complaints and feedback are captured within documentation, opportunities for improvement identified, and continuous improvement activities implemented. 
· Requirement 7(3)(d): The Approved Provider ensures staff receive sufficient training linked to the Quality Standards to enable understanding of responsibilities relevant to roles. Monitoring processes ensure training is completed and staff have sufficient support to deliver outcomes required within the Quality Standards.
· Requirement 8(3)(c): The service ensures deficits in governance processes relating to regulatory compliance and workforce governance are rectified, supported through actions recorded and monitored within the Continuous improvement plan.
· Requirement 8(3)(e): The service ensures there is an effective Clinical Governance Framework in place which encompasses up-to-date and best practice policies relating to open disclosure, antimicrobial stewardship, and the minimisation of restrictive practices. The service ensures staff receive education and training on these topics.
· The Approved Provider plans and implements actions to address identified deficiencies and establishes monitoring process to ensure ongoing compliance with the Aged Care Quality Standards.

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

	Requirement 1(3)(b)
	Care and services are culturally safe
	Compliant

	Requirement 1(3)(c)
	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.
	Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Compliant

	Requirement 1(3)(e)
	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.
	Compliant

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant


Findings
This Quality Standard is assessed as compliant as 6 of the 6 Requirements have been assessed as compliant. 
Overall, consumers described being treated with dignity and respect and said staff were polite. Staff outlined how they tailored care to meet consumer preferences, taking time to understand each consumer’s life story and cultural needs and this information was summarised and made readily available in the consumer’s room. Care planning documentation included detailed information about consumers, including preferences, interests, and backgrounds. 
Care planning documentation reflected cultural backgrounds and needs in line with consumer feedback. Consumers gave examples of how staff supported their cultural safety, recognising their needs and respecting choices. Staff outlined how they used assessment and planning processes to understand consumer’s cultural backgrounds to ensure care and services were tailored to the individual.
Consumers said they were supported to make decisions about care, services, and relationships. Staff described how they ensured consumers’ choices were respected, providing sufficient information to make decisions, and encouraging relationships and participation in social activities. Consumers were observed interacting with visitors and other consumers. Care planning documentation described relationships of importance.
Staff gave examples of consumers choosing to take risks, explaining the process to support individuals understand benefits and potential for harm. Care planning documentation evidenced use of an informed consent process for risks of choice and development of mitigating strategies, and consumers verified consultation processes. Whilst care planning documentation for one consumer did not include a signed risk assessment, staff and the consumer were aware of supportive strategies implemented.
Consumers and representatives said they received sufficient information to inform decisions. Staff outlined how they provided accurate and timely information to consumers, and adapted communication methods dependent upon consumer needs. Documentation, such as activities schedules and flyers, was readily available, and food focus group minutes included information about menu changes.
Policies and procedures informed staff practice in respecting consumer privacy and protecting personal information. Staff explained practices to protect privacy and maintain confidentiality, including securing personal information. Consumers said staff were respectful of privacy, seeking consent before entering their rooms. However, on hot days, consumers reported they were unable to close the doors to their rooms due to heat, and management’s directives to staff were to keep doors to consumer rooms open on days where the temperature was predicted to be above 30 degrees (refer to Standard 5 Requirement 5(3)(b) for further information).

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.
	Not 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

	Requirement 2(3)(c)
	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.
	Compliant

	Requirement 2(3)(d)
	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.
	Compliant

	Requirement 2(3)(e)
	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.
	Compliant


Findings
This Quality Standard is assessed as Not compliant as one of the 5 Requirements have been assessed as Not compliant.
Requirement 2(3)(a)
The Assessment Team recommended Requirement 2(3)(a) as Met outlining how staff explained undertaking initial assessments using validated assessment tools to identify risks and enable delivery of safe care. Outcomes of risk assessments were implemented into practice and staff demonstrated knowledge of mitigating strategies for consumers. 
However, the Assessment Team reported assessment and planning processes had not considered consumer’s ability to independently exit the service using a keypad, resulting in the potential for consumers to be subject to environmental restraint. Management stated the door was secured for consumer safety, and they did not consider this to represent environmental restraint, with processes for staff to assist consumer access if required. Management reported there were no consumers subject to environmental restraint at the time of the Site Audit. 
In response to feedback, management advised the Assessment Team they did not agree with the definition of environmental restraint and did not consider consumers unable to exit the service independently were environmentally restrained. They further stated they would not be assessing each consumer’s ability to use the code but would implement a blanket environmental restraint for all consumers, documenting this action within the Continuous improvement plan. The Approved Provider’s position is reiterated within their response to the Site Audit report, reinforcing their intent to add a permission/authorisation form for all consumers rather than undertake individual assessment and planning. A copy of a proposed authorisation form for the use of environmental restraint includes wording reflecting the intent to seek permission to prevent consumers from exiting. 
I have come to a different outcome than the Assessment Team. I find the service did not demonstrate understanding of this risk or recognise it as a potential restrictive practice. The service did not have a system to assess the risk for consumers to identify those for whom the locked door is an environmental restraint, and plan appropriate care strategies to support consumers’ freedom of movement. The suggested approach to record ‘permissions’ for consumers to leave is also failing to recognise the consumer’s right to free movement and the Approved Provider’s proposed Environmental Restraint Authorisation form does not accurately reflect legislation or represent use of assessment and planning processes to identify risks and inform the delivery of safe and effective care and services.
The service did not demonstrate assessment and planning processes effectively considered risks related to environmental restrictive practice. The Approved Provider did not provide evidence in their response which satisfies me of plans or actions to improve assessment and planning processes to ensure consumers’ movement is not restricted. Accordingly, I find Requirement 2(3)(a) is Not compliant.   
Based on the evidence before me, I have determined the other Requirements of Standard 2 Ongoing assessment and planning with consumers are compliant.
Care planning documentation identified consumer needs, goals, and preferences, including advance care planning and end-of-life wishes, aligning with consumer feedback. Staff were familiar with consumer needs and preferences and explained approaches to end-of-life care planning and review. Policies and procedures supported palliative and advance care planning. 
Consumers and representatives said they were involved in care planning discussions through ongoing partnership with the service. Staff explained they were guided by the consumer to determine who should be involved in care and planning, identifying involvement of other health professionals and providers. Care planning documentation evidenced regular consultation with consumers and representatives.
Consumers and representatives said staff explain what is written in the care and service plan, offer a written copy, and provide regular updates following monthly review or change of condition. Staff explained assessment and planning information was captured within care and service plans, accessible through the electronic care management system, and shared with consumers and/or representatives. Summary care and service plans were available within consumer rooms. 
Care and service plans evidenced regular reviews, including following incident or change of consumer circumstance. Staff demonstrated familiarity with review processes, including monthly assessments, reading progress notes and care plan information, and responsively updating care and services plans if required. 

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.
	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)(c)
	The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised and their dignity preserved.
	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.
	Compliant

	Requirement 3(3)(e)
	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.
	Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	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
This Quality Standard is assessed as compliant as 7 of the 7 Requirements have been assessed as compliant.
Whilst the service was unable to demonstrate best practice in relation to identification of environmental restraint, I find this resulted from a lack of tailored assessments and strategies for consumers who may not be able to operate the coded door due to cognitive ability or physical condition, considered within my decision for Standard 2 Requirement 2(3)(a). A finding of compliance for Requirement 3(3)(a) was supported through feedback from consumers and representatives stating said they did not feel there was negative impact to the securing of doors, as staff would help if requested, and provided other examples of personal and clinical care provision supporting a finding of compliance. Staff demonstrated understanding of personal and clinical care needs and strategies to meet these, informed through tools, guidelines, and training to ensure best practice processes were followed. Care planning documentation reflected regular monitoring for effectiveness of strategies to ensure delivery of safe and effective care.
Whilst the service was unable to demonstrate all consumer risks had been identified and managed in relation to environmental restraint, outlined within findings for Standard 2 Requirement 2(3)(a), the Site Audit report detailed effective management of other risks. Evidence brought forward demonstrated implementation of successful strategies to reduce frequency of falls, effective management of consumer pain, and risks relating other forms of restrictive practice had been identified with tailored strategies to minimise harm. On balance, I find the service demonstrated effective management of most high impact or high prevalence risks.  
Staff explained changes of care delivery for consumers nearing end of life. Care planning documentation for a late consumer demonstrated timely commencement of end-of-life care focused on management of pain and provision of emotional support. The palliative care policy guided staff to ensure consumer comfort was maximised and dignity preserved.
Consumers and representatives reported changes in consumer health were identified and management options communicated. Staff explained deterioration or change in consumer health was identified through regular reviews and monitoring processes and could describe escalation pathways. Following identification of deterioration, staff explained assessment and actions taken, with access to guidelines to inform their response.
Consumers and representatives said staff work together to understand needs and preferences, avoiding need to repeat information. Staff outlined information available to them to inform care, such as within assessments, care and service plans, progress notes, and observations and charting, with updates provided through verbal handover processes. Visiting health professionals and Medical officers were observed to have access to care planning documentation, and staff said they sent emails to alert external providers to changes of consumer condition.
Staff outlined referral processes for providers and other organisations to meet consumer needs. Care planning documentation identified timely and appropriate referrals following consultation and consent of consumers and/or representatives. Consumers described involvement of timely access to a range of health care providers.
Consumers described precautions taken to minimise infection risks. Staff explained processes to reduce infections, such as use of hand hygiene and personal protective equipment or isolating consumers showing signs of contagious illness, and antibiotic prescribing measures in line with antimicrobial stewardship principles. Policies and procedures informed management of infections and outbreaks. 
  


Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(a)
	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.
	Compliant

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant

	Requirement 4(3)(c)
	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.
	Compliant

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Compliant

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Compliant


Findings
This Quality Standard is assessed as compliant as 7 of the 7 Requirements have been assessed as compliant.
Consumers gave examples of supports to meet their needs, goals, and preferences including relating to maintaining their independence. Staff explained how they worked with consumers to understand needs, goals, and preferences to inform services and supports, and this information was verified within care planning documentation.
Staff explained their roles in meeting consumers’ emotional and spiritual needs, identifying changes in mood and providing additional support where required. Care planning documentation included Mental and emotional health assessments, outlining needs and strategies and involvement of external providers. Consumers described supports for spiritual practices and scheduled activities included religious services. 
Consumers said they received support to do things of interest, within and outside the service, and maintain social relationships. Staff explained encouraging consumers to develop friendships within group activities, monitoring for positive interactions. The activities schedule was informed through consideration of consumer interests, captured in care planning documentation.
Staff detailed processes to share information about consumers’ condition, needs, and preferences, such as verbal discussions, handover, and care plan updates. Changes within care planning documentation, such as to dietary needs and preferences, triggered notifications through the electronic care management system. Consumers said information was appropriately communicated between staff.
Care planning documentation evidenced timely referrals, updates, and implementation of recommendations. Staff explained available organisations and services for referrals. Consumers gave examples of engagement of services and providers to meet their needs.
Overall, consumer feedback reflected provided meals were of suitable quality and quantity. Some consumers expressed a desire for more variety, especially in relation to meals with modified textures, with management acknowledging feedback and identifying actions for the continuous improvement. Staff explained the seasonal rotating menu was developed from consumer feedback, including through food focus groups, and Dietitian input, and gave examples of working with individual consumers to understand and cater for preferences. 
Consumers said they found equipment such as mobility aids and activity resources to be clean and well-maintained. Staff described cleaning and maintenance processes, with sufficiency of access. Documentation for consumers recorded personal equipment was checked and cleaned every 3 months or more frequently if required.    

Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(a)
	The service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function.
	Compliant

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Not Compliant

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Compliant


Findings
This Quality Standard is assessed as Not compliant as one of the 3 Requirements has been assessed as Not compliant. 
Requirement 5(3)(b)
Consumers expressed satisfaction in the service’s cleaning processes, and staff explained how they supported consumer free movement. However, the Assessment Team recommended Requirement 5(3)(b) Not Met in relation to the comfort and cleanliness of the environment, and the restrictions to consumer free movement through the secured front door. 
Consumers provided feedback about variation in room temperatures impacting their comfort, and personal rooms did not have access to air conditioning. Consumers and representatives reported on hot days consumers could not seek privacy of their rooms or close their doors against noise as rooms were too hot. The Assessment Team observed communal areas to be quite cold, with consumer rooms found to be very warm and consumers observed to be sweating when in their rooms. Staff advised when the temperature is expected to be over 30 degrees, they were asked to turn off as many lights as possible, including in consumer rooms, turn fans on, change the air conditioner to a low temperature in common areas, and monitor consumers for signs of dehydration. Documentation supported these were informed by directions from management, with other actions including to keep doors to consumer rooms open, windows closed, and to turn lights off as much as possible ‘as this just wastes money and adds to the heat’. 
Cleaning actions for some of the communal areas were not included in documented schedules, and areas had not been cleaned despite being identified as requiring attention within monthly environmental audits. Staff said some cleaning tasks are not scheduled, but completed on an ad-hoc basis, and they do not keep records of when these were done. These included communal couches and tables, outdoor areas, doors, walls and balconies, and staff said they could be overlooked at time due to staffing shortages. The Assessment Team observed couches had food and dust on them, communal tables were unwiped, doors were splattered with material, the garden unswept, and balconies unclean with bird droppings present. Whilst management acknowledged feedback and recorded continuous improvement actions, the Assessment Team reported issues were not attended during the Site Audit.
The free movement of some consumers was restricted through the entry door to the service being secured without consideration of consumer ability to independently enter the code. Whilst the service reported no consumers were subject to environmental restraint, a number of consumers were identified who were unable to exit or enter the service without assistance without effective assessment and planning (see Standard 2 Requirement 2(3)(a) for further information). 
The Approved Provider’s response states they consider the high cost to add air conditioning for each consumer’s rooms will be architecturally difficult and may still result in consumers continuing to complain about being cold, as is current practice in communal areas. They state additional air conditioning could also bring about increased risk of respiratory disease. The response detailed historical consultations undertaken, seeking solutions from experts on air flow within the service as part of COVID-19 management strategies, but added it was uncertain if this would address the temperature and comfort. Furthermore, the Approved Provider stated consumers may not set the temperature appropriately, leading to risks to consumers health. The response reinforces the current policy used for heat management to address consumer comfort and safety, described by staff above. The Approved Provider stated this policy was improved in response to the Assessment Team’s feedback by adding air-conditioning facts. 
Whilst the Approved Provider said cleaning schedules have been reviewed, they reported ongoing challenges with sourcing suitable staff with requirement for some cleaning staff to cover other roles impacted by workforce shortages. The response states there are ongoing efforts to upgrade beds for consumer comfort, and states seeking input to ‘spruce up’ the building although does not provide further examples of activities or improvements to the environment for consumer comfort. 
Photos of the keypad were submitted to demonstrate the code was displayed, with explanation of use as a security measure and details of strategies applied by staff to support the free movement of consumers. However, the Approved Provider stated they do not intend to make any changes to processes that would further support consumers move freely indoors and outdoors.
I acknowledge the Approved Provider’s response, however, I am not satisfied it demonstrates sufficient understanding of issues and impact on consumers. The service environment was not comfortable for consumers in warm weather. Consumers report they need to choose between being too hot in their rooms or spending time in cold communal areas, acknowledged by the Approved Provider as giving rise to complaints. Whilst the Approved Provider stated they will seek input from an engineer on viable solutions, their response does not demonstrate understanding of obligations against this Requirement to ensure the service environment is comfortable for all consumers, and actions within the hot weather protocol do not improve consumer comfort, with some actions impacting consumers’ access to privacy in their rooms. 
Whilst the Approved Provider acknowledges the concerns relating to cleaning, processes were not implemented to address these known issues, despite being identified through internal auditing activities. The Approved Provider’s response included proposed cleaning schedules, however, these do not include address all identified deficiencies, and I find no evidence of actions to address the reported shortage of staff. 
In relation to supporting free movement of consumers, I am not satisfied by the Approved Provider’s response as it fails to acknowledge the restriction of free movement of through the secured door without considering risks to individuals or consumer rights. Consumers had not been assessed for ability to independently use the front door without consideration of risk or legal requirements. Proposed improvements to seek consent for all consumers to be environmentally restrained, with generalised wording reflecting intent to prevent consumers from exiting, does not demonstrate awareness of obligations against the requirement or legislative requirements to support free movement. 

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)(b)
	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving 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

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Not Compliant


Findings
This Quality Standard is assessed as Not compliant as one of the 4 Requirements has been assessed as Not compliant.
The Assessment Team recommended Requirement 6(3)(a) and 6(3)(d) Not Met.
Requirement 6(3)(a)
The Assessment Team recommended Requirement 6(3)(a) Not Met as some consumers were unaware of potential to use feedback forms to provide confidential feedback and some representatives felt management’s immediate response to complaints could have been more supportive and empathetic, leaving a reluctance to raise concerns. However, most consumers reported feeling comfortable to approach staff about concerns. Management said they had not received a completed feedback form in over 2 years but could not provide examples of other options for anonymous feedback. Whilst feedback could be provided through the food focus group, the option of providing feedback in consumer meetings was not possible as they had not been held since April 2021 due to COVID-19, although these had been scheduled to recommence.
Whilst the Approved Provider’s response does not actively refute findings, further context is provided to current feedback processes. Management described most complaints as being raised verbally, and staff had been educated to solve problems or resolve complaints. In response, reminders have been included within newsletters and will be included in consumer meeting agendas as standing items. The response does not specifically address the feedback from representatives reporting they were apprehensive to speak with management about concerns. 
I acknowledge the Approved Provider’s feedback. In coming to my decision, I have considered the intent of this Requirement being to encourage and support feedback and complaint, building trust and confidence there won’t be negative consequences if concerns or complaints are raised. The evidence before me does not demonstrate systemic failings to support provision of feedback and complaints. Although consumers reported they were not aware of availability of feedback forms, these were observed to be readily available if required. Whilst some representatives felt a lack of support when raising concerns with management, I have placed weight on the positive feedback from consumers. However, I would encourage management to consider whether further improvements can be made to ensure all consumers and representatives feel encouraged and supported to make complaints, raise concerns, and provide feedback. 
Based on the evidence before me, I find Requirement 6(3)(a) is compliant.   
Requirement 6(3)(d)
Requirement 6(3)(d) was recommended Not Met. Policies and procedures to review and use feedback for continuous improvement was not reflective in current practices, as complaints were not always recorded in the register. Verbal feedback from consumers did not make a substantial contribution to their feedback register and consumer input had limited impact on their Continuous improvement plan. Management advised it would be at the discretion of the management team on what to record and did not believe further records would assist in identifying trends, especially where the issue was able to be immediately resolved by staff. Furthermore, management said feedback and complaints were not considered for inclusion within the Continuous improvement plan, despite policies and procedures reflecting information should be gained from a range of sources including compliments, complaints, and suggestions. 
The Approved Provider’s response reiterates the position that management and the executive committee take responsibility for the formal handling of complaints dependent upon the circumstances. A note is made to say findings will be further discussed, however, I note the Continuous improvement plan submitted within the response is not a complete document, and at this time I am unable to identify any improvement actions relating to this Requirement.
I acknowledge the Approved Provider’s response. In coming to my decision, I have considered all evidence before me, including information from the Approved Provider in response to findings within other Requirements and how this could be used to improve the quality of care and services. I find evidence does not demonstrate how feedback and complaints were monitored and used to improve the quality of care and services, as very little was recorded. Management’s approach to ask staff to remedy issues might have addressed concerns for an individual but does not demonstrate how feedback and complaints were used to identify, understand, and address underlying or emerging concerns. Therefore, this process did not ensure feedback and complaints improved care and services for all consumers. Failing to record complaints, such as concerns raised about the environment temperature, resulted in management failing to understand the extent of the impact to all consumers and identify the need to make improvements for comfort and safety, as outlined in findings for Standard 5 Requirement 5(3)(b). Management advised the Assessment Team they were not aware of some of the complaints as these had not been shared by staff, further demonstrating ineffectiveness of the current process. 
For these reasons, I find Requirement 6(3)(d) Not compliant.
Based on the evidence before me, I have determined the other Requirements of Standard 6 Feedback and complaints are compliant.
Consumers stated they were aware of advocacy services. Management explained an upcoming visit by an advocacy service to provide information to consumers, and staff demonstrated understanding of how and when to engage interpreter services. Brochures and pamphlets were displayed in multiple languages informing of available complaint avenues and advocates, and information available in the consumer handbook.
Overall, staff could describe what actions to take in response to complaints and most were aware of when and how to apply open disclosure. Management described processes to resolve complaints, although stated they would only provide an apology if fault was acknowledged and would otherwise provide an explanation. It is noted this was not in line with the Open disclosure policy, reflecting required steps including apologising. Consumers and representatives provided examples of appropriate action taken to resolve complaints, and this was reflected in recorded complaints.

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.
	Compliant

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Compliant

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Compliant

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

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Compliant


Findings
This Quality Standard is assessed as Not compliant as one of the 5 Requirements has been assessed as Not compliant.
Requirement 7(3)(d)
The Assessment Team recommended Requirement 7(3)(d) Not Met as staff could not demonstrate sufficient knowledge relating to obligations within the Quality Standards, particularly in relation to restrictive practices, mandatory reporting through the Serious Incident Report Scheme, and open disclosure. Furthermore, staff could not recall when they last received training on these topics. The Site Audit report states management disagreed there were staff knowledge gaps, however, provided evidence of continuous improvement activities to address this.
The Approved Provider’s response does not directly refute this finding, agreeing staff may not have knowledge about open disclosure as there were many new staff and knowledge would depend upon the individual. They advise these findings were accepted during the Site Audit, demonstrated through the developed continuous improvement activities to provide staff training. indicating they do not consider it reasonable for all staff have the same level of knowledge or responsibility, providing examples of expectations dependent upon roles and experience. The provided list of improvement actions does not specifically reference training, however include ‘training notes’ relating to the identified topics.
I acknowledge the Approved Provider’s response, agreeing with feedback from the Assessment Team relating to variation in staff knowledge. I note the Continuous improvement plan submitted within the response is not a complete document, and I am unable to consider the likely effectiveness of activities or intended completion dates within my decision. Whilst the Approved Provider confirmed awareness of staff knowledge gaps, they could not demonstrate plans to remedy this prior to receipt of the Assessment Team’s feedback. Whilst I acknowledge variation in staff knowledge is reasonable dependent upon roles and responsibilities, the Approved Provider’s response fails to recognise that all staff have some level of obligation within the Quality Standards. Furthermore, examples to explain why it is reasonable for knowledge and understanding to vary by roles and experience are anecdotal rather than evidenced within policies, procedures, or position descriptions. 
The Approved Provider’s response fails to recognise the service had not correctly identified locked doors as a potential restrictive practice, nor does not demonstrate intention to change posture, including through staff education. I am not confident the Approved Provider understands the deficit or has planned sufficient relevant actions to address this. The organisation needs to ensure members of the workforce are supported, skilled, and ready to carry out their roles and I do not find the evidence before me demonstrates staff have sufficient understanding of legislated obligations under the Quality Standards. 
For these reasons, I find Requirement 7(3)(d) Not compliant.
Based on the evidence before me, I have determined the other Requirements of Standard 7 Human resources are compliant.
Consumers, representatives, and staff said there were sufficient staff to deliver consumer care in a timely manner. Management explained processes to monitor the mix and number of staff and fill vacant shifts. Rostering documentation demonstrated shifts were generally filled, and legislative requirements for nursing hours were met, with auditing of care minute delivery.
Overall, consumers described interactions with staff as being kind, caring, and respectful, with one consumer explaining appropriate action was taken when they reported otherwise. Staff explained how they demonstrated respect and recognised consumers as individuals. Management outlined the service’s goal to respect consumers and diversity and said staff interactions formed part of daily performance monitoring.
Management said they determine staff competency and capability through recruitment processes, which include background checks. Staff records demonstrated consideration of qualifications, knowledge, and experience in line with documented position descriptions, with necessary checks undertaken, such as professional registration, security clearance, and right to work documentation. 
Management explained formal performance review processes for staff during probationary period, becoming annually thereafter. Staff confirmed they underwent performance appraisals in line with policy and explained oversight and monitoring of performance of peers. Staff also considered they received enough support from management and senior staff to continually improve skills and knowledge or could ask for help if required. Personnel files evidenced monitoring of staff performance through documented appraisals, training certificates, and file notes where performance discussions had been undertaken.


Standard 8
	Organisational governance
	

	Requirement 8(3)(a)
	Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
	Compliant

	Requirement 8(3)(b)
	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
	Compliant

	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.
	Not Compliant

	Requirement 8(3)(d)
	Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
	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
This Quality Standard is assessed as Not compliant as 2 of the 5 Requirements have been assessed as Not compliant.
The Assessment Team recommended requirements 8(3)(c) and 8(3)(e) Not Met. 
Requirement 8(3)(c)
Requirement 8(3)(c) was recommended Not Met as the Assessment Team reported deficiencies in assessing and identifying environmental restraint for consumers unable to exit the service independently which was considered reflective of poor regulatory compliance governance practices. Furthermore, management advised they ‘completely disagreed with current legislative definition of environmental restraint’. Overall, appropriate workforce governance systems were demonstrated through effective recruitment processes and monitoring of performance, however, inconsistencies in staff knowledge relating to restrictive practices, Serious Incident Response Scheme reporting obligations, and application of open disclosure had been identified but not addressed by management as outlined within Standard 7 Requirement 7(3)(d). Although the Continuous improvement plan contained improvement activities arising from incidents and Quality indicators, management could not demonstrate they were following their own processes to use feedback and complaints to improve the quality of care and services.  
The Approved Provider’s response points out Requirement 8(3)(c) is ‘a big area’, stating they assume provided materials relating to open disclosure, Serious Incident Report Scheme, and restrictive practice are suitable. Whilst there is intention to review and/or rewrite policies with introduction of new legislation and standards, they reference there may be need to address in the interim.
I acknowledge the Approved Provider’s response. I note the Continuous improvement plan submitted within the response is not a complete document, and I am unable to consider the likely effectiveness of activities or intended completion dates within my decision. 
I find the evidence before me does not demonstrate the governing body has effective organisation-wide governance systems, particularly in relation to regulatory compliance. Risks and responsibilities have not been effectively recognised within management’s comments or the Approved Provider’s response. Systems in place did not ensure the organisation was complying with all relevant legislation, regulatory requirements, and guidelines. This was reflected within responses relating to the locked door representing environmental restraint, with management stating they disagreed with the legislative definition, and the Approved Provider’s response and proposed authorisation that requests permission to prevent consumers from exiting rather than determine individual risks and strategies for consumers. Failures of the governance processes relating to understanding and informing regulatory compliance is further evidenced within the ‘education/training notes’ for the Serious Incident Response Scheme incorrectly referencing inappropriate use of restrictive only applied to use of chemical and physical restraint, which is not in line with legislative requirement which references it applies to all 5 forms of restrictive practice.  
Workforce governance systems and processes had not ensured action was taken when it was identified staff did not have sufficient training to meet obligations within the Quality Standards, particularly relating to understanding restrictive practices and reporting requirements within the Serious Incident Response Scheme. Whilst the Approved Provider states they consider variation in staff knowledge dependent upon roles and responsibilities, examples were anecdotal rather than evidenced within policies, procedures, or position descriptions.
I consider evidence relating to the Continuous improvement plan not being informed through documented feedback and complaints related to management actions rather than reflective of governance processes, and is more relevant to my finding within Standard 6 Requirement 6(3)(d). 
For these reasons, I find Requirement 8(3)(c) Not compliant.
Requirement 8(3)(e)
The Assessment Team recommended Requirement 8(3)(e) Not Met due to deficiencies in staff knowledge relating to restrictive practices and open disclosure. Assessment and planning processes had not consistently identified potential for consumers to be subject to environmental restraint if they could not independently exit the service, and the Restraint policy updated in January 2024 did not reference mechanical restraint. Management advised they ‘completely disagreed with current legislative definition of environmental restraint’, failing to acknowledge the potential and associated risks for consumers being unable to independently open secured doors as being subject to restraint. 
The Approved Provider has not specifically refuted findings in Requirement 8(3)(e), however, state they ‘hope the ‘education’ already outlined will be sufficient to pass’. 
I acknowledge the Approved Provider’s response and intended improvement actions. I note the Continuous improvement plan submitted within the response is not a complete document, and I am unable to consider the likely effectiveness of activities or intended completion dates within my decision. 
I find the evidence before me does not demonstrate a framework to support the provision of best practice clinical care, particularly in relation to restrictive practices. The Approved Provider’s response does not demonstrate that policies, procedures, and training are available to support actions of all staff to recognise and minimise use of restraint. Whilst the proposed education/training notes reflect the legal implications including consumer rights, and potential for false imprisonment and deprivation of liberty, this is contradicted by management advising they did not intend to assess consumers individually, instead implementing a blanket approach to environmental restraint with the same authorisation used for each consumer. Wording in the proposed environmental restraint authorisation seeks permission for consumers ‘at risk’ to be prevented from exiting but does not demonstrate how individual risk would be determined, nor show understanding of obligations to ensure restrictive practice is used as a last resort after trialling other strategies.  
For these reasons, I find Requirement 8(3)(e) Not compliant.
Based on the evidence before me, I have determined the other Requirements of Standard 8 Organisational governance are compliant.
Consumers and representatives gave examples of their engagement with the development, delivery, and evaluation of care and services. Management outlined processes to engage consumers, such as feedback pathways, care plan reviews, food focus groups, surveys, and conversations with staff. Management explained the 6 monthly consumer meetings were recommencing and demonstrated consultation and efforts to form a Consumer advisory body, although this had not generated sufficient interest to succeed. 
Management described the involvement of the governing body in oversight and delivery of care and services, informed through reporting mechanisms of incidents, feedback, and clinical data. The Board was made up of community members and included individuals with clinical understanding for oversight. Management said Board members were visible and accessible to consumers, representatives, and staff, and this was verified within consumer feedback. Meeting minutes evidenced discussion of service performance to monitor compliance with the Quality Standards. 
Management explained the risk management framework, outlining how it supported risks to be identified and managed. Whilst staff were aware of reporting structures and method to report incidents, not all were aware of mandatory reporting requirements under the Serious Incident Response Scheme, however, said they would escalate concerns to management. The Approved Provider’s response did not correctly recognise requirements to report all forms of restrictive practices to be reported through the Serious Incident Response Scheme, focusing only on chemical and physical restraint, however, at this time I consider my findings for Requirement 8(3)(c) is sufficient to address the omission.
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