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This performance report
This performance report for Doutta Galla Avondale Heights Aged Care Facility (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 provider’s response to the assessment team’s report received 23 January 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
	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 provider ensures assessment and planning includes consideration of consumers risks and is used to inform care and services.
· Requirement 5(3)(b): The service ensures consumers can move freely inside and outside the service, and consumers residing in the secured memory support unit are afforded safe access to the secured outdoor area.
· Requirement 6(3)(c): The provider ensures staff are aware of their responsibilities to within complaints management processes, including use of an open disclosure process, and the provider demonstrates appropriate responsive action is taken when things go wrong. 
· Requirement 6(3)(d): The provider ensures all feedback is recorded through the feedback system in line with procedures to ensure areas for improvement are identified, monitored, and actioned.
· Requirement 8(3)(e): The provider ensures there is an effective Clinical Governance Framework in place which encompasses up-to-date and best practice policies relating to the minimisation of restrictive practices.
· 

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 Standard has been assessed as Compliant, as 6 of the 6 Requirements have been assessed as Compliant. 
Consumers and representatives said staff treat consumers with dignity and respect, are familiar with their identity and what is important, and they feel valued as individuals. Staff spoke of consumers in a respectful manner, and explained how they consider consumers’ life stories and backgrounds to deliver tailored care. Care planning documentation reflected the diversity, history, and preferences of each consumer.
Staff explained how they supported delivery of culturally safe care and services and demonstrated awareness of consumers’ cultural needs aligned with care planning documentation. Consumers explained supports to participate in cultural activities of importance to them. Available policies and procedures included a diversity and inclusion policy reflecting the commitment to create a culture that is diverse and inclusive, respecting and celebrating differences.
Consumers said they are supported to maintain relationships of choice, given choices relating to the provision of care, and staff respect their decisions. Staff could describe how they support consumer choices, and provided example aligned with information on consumer preferences documented within care planning documentation. Policies and procedures outlined strategies to foster choices and enhance independence, including listening, revisiting decisions, and updating care plans regularly.
Consumers described how they were supported to live their best lives, including undertaking activities with associated risks. Staff demonstrated awareness of risks taken by consumers and outlined their responsibilities to develop and implement mitigating strategies. Assessment of risk was captured within a Dignity of risk form, demonstrating consumer consultation on identified risks and strategies. 
Consumers and representatives explained they receive written information and verbal reminders to inform choices, such as activities schedules and menus. Staff explained information is also displayed on whiteboards and walls, and they consult with consumers to capture choices. Management explained updates could be communicated through the newsletter. Activity schedules were available and displayed in multiple languages to meet consumer needs.
Consumers said their privacy was respected, with staff knocking on doors and ensuring care is performed in private. An information management policy outlined actions to keep information confidential. Consumer information was stored in monitored areas and computers were secured when not in use. 



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 Standard has been assessed as Non-Compliant, as one of the 5 Requirements has been assessed as Non-Compliant. 
Requirement 2(3)(a)
The Assessment Team recommended Requirement 2(3)(a) Not Met as assessment and planning processes had not considered whether locked front doors resulted in consumers being subjected to environmental restraint. As individual assessment processes had not been undertaken, risks had not been identified, strategies had not been developed, and consent had not been obtained for the use of environmental restraint. Improvement activities were developed to undertake assessments for each consumer to determine who may be subject to restrictive practices, with management saying they would find a way to support consumers leave independently if they wished to but did not detail how they will identify and manage consumers not deemed safe to leave independently.
The provider’s response disagrees with the recommendation, as staff were familiar with assessment of restrictive practices which is demonstrated within assessment of environmental restraint for consumers within the memory support unit. However, the provider acknowledges opportunities for improvement in considering the impact of the locked door for consumers not already identified as environmentally restrained. Improvement actions include undertaking a Assessment will be undertaken for consumer’s capacity to have unrestricted access through the front door, with Dignity of risk assessment for consumers who wish to leave the service independently, and restrictive practices authorisations obtained for consumers who are assessed as unsafe. Other activities include providing education to staff on restrictive practices, and consultation will be undertaken with consumers and representatives, particularly given the known risk factors in the environment external to the service. Documentation relating to restrictive practices will be consolidated into one policy. 
I acknowledge the provider’s response and improvement actions. Whilst consumers within the memory support unit were identified as subject to environmental restraint, I find assessment and planning processes were not used to determine whether other consumers were subject to environmental restraint, despite consumers not being able to access the environment external to the service due the secured front door. Associated risks to each consumer’s safety, health, and well-being had not been assessed, discussed with the consumer, and included in care and services documentation. Whilst the provider has acknowledged opportunities for improvement, and commenced continuous improvement activities, these will need time to embed and evaluate for effectiveness. 
For the reasons outlined above, I find Requirement 2(3)(a) Non-Compliant. 
I have assessed the other Requirements in this Standard as Compliant. 
Care planning documentation include consumer needs and preferences reflective of consumer feedback. Staff explained, and consumers and representatives confirmed, discussions on advance care planning and end-of-life wishes commenced from admission, with understanding not everyone is ready to consider at this time, and this is reviewed during care plan reviews or as required. 
Consumers and representatives said staff involve and work with them within assessment and planning processes. Staff explained active collaboration with consumers, representatives, and other providers of care and services during routine assessment and planning processes and following incident or change in consumer condition. Outcomes of assessments and case conferences were reflected in care planning documentation and within the care and services plans. Policies and procedures guide staff to partner with consumers and other nominated representatives or providers within assessment and planning.
Management and staff explained how they verbally communicated outcomes of assessment and planning to consumers and representatives, and a copy of the care plan is routinely offered and available any time. Whilst not all consumers and representatives could recall being offered or made aware they could access a copy of the care and services plan, all reported sufficiency of communication about assessment and planning outcomes. Documentation recorded summary of care outcomes were communicated with consumers and representatives, and a copy of the care and services plan was routinely offered, with management saying they would remind consumers and representatives of accessibility in the next newsletter. 
Staff explained care and services plans are reviewed every 3 months, unless required earlier due to change or incident, which aligned with policies and procedures. Care planning documentation confirmed care and services plans were reviewed in line with the service’s policy. 


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 Standard has been assessed as Compliant, as 7 of the 7 Requirements have been assessed as Compliant. 
Overall, consumers and representatives said consumers receive personal and clinical care that is tailored to their needs and preferences. Where representatives raised concerns about provision of care or timeliness of medication administration, documentation supported delivery of safe and effective care, and staff demonstrated awareness of consumer care needs and management strategies. The provider’s response also references improvements to strengthen practices following feedback. Although sampled pressure injuries were not identified in early stages, wound care documentation demonstrated use of best practice principles. 
The service did not always identify use of environmental restraint, considered within my decisions for Standard 2 Requirement 2(3)(a) and Standard 8 Requirement 8(3)(e). The use of chemical restraint for one consumer had not been considered within documentation and reporting. The provider’s response acknowledges areas for improvement and includes evidence of actions taken in response to feedback and/or included within the Continuous improvement plan. The Assessment Team reported documentation demonstrated alternate strategies were trialled in response to changed behaviours, medication was used as a last resort, and representatives were kept informed, in line with legislative expectations. 
Staff explained risks for consumers and described responsive strategies used to manage and minimise risk, reflective of information captured within consumers’ care planning documentation. Most consumers and representatives expressed satisfaction with the management of consumer risks, although some representatives expressed concern over injuries and wounds experienced by consumers. Care for consumers with identified risks included mitigating strategies, observed to be applied in line with care planning documentation. 
Staff explained how they provide end-of-life care, focusing on comfort, pain management, and emotional support. Care planning documentation for a late consumer demonstrated comfort and pain were managed, and recorded end-of-life wishes were honoured, with representative feedback reflecting staff keeping them well informed, and ensuring all needs were met.
Care planning documentation outlined identification of deterioration and changes with responsive actions. Staff described how they monitor consumers for change or deterioration and reporting of concerns through escalation processes. Policies and procedures outlined staff responsibilities for assessment, monitoring, and referrals following identification of change or deterioration, with a copy kept in the nurses’ station for ready access.
Consumers and representatives said communication with and between staff is effective. Staff explained communication processes, such as documentation within progress notes, verbal handover periods, and night shift ensure key consumer updates are displayed on a whiteboard in the staffroom. Providers, such as Allied health staff, said they receive updates through referrals, monitoring of incidents, and verbal conversations. 
Consumers and representatives said they are consulted when referrals are made. Staff explained how assessments ensured suitable referrals were made, and referral processes. 
Staff demonstrated understanding of steps to minimise use of antibiotics and were observed using precautions to prevent and control infection, such as use of screening processes for staff, visitors, and consumers, wearing personal protective equipment, and isolating unwell consumers. One representative said staff did not remove gloves after assisting consumers in the toilet, with management confirming responsive provision of further training in infection and control processes. The Infection prevention and control lead outlined their role responsibilities, including conducting environmental audits and monitoring handwashing competency. Guidance documentation included policies and procedures, as well as outbreak management plans. 
 

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 Standard has been assessed as Compliant, as 6 of the 6 Requirements have been assessed as Compliant. 
Requirement 4(3)(f)
The Assessment Team recommended Requirement 4(3)(f) Not Met, as consumers feedback expressed dissatisfaction with the variety and temperature of food being served. Some consumers described the menu as repetitive, others complained about temperature, and meals were not served on time. Management was unaware of concerns about variety of meals, but acknowledged complaints regarding food temperature, with staff saying this is impacting consumers dining in their rooms rather than the dining areas. 
The provider’s response states they disagree with statements reflecting consumers are not provided sufficient variety of meals and are served cold at times. Menus are developed to meet dietary, nutritional, and cultural requirements of consumers and provide seasonal variations, and consider the information captured in consumer preferences. Feedback on the 4-weekly rotating menu is sought through consumer meetings, and requests for updates reviewed by the Dietitian and approved by management. An internal review of feedback about food does not demonstrate consensus of consumer opinions about changes to the menu, with some consumers saying they want more of a dish and others wanting less of it. Monitoring of consumer consumption of meals is undertaken and discussed with clinical staff, and kitchen staff discuss alternate meals with consumers who do not like available options. Meal temperatures are checked and logged, and consumers dining in their rooms are served in thermal regulated holders, although consumers in rooms may choose not to eat immediately which would impact temperature drop.
Continuous improvement activities have been developed in response to feedback, including audit of temperature of meals served in consumer rooms, completed in December 2023, and ongoing weekly review of feedback provided to kitchen staff to ensure recording and actioning of complaints. The outcome of the audit of meal temperatures has not been included, records of temperature monitoring have been provided for 28 September, 29 September, 21 October, and 22 October 2023. 
I acknowledge the provider’s response and improvement activities. I have considered the Assessment Team’s assessment of the menu reflected variation and a choice available. I have also placed weight on the fact consumers expressing dissatisfaction with the variety of meals had not raised concerns with management and did not raise specific examples of changes to meet preferences. 
However, I do not find the provider’s response has sufficiently addressed feedback relating to the temperature of meals. The submitted temperature log measures temperature required for safety, however, does not reflect what temperature the food is when served, nor account for potential variation in temperature between Bain-maire service and delivery to room. The provider has not submitted the outcome of the audit undertaken in December 2023. Although I do not find the evidence before me demonstrates this to be a systemic issue affecting all consumers, I would strongly encourage the provider to continue to work with consumers to ensure the variety of meals presented is in line with preferences and served at a temperature to enhance the quality of the dining experience.
Based on the evidence before me, I have assessed Requirement 4(3)(f) as Compliant.
I have assessed the other Requirements in this Standard as Compliant. 
Care planning documentation captured consumer needs and preferences to inform services and supports. Whilst consumers and representatives were mostly satisfied with available services and supports, unresolved complaints relating to laundry were raised by several consumers and/or representatives due to damaged or missing laundry items, considered with findings in Standard 6. Staff demonstrated familiarity with supports for consumer’s needs, goals, and preferences.
Consumers said the service connects them to religious services or involves them in activities to support emotional wellbeing and feel less lonely. Staff said they observe consumers for emotional changes and take supportive actions if they identify a low mood, such as spending time talking and making sure the consumer is fine. Care planning documentation included consumer needs and preferences for social, emotional, and spiritual supports.
Consumers described how they are supported to maintain relationships, and management detailed available options to maintain contact with families. Lifestyle staff said they organise activities in the community as well as within the service and adjust activities schedules based on consumer feedback and preferences. 
Consumers and representatives said information about consumers is effectively shared, for example, dietary needs are known. Management said they ensure changes in consumer condition are updated in care plans and communicated, including to kitchen and lifestyle staff. 
Staff explained how they networked with local providers to ensure appropriate and timely referrals, for example, volunteers for consumers at risk of isolation. Care planning documentation referenced when referrals were made.
Consumers said there was sufficiency of suitable equipment, they felt safe using it. Staff explained how equipment is maintained and clean, and readily available. Provided equipment was observed to be in good condition and clean.  


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 Standard has been assessed as Non-Compliant, as one of the 3 Requirements has been assessed as Non-Compliant. 
The Assessment Team recommended Requirement 5(3)(b) Not Met. Whilst most consumers, representatives said the service is kept clean and safe for consumers, consumers were unable to move freely through indoor and outdoor areas. Doors in the memory support unit leading to outside areas were kept locked with consumers observed to be banging on windows and doors. The service’s front door was secured by a keypad without sharing the code with consumers or representatives, and a sign placed stating doors would only be opened if consumers were escorted by staff or a family member. Soiled chairs and unclean furniture were observed outside the laundry room in a corridor used by consumers, with management saying they were waiting cleaning and removing items after this was identified as an issue.
The provider’s response states they do not agree with the findings. They state the environment is safe and comfortable, the soiled furniture had been placed in the corridor due to a scheduled Christmas party to avoid obstructing free movement of consumers and families. The items were moved once brought to the attention of management, and infection control protocols are taken seriously. A continuous improvement activity has been raised and actioned to purchase a spot cleaner, and a new process implemented to ensure soiled furniture is removed and cleaned as soon as possible. 
In response to the restrictions to free movement of consumers, consumers within the memory support unit have had a restrictive practice assessment and authorisation of environmental restraint. The provider acknowledges opportunity for improvement in education and understanding of restrictive practice and will engage an expert to develop and provide training and review assessment processes. Automatic controls on courtyard doors have been changed to reflect daylight savings hours. The sign at the front door has been rephrased to better reflect intent of ensuring consumer safety.  
I acknowledge the provider’s response and improvement actions. The evidence relating to soiled chairs is better aligned to Requirement 5(3)(c), and I have considered it accordingly. Whilst the provider’s response reflects changes to automatic door times, there is no information on why consumers in the memory support unit were unable to access outdoor areas during the Site Audit, conducted within business hours. Furthermore, whilst I acknowledge the intent of secured front door relates to consumer safety, the service did not identify this restricted free movement of consumers, meeting definition of environmental restraint under the Quality of Care Principles 2014. I have considered actions relating to assessment and planning within Standard 2 Requirement 2(3)(a), however, I find the service environment did not enable consumers to move freely indoors and outdoors.
For these reasons, I find the service Non-compliant in Requirement 5(3)(b).
I have assessed the other Requirements in this Standard as Compliant. 
Consumers and representatives said they have a say in the environment, creating a sense of belonging. Management and staff described aspects of the service to optimise independence and wayfinding. Communal areas were available for consumer and visitor interactions, with sufficient lighting, and signage and handrails to enable independent navigation.
Staff explained processes for cleaning and maintaining equipment, furniture, and fittings, and how they were assessed to be suitable for consumers. Whilst the Assessment Team identified a number of soiled chairs that had not been removed from accessible areas, I acknowledge the provider’s awareness of impact with infection control practices, and responsive purchase of new equipment with development of new processes to prevent recurrence. Maintenance logs demonstrated equipment was up to date with preventative servicing, and cleaning schedules were completed daily. 


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.
	Not Compliant

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


Findings
This Standard has been assessed as Non-Compliant, as 2 of the 4 Requirements has been assessed as Non-Compliant. 
Requirement 6(3)(c) and 6(3)(d)
The Assessment Team recommended Requirement 6(3)(c) and 6(3)(d) Not Met as complaints were not consistently being recorded in the electronic management system. Consumers and representatives said the service is not timely in addressing feedback or resolving complaints. Unresolved complaints relating to access/security and laundry were raised by several representatives, saying they had consistently provided feedback, but nothing changed. The deficiencies in records resulted in the service’s failure to identify trends, and the Continuous improvement plan was not consistently used to identify and drive improvements. Management acknowledged some complaints had not been addressed or resolved in a timely manner. 
The provider’s response acknowledges the recording practices are not in adherence with the organisational policy and identified improvement opportunities relating to the recording of complaints, particularly those made verbally to staff. Continuous improvement actions have been developed to ensure feedback is recorded, reviewed weekly for compliance, analysed for trends, and reported monthly to the organisation. The Corporate support office will identify recommendations for implementation. A follow up audit will be completed to discuss timeliness of response. Further actions include staff training and communication of trends within consumer meetings for discussion. 
I acknowledge the provider’s response and improvement actions. The provider has identified improvements for recording feedback and complaints and ensuring timeliness of response, introducing increased monitoring processes, and increasing communicating of trends. Whilst there is an audit being implemented to evaluate the timeliness of response, I would encourage improvement activities also focus on ensuring consumers and representatives consider the complaint to be resolved, in line with the Feedback and complaint handling policy. Whilst the provider has outlined continuous improvement activities, these will take time to embed into practice and evaluate for effectiveness. 
For the reasons outlined above, I find the service Non-Compliant in Requirements 6(3)(c) and 6(3)(d).
I have assessed the other Requirements in this Standard as Compliant. 
Consumers and representatives said they understood and felt comfortable to make complaints, giving examples of available methods for feedback. Management and staff described how consumers and representatives were encouraged and supported to provide feedback, including complaints. Feedback and complaints forms were observed to be readily available throughout the service, with ability to lodge anonymously through a locked letterbox.
Consumers and representatives were aware of available supports, including advocates and language services, and other methods for raising and resolving complaints. Management and staff were aware of how to engage language and advocacy services, and consumers received presentations from advocacy organisations to explain available services and supports. Information on advocacy bodies and complaint services were displayed in multiple languages and were promoted in the consumer newsletters. 

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.
	Compliant

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


Findings
This Standard has been assessed as Compliant, as 5 of the 5 Requirements have been assessed as Compliant. 
Whilst some consumers felt there would be benefit if there were more staff, most said staff were able to meet their care needs in a timely manner, with one consumer raising concerns saying it happened less now than in the past. Most staff said there were sufficient staff available to meet consumer needs, although afternoons could be a struggle. Management explained ongoing recruitment to build the workforce to meet consumer needs, mandatory care minutes, and nursing hours, with rostering demonstrated staffing numbers increasing over 2023. Systems are in place to ensure shifts are filled, including for unplanned absences, with sampled rostering demonstrating there were no unfilled shifts.
Staff interactions were observed to be kind, caring, and respectful, which reflected consumer feedback. Policies and procedures demonstrated the service’s commitment to recognise and respect consumer identity, culture, and diversity. Management advised all staff, including agency, undergo training on the Code of Conduct within orientation and induction programs.
Consumers and representatives described staff as competent and skilled. Management described how recruitment processes considered staff qualifications and knowledge. Monitoring processes ensured staff compliance with expectations outlined in position descriptions, such as maintaining police clearance, or holding necessary qualifications. 
Staff said they receive sufficient training and could demonstrate understanding of obligations to deliver outcomes within Quality Standards. Management described mandatory training, with processes to follow up staff with overdue modules, and ongoing training to meet consumer clinical and care needs. Some staff were unable to explain obligations under the Serious Incident Response Scheme, however, management demonstrated all staff attended annual training. 
Staff explained how their performance was monitored and reviewed. Some staff said there was consideration of removing formal appraisal processes and replacing them with ad-hoc feedback and addressing issues, and some staff said they had not had recent formal appraisal, although management said this was due to renaming the reviews and provided evidence of signed performance review. Documentation showed most staff were up to date with annual reviews. 

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.
	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 Standard has been assessed as Non-Compliant, as one of the 5 Requirements has been assessed as Non-Compliant. 
Requirement 8(3)(b)
The Assessment Team recommended Requirement 8(3)(b) Not Met, as reports provided to the Board were not an accurate representation of the current state of the service, due to deficiencies identified in complaint management processes and use of restrictive practices. 
The provider’s response disagrees with the recommendation, explaining the governance systems and qualitative and quantitative data available to inform decision making and ensure provision of safe, inclusive, quality care and services. Whilst there are areas for improvement, with continuous improvement activities developed, information on key performance areas is effectively reported and monitored by the Board.
I acknowledge the provider’s response and improvement actions. In coming to my decision, I have also considered other evidence provided, including the oversight of the governing body who are informed through reporting, emails, and meetings with management. The Chief executive officer described information reviewed by the Board and demonstrated awareness of other critical incidents. An audit program monitors compliance with the Quality Standards and the governing body includes specialised subcommittees to oversee compliance. 
Whilst I acknowledge improvements within reporting accuracy from the service, I find sufficient evidence to demonstrate the governing body has the structure, monitoring, oversight, and responsive processes to demonstrate compliance with Requirement 8(3)(b).
Requirement 8(3)(e)
The Assessment Team recommended Requirement 8(3)(e) Not Met, as the service had not considered whether locking the front service door on consumers resulted in environmental restraint. The service also had not identified use of chemical restraint for one consumer, despite care planning documentation demonstrating the medication was used in response to the consumer’s changed behaviour. Policies and procedures aligned with legislative requirements but were not being followed.
The provider’s response disagrees with the recommendation, stating they recognise environmental restraint within processes applied for consumers residing in the secured memory support unit, and staff demonstrated awareness of policies and procedures. Acknowledgement of improvements to assessment processes has been made, however, changes to access were made to meet state government guidance to reduce exposure to COVID-19. Assessment processes will be commenced for consumers, with potential provision of a swipe card to enable access, and families will be provided a door code which will be operational during core hours but still require staff assistance to enter after hours. The provider has undertaken a review of the use of chemical restraint for the named consumer, ceasing one medication, and stating the remaining medication is prescribed for ‘a mental health diagnosis, Dementia with BPSD’, and therefore is not chemical restraint. Improvement actions include monitoring of the restrictive practice register, and engagement of a restrictive practice expert to develop and guide education.
I acknowledge the provider’s response and improvement actions. However, I find the clinical governance framework was not effective in minimising use of restraint. Clinical monitoring and oversight had not ensured consumers were assessed for potential of environmental restraint due to the locking of the front doors.
The Quality of Care Principles 2014 defines chemical restraint as ‘the use of a medication or chemical substance for the purpose of influencing a person’s behaviour, other than medication prescribed for the treatment of, or to enable treatment of, a diagnosed mental disorder, a physical illness or a physical condition’.  Dementia and behavioural and psychological symptoms of dementia (BPSD) are not diagnoses within the recognised disease classification systems, such as the World Health Organisation’s International Classification of Diseases (ICD-11), or the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-5). The provider has not included any other evidence of diagnosed mental health disorders for the consumer, and whilst they acknowledge error made for one medication, now ceased, the remaining psychotropic medication is still being regularly used for changed behaviours described as agitation and aggression. 
Whilst the organisation’s clinical framework included policies and procedures reflective of legislative requirements, monitoring and oversight were not effective in ensuring assessments processes consistently identified and minimised use of restrictive practices for consumers. 
For these reasons, I find the service Non-Complaint in Requirement 8(3)(e).
I have assessed the other Requirements in this Standard as Compliant. 
Overall, consumers and representatives gave positive feedback on engaging with the service about care and services through feedback and meetings. Management explained methods through which consumers are consulted on the design, delivery, and evaluation of services, including consumer meetings and focus groups. The governing body has coordinated meetings with consumers to directly seek consultation and feedback, commencing January 2024.
Management described the organisation’s governance systems relating to key service areas, for example, financial governance included processes to increase expenditure to meet consumer needs. I consider the identified issues relating to feedback and complaints processes and assessment of restrictive practices arose from failure to follow policies, procedures, and training guidance material rather than deficiencies within the framework. 
Policies and procedures supported identification of risks, management of incidents, and identification and responding to abuse and neglect. Management explained actions taken to minimise risks, and obligations to report incidents, including through the Serious Incident Response Scheme. The incident register demonstrated systems and processes to record incidents. 
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