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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 Dunmunkle Lodge Hostel (the service) has been prepared by C Spiller, 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
· the provider’s response to the assessment team’s report received 14 April 2023
· 

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

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

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

	Standard 7 Human resources
	Non-compliant 

	Standard 8 Organisational governance
	Non-compliant 


An Assessment Contact was conducted 28 March 2023 to 29 March 2023. The Assessment Team assessed Requirements 1 (3)(d), 2 (3)(a), 2 (3)(b), 2 (3)(c), 2 (3)(d), 2 (3)(e), 3 (3)(a), 3 (3)(b), 3 (3)(d), 3 (3)(e), 7 (3)(a), 7 (3)(c), 8 (3)(c), and 8 (3)(d), after the service was found to be non-compliant in relation to these Requirements following a Site Audit conducted 14 June 2022 to 17 June 2022.
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 7(3)(c)- The service ensures staff undertaking male catheterisation have the knowledge and competence to do so.
Requirement 8(3)(d)- The service ensures effective risk management systems and practices, including but not limited to a coordinated incident recording system supported by robust policy and guidance is in place.

Standard 1
	Consumer dignity and choice
	

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


Findings
This Requirement was found non-compliant following a Site Audit on 14 June 2022 to 17 June 2022. The service was unable to demonstrate consumers were being supported to take risks in order for them to live their best lives. Care planning documentation did not evidence consideration of and/or discussion of risk and possible harm or benefits were explained to consumers. Consumers wanting to access the community independently were not always supported by the service and consumers whose preference is to consume meals unsupervised had not had the risk assessed or consideration of harm minimisation strategies implemented.
During the Assessment Contact, on 28 March 2023, the Assessment Team found the service has implemented several actions in response to the non-compliance identified including ensuring consumers are appropriately assessed for risk, documentation is linked to their care plan, review by a review is undertaken every six months. The Assessment Team reviewed documentation and interviewed staff, that demonstrated how the process is undertaken in relation to a number of consumers at the service.
As a result, and with consideration to the implemented actions and available information I am satisfied the service is now compliant with this Requirement.

Standard 2
	Ongoing assessment and planning with consumers
	

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

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

	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
Requirements 2(3)(a), 2(3)(b), 2(3)(c), 2(3)(d) and 2(3)(e) were found non-compliant following a Site Audit from 14 June 2022 to 17 June 2022.
In relation to Requirement 2(3)(a) the service was unable to demonstrate comprehensive assessment and planning for consumers, including consideration of risks to health and well-being. Care planning documentation did not always evidence that planning and assessment informed the delivery of safe and effective care and services.
In relation to Requirement 2(3)(b) the service was unable to demonstrate assessment and planning that identifies current needs, goals and preferences for all consumers in all areas of care. Consumer care plans were not consistently reviewed following changes in consumers’ health and function. Clinical care plan documentation contained generic, automated statements and was not always personalised to consumers.
In relation to Requirement 2(3)(c) the service was not able to provide evidence that processes are in place to engage with consumers and/or the representatives that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services.
In relation to Requirment2(3)(d) the service was unable to demonstrate it effectively communicated the outcomes of assessment and planning to consumers and/or their representatives. Representatives expressed their dissatisfaction with the availability and accessibility of care plans. Sampled consumer files did not contain documentation that care planning consultations had occurred.
The service has implemented several actions in response to the non-compliance identified during the Site Audit from 14 June 2022 to 17 June 2022 which have been overall effective.
During the Assessment Contact 28 March- 29 March 2023 the service demonstrated evidence of:
· how they undertake assessments when consumers enter the service, and a consistent process to capture the relevant information that ensures safe and effective care and service delivery. Care planning documentation shows a range of validated clinical risk assessment tools are completed on entry.
· consistent assessment and planning that identified current needs, goals and preferences for all consumers. Consumers’ clinical care documentation contained management plans that enable care interventions to be documented and evaluated.
· advanced care directives and end of life plans were generally appropriate for sampled consumers and accessible for staff with each consumer’s electronic profile containing the information that an advanced care directive exists for the consumer.
· a more robust and formalised schedule around care conferencing to capture the input of the consumers and/or their representatives. The reviews conducted by the clinical care manager are both reactive to changes in health status/function, as well as planned.
· visiting health professionals such as dieticians and speech pathologists are instructed to enter information, as appropriate, on the consumers’ progress notes as well as completing assessment documentation to be uploaded onto the consumers’ care plan profiles.
· how they undertake reviews and monitor the effectiveness of care and services plans when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
The  Assessment Team noted that formal and informal representative contact was occurring in consultation with consumers following incidents or changes in health. Overall consumer representatives expressed satisfaction that the service kept them well-informed about the assessments and care planning.
As a result, and with consideration to the implemented actions and available information I am satisfied this Requirement is now 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 

	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 


Findings
Requirements 3(3)(a), 3(3)(b), 3(3)(d) and 3(3)(e) were found non-compliant following the Site Audit 14 June 2022 to 17 June 2022 as the service was unable to demonstrate:
· each consumer’s pain management, skin integrity or restrictive practices was best practice, tailored to their needs or optimised their health and well-being
· management of high impact or high prevalence risks such as clinical monitoring after an alleged incident of physical abuse, and management of consumers’ fluid balance, diabetes, blood pressure and falls
· how they managed the physical deterioration of a consumer in a timely manner
· information regarding consumers is effectively communicated throughout the service.
During the Assessment Contact 28 March - 29 March 2023 the Assessment team found the service has implemented actions that demonstrate improvement in the delivery of safe and effective care and services as specified in the plan for continuous improvement (PCI).
All consumers sampled indicated satisfaction with the individualised personal and clinical care they receive. File review and feedback from staff demonstrate that consumer wounds, pain, and use of restrictive practices are assessed, managed, monitored, and reviewed. The service maintains a psychotropic register and demonstrates its effective review.
All consumers and their representatives expressed satisfaction with how the service identifies and manage consumers’ clinical risks. High-impact and high-prevalence risks are reviewed at the clinical governance committee of the Board of management who meet bi-monthly. During the clinical governance meetings and the Board of management meetings, more in-depth discussions relating to risks are spoken about and logged.
Consumers and their representatives stated they are satisfied and confident with staff knowledge and skills in identifying, monitoring, and escalating management of changes in consumers’ condition or deterioration. Care staff have been provided support on the clinical deterioration and care planning process for consumers identified with signs of deterioration. The service has a registered nurse available 24 hours on-call to support when escalating deterioration.
Consumers and their representatives stated they are satisfied and confident with staff knowledge of each consumer’s assessed care and clinical needs. Care planning documentation showed information on consumers is kept current and updated and available for individuals that have shared care responsibilities, including representatives as partners in care.


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)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Non-compliant 


Findings
Requirement 7(3)(a) and 7(3)(c) were found non-compliant following the Site Audit conducted 14 June 2022 to 17 June 2022.
The service was unable to demonstrate that the workforce was planned to enable, and the number and mix of members of the workforce deployed enabled, the delivery and management of safe and quality care and services. Most consumers and representatives interviewed said the number and mix of staff did not enable the delivery of safe and quality care, and staff said there were frequent vacant shifts resulting in them being rushed and consumers having to wait for care.
In relation to Requirement 7(3)(a) the service has implemented several actions which have been effective. During the Assessment Contact 28 March - 29 March 2023 the service was able to demonstrate the workforce is planned to enable the delivery of safe and quality care. Management said a number of new staff have been recruited, and advertising on online recruitment platforms continues. The service maintains contact with recruitment agencies and is sponsoring 2 current staff from overseas. Most staff interviewed said staffing is now adequate to meet consumer needs. Overall, consumers and their representative’s said staffing is adequate to meet consumer care needs. Staff were observed assisting consumers with a range of activities and responding to sensor beam activation in a timely manner.
[bookmark: _Hlk133861382]As a result, and with consideration to the implemented actions and available information I am satisfied this Requirement 7(3)(a) is now compliant.
Requirement 7(3)(c) was found non-compliant following the Site Audit conducted 14 June 2022 to 17 June 2022. The service was unable to demonstrate that it ensures staff undertaking medication administration and male catheterisation have the knowledge and competence to do so.
During the Assessment Contact 28 March - 29 March 2023, the Assessment Team noted the service had implemented actions in response to the non-compliance, but these had not fully addressed the issues. Consumers and representatives overall were satisfied that staff are competent and have the knowledge to effectively perform their roles. Evidence of medication administration competencies demonstrated all care staff have completed theoretical and practical competencies within the past 12 months. The service did not however provide evidence of competency for those staff performing male catheterisation. Clinical management advised that training and competency assessment for those staff undertaking male catheterisation at the service has not yet occurred but is being sourced by the clinical care manager. The service’s annotated ‘2023 draft non-compliance action plan’ states staff training in male catheterisation is to occur by 30 June 2023.
In their response, the provider submitted their plan for continuous improvement, which acknowledged the issue, and confirmed that catheter competency was to be completed by 30 June.
In making the decision, I note the providers action to address the lack of skill set in male catherisation, but as this has not yet been implemented and evaluated for effectiveness, I have assessed the service as non-compliant with this Requirement 7(3)(c).


Standard 8
	Organisational governance
	

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

	Requirement 8(3)(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.
	Non-compliant


Findings
Requirement 8(3)(c) was found non-compliant following the Site Audit conducted 14 June 2022 to 17 June 202. This was as a result of the service not complying with Sub-Requirements 8(3)(c)(i) information management, and 8(3)(c)(v) regulatory compliance. The service was unable to demonstrate effective organisation wide governance systems in the application of information systems and the minimisation of restrictive practices, based on the findings of non-compliance in Standards 2 and 3. The service had not facilitated assessments in response to consumers changed behaviours or implemented alternative management strategies for consumers with changed behaviours.
The service has implemented actions in response to the non-compliance identified at the Site Audit 14 to 17 June 2022. During the Assessment Contact conducted 28 to 29 March 2023, the Assessment Team reviewed governance systems in relation to information management and regulatory compliance, focusing particularly on the minimisation of restrictive practice. The Assessment Team found there to be appropriate recording of information within consumer care plans and other clinical documentation. Staff said they are able to find both clinical and policy information as needed. Review of care files evidenced assessment of consumers’ changed behaviours, and the use of non-pharmacological interventions to manage behaviours. Staff were able to outline their use. Staff understanding of restrictive practice however was limited in some instances. The documentation and management of information within online consumer files was found by the Assessment Team to be adequate and appropriate, and the evidence collected showed the use of restrictive practice is identified and minimised.
As a result, and with consideration to the implemented actions and available information I am satisfied this Requirement 8(3)(c) is now compliant.
Requirement 8(3)(d) was found non-compliant following the Site Audit conducted 14 June 2022 to 17 June 2022. The service did not demonstrate that high-impact or high-prevalence risks associated with the care of consumers were effectively managed, or that consumers were supported to live the best lives possible. It did not demonstrate incidents were managed and prevented, or that it effectively identified and responded to risks in a range of areas, including reports of abuse of consumers.
The service has implemented actions in response to the finding of non-compliance at the Site Audit 14 to 17 June 2022. While these have been effective in ensuring management of some clinical risks, they have not been effective in ensuring alleged abuse of consumers is responded to, or that incidents are managed and prevented.
During the Assessment Contact conducted 28 March 2023 to 29 March 2023, the Assessment Team found the service did not demonstrate effective risk management systems and practices in relation to identifying and responding to abuse and neglect of consumers. Management openly acknowledged the current issues with incident recording occurring in multiple places. They advised they are exploring potential management systems which could be adopted by the service. The Assessment Team reviewed the service’s ‘risk register 2022-2023’, ‘incident and investigation register’, and ‘feedback form log’. Review of these documents evidenced that incidents are recorded in different locations, and that allegations of staff misconduct are not always recorded as incidents.
Two SIRS reports were provided by the service in relation to altercations between consumers leading to counselling support, outlined in the entry meeting. These were not consistently recorded in the service’s incident recording register. An ‘incident/accident reporting – general’ policy was provided by the service, along with a ‘flow chart: incident process’. The Assessment Team noted these contained conflicting guidance. The policy stated it is the responsibility of ‘department managers’ to report all incidents on the prescribed incident report form, while the flow chart stated all staff are to complete the ‘incident and investigation report (form 16/01)’. The policy document was noted to have last been reviewed in January 2018, while the flow chart documented was noted to have last been reviewed in July 2014. An ‘elder abuse’ policy was also sighted which advised any staff who receive an allegation of abuse are to complete an ‘incident and investigation’ form. This policy was noted to have last been reviewed and updated in January 2018. Management advised the incident management policy, along with a number of other policies, is currently under review.
In their response the provider submitted their plan for continuous improvement, describing the actions they have taken as a result of the Assessment Team findings. Actions have included, strengthening the incident management systems to ensure incidents are recorded in the appropriate data base and discussed at the relevant meetings, commencing counselling for all residents affects by incidents and completion of SIRs report, and the SIRs register now incorporated within the incident investigation register.
In making the decision, I have considered both the Assessment team finding and the providers response. While I note the providers planned actions to address the issue identified, they are not yet embedded for effectiveness and the evidence collated by the Assessment Team is significant. Given the lack of a coordinated incident recording system, inconsistent policy and guidance documents regarding the recording of incidents, inconsistent recording of incidents, and the failure to report allegations of unreasonable force via SIRS, I consider the service continues to be non-compliant with this requirement.
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