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This performance report is published on the Aged Care Quality and Safety Commission’s (the Commission) website under the Aged Care Quality and Safety Commission Rules 2018.

This performance report
This performance report for Doutta Galla Footscray Aged Care Facility (the service) has been prepared by D Utting delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

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


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

	Standard 3 Personal care and clinical care
	Not applicable as not all requirements have been assessed 

	Standard 7 Human resources
	Not applicable as not all requirements have been assessed 

	Standard 8 Organisational governance
	Not applicable as not all requirements have been assessed 


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
There are no specific areas identified in which improvements must be made to ensure compliance with the Quality Standards. The provider is required to actively pursue continuous improvement in order to remain compliant with the Quality Standards. 


Standard 2
	Ongoing assessment and planning with consumers
	

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

	Requirement 2(3)(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
The service was found non-compliant with Requirements 2(3)(a) and 2(3)(e) during a Site Audit conducted in October 2022. The service did not: 
· demonstrate effective processes to ensure assessment and care planning considered risk in relation to transmission-based precautions, behaviour support, and the use of a bed pole and smoking. 
· demonstrate effective processes to review the consumers care regularly following incidents or when circumstances impact needs or goals. 
The service has implemented corrective actions in response to the non-compliance identified at the October 2022 Site Audit which have been effective. 
In relation to Requirement 2(3)(a), consumers and representatives were satisfied that the assessment and care planning process considers the risks to the consumer’s health and well-being. Clinical staff demonstrated knowledge of consumers’ risks and described strategies used to ensure care is effective and minimises identified risks. Staff have attended infectious diseases and restrictive practices training. Consumer care documentation demonstrated care planning included the use of validated risk assessment tools and completion of 3-monthly reviews.
[bookmark: _Hlk137736478]In relation to Requirement 2(3)(e), consumers and representatives said they are satisfied with how the service reviews care and communicates with them when changes occur. The service has implemented the use of a consumer monitoring tool called ‘Stop and Watch’ when changes in consumers condition are identified. Staff interviewed described when they use this monitoring tool and how this tool identifies changes in consumers behaviour and/or health. Assessment and planning reflected regular review of care, following incidents or changes in consumers’ condition. Clinical staff interviewed described the types of reviews required depending on the incident or change in consumer care circumstances.
I have considered the information in the Assessment Team report and I am satisfied that the service is completing care planning in partnership with consumers, considering their risks and documenting strategies in alignment with their assessed needs. I am also satisfied the service has systems and processes in place to ensure that consumers with changed care needs or deterioration are reviewed and their assessed needs are documented to reflect changes to care delivery. I encourage the service to continue to embed these improvements into usual practice and continue to evaluate them for effectiveness. I find Requirements 2(3)(a) and 2(3)(e) are Compliant. 

Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	Compliant 

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


Findings
The service was found non-compliant with Requirements 3(3)(a) and 3(3)(b) during a Site Audit conducted in October 2022. The service did not 
· demonstrate that each consumer is consistently receiving best practice care in relation to restrictive practices, skin integrity and pain management. 
· demonstrate that high impact and high prevalence risks related to responsive behaviours, weight loss and falls were consistently identified, and mitigation strategies were considered and implemented. 
At the June 2023 Assessment Contact the Assessment Team found the organisation has implemented effective corrective actions in response to the non-compliance. 
In relation to Requirement 3(3)(a), the service has provided education and training to staff on restrictive practices, wound management, delivery of personal care and hygiene and pain assessment and monitoring. Consumers and representatives interviewed were satisfied with the consultation regarding restrictive practices and the management of pain. Consumers subject to restrictive practices were found to have consent in place and care planning documentation recorded triggers and strategies tailored to their individual needs. The service demonstrated the effective monitoring of pain. Consumer care documentation showed pain monitoring, the use of alternatives to analgesics for pain management and evaluation. Staff described pain management in line with the consumer’s pain management plans. Consumers with risks of pressure injuries were identified and responded to effectively. Care planning included assessment, strategies to mitigate the risks and completion of wound management documentation in line with policy. Staff explained how they refer consumers with slow to heal wounds to the medical practitioner and/or wound specialist for advice, and referrals were evidenced in consumers care plans. 
In relation to Requirement 3(3)(b), the service demonstrated effective processes to manage high impact or high prevalence risks associated with the care of each consumer, such as responsive behaviours, diabetes management, falls, and complex needs management. Consumers with changed behaviours were found to have an individualised behaviour support plan guiding staff in the safe management of the responsive behaviours. Non-pharmacological interventions and instructions for escalating care when behavioural interventions are unsuccessful were documented. The service is using validated assessment tools to identify consumers at risk of falling. Post fall interventions for sampled consumers included neurological observations, pain assessments, contact with representatives and referral to medical practitioner and physiotherapist for review. The Assessment Team observed review of incidents by clinical staff, and new interventions implemented.
I have considered the information in the Assessment Team report and I am satisfied that the service is delivering care that is tailored to the consumers’ needs and optimises their quality of life. I am also satisfied the service is identifying high impact and high prevalence risks and effectively assessing the consumers mitigation strategies to minimise incidents and impact. I encourage the service to continue to embed these improvements into usual practice and continue to evaluate for effectiveness. I find Requirements 3(3)(a) and 3(3)(b) are Compliant. 

Standard 7
	Human resources
	

	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 


Findings
[bookmark: _Hlk139897360]The service was found non-compliant with Requirement 7(3)(c) during a Site Audit conducted in October 2022. The service did not:
· demonstrate staff were effectively assessing and identifying consumers care needs and risks, specifically in relation to prompt identification of pressure injuries and the risks associated with using a bed pole.
[bookmark: _Hlk141189404]At the June 2023 Assessment Contact the Assessment Team found the service has implemented effective corrective actions in response to the non-compliance. 
The service demonstrated it engaged an external auditor to complete a review of clinical and care practices. The clinical governance and quality teams have responsibility to drive the improvements identified in the review. Improvements include the introduction of an electronic audit process to ensure that clinical audits are completed in a timely manner and tasked to appropriate clinical staff. Audits include personal care and clinical care, wound care, medication compliance and nutrition and hydration. The Assessment Team review of audit schedules showed they are tasked appropriately. Progress notes are reviewed daily with wounds being audited on a weekly basis by a registered nurse to identify any risks and gaps in consumer care. 
Care staff confirmed they have received training in relation to care planning and restrictive practices and were able to demonstrate knowledge of restrictive practices including bed poles. Clinical staff described the definition of restrictive practices including bed pole use.  The Assessment Team reviewed the training records for clinical and care staff and observed attendance records relating to clinical portfolio roles and responsibilities, SIRS, and restrictive practices.
I have considered the information in the Assessment Team report and I am satisfied that the service is ensuring that the workforce is trained to effectively perform their roles and has processes in place to identify and address staff knowledge gaps.  I encourage the service to continue to embed these improvements into usual practice and continue to evaluate for effectiveness. I find Requirement 7(3)(c) is Compliant. 

Standard 8
	Organisational governance
	

	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.
	Compliant


Findings
The service was found non-compliant with Requirements 8(3)(d) and 8(3)(e) during a Site Audit conducted in October 2022. The service did not:
· demonstrate how high prevalence risks are monitored and reviewed and strategies implemented to effectively manage and reduce the risk to consumers. 
· demonstrate what constituted a restrictive practice and, in some cases, informed consent was not obtained before commencing a restrictive practice.
At the June 2023 Assessment Contact the Assessment Team found the service has implemented effective corrective actions in response to the non-compliance. 
In relation to Requirement 8(3)(d), the service demonstrated an effective risk management system in use. The service has implemented an electronic ‘High Risk High Prevalence Register’ to record consumers with identified high risks. This is used to track the management of consumers at risk and provides oversite to ensure reviews are completed. There is also a clinical case conference process in place which reviews care plans and consent assessments for compliance. The service completes audits of progress notes and incidents to ensure compliance relating to consumer care assessments and SIRS reporting. Staff and management interviewed could provide examples of these risks and describe how they are managed within the service.
In relation to Requirement 8(3)(e), the service has a clinical governance framework in place and management provided specific policies in relation to minimising the use of restrictive practices and open disclosure. The service has undertaken an audit of consumer behaviour support plans to ensure compliance around restrictive practice guidelines. Management and staff demonstrated a practical understanding and application of each of these policies and there are processes to monitor the effectiveness of the system. The Assessment Team confirmed that consumers subject to restrictive practices had documented informed consent present in the electronic information management system. Care staff said they had received ongoing education and practical training in restrictive practices.
I have considered the information in the Assessment Team report and I am satisfied that the service has implemented improvements to ensure there is an effective risk management system in place and a clinical governance framework. I am satisfied the Approved Provider will continue to embed these improvements into usual practice. I find Requirements 8(3)(d) and 8(3)(e) are Compliant.  
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