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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 Edward River Gardens (the service) has been prepared by G-M. Cain, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section s 68A – assessment contact, of the Aged Care Quality and Safety Commission Rules 2018.
] 

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

Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

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

	Standard 6 Feedback and complaints
	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
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 must demonstrate assessment and planning considers risks to the consumer’s health and well-being and informs the delivery of safe and effective care and services. The service’s procedures to inform the assessment, planning and ongoing monitoring of consumers related to self-medication, diabetes management including the monitoring of blood glucose levels; and weight loss were not consistently documented to guide consumer care. 


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)(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)(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 performance report dated 30 October 2023 found the service was non-compliant with the following Requirements under Standard 2:
· Requirement 2(3)(a)
· Requirement 2(3)(c)
· Requirement 2(3)(e)

Deficiencies related to consumers’ risks not always considered in assessment and care planning specifically related to falls, pain, and behaviour management; the lack of ongoing partnership with others the consumers wish to involve including consistent evidence to demonstrate consultation between the medical officer and the consumers and/or representatives in relation to the use of chemical restrictive practices; and the inconsistent investigation of incidents and ineffective review of care and services following incidents and changes in consumers’ care needs. 
In relation to Requirement 2(3)(a)
The Assessment Contact report contained information that while the service had made some improvements under this requirement, the assessment and care planning process did not consistently identify consumer risk/s or document strategies to guide staff to minimise these risk/s.
While the service had a process for consumer assessment and care planning, including a suite of assessments tool, interviews with service management and review of care documentation identified limitations with the services current electronic care documentation system, and as a result the service utilises both electronic and paper-based records. Service management advised a new computerised care document system will be implemented at the service from 1 May 2024, and the service is currently developing education for staff in the use of the new care documentation system.
Care documentation for 2 named consumers identified the consumer's risks related to self-medication, diabetes management including the monitoring of blood glucose levels; and weight loss were not consistently documented to guide consumer care. 
The Approved Provider did not submit a response to the Assessment Contact Report. I acknowledge the improvements made by the service under this Requirement as evidenced in the Assessment Contact Report, including the implementation of a new electronic care documentation system, I find the assessment and planning processes did not ensure risks to each consumer’s safety, health, and well-being had been assessed, discussed with the consumer, and included in care and services documentation. I am of the view improvements, including the implementation of the new electronic care documentation system will need time to embed and evaluate for effectiveness.
For the reasons outlined above, I find Requirement 2(3)(a) is Non-Compliant.
In relation to Requirements 2(3)(c) and 2(3)(e)
The Assessment Contact report following a visit to the service from 26 March 2024 to 27 March 2024, identified the service demonstrated actions to improve its performance under these Requirements as evidenced in the service’s plan for continuous improvement and other service documentation.
Consumers and/or their representative confirmed they are involved in the planning and review of care including providing signed consent form to authorise the use of chemical restrictive practices. Care documentation reviewed evidence, in some cases, consumers have signed their own consent forms for the administration of psychotropic medication and the use of chemical restrictive practices, and discussion with their medical officer was undertaken in relation to the purpose of the psychotropic medication prescribed. This has resulted to better pain management for a named consumer. 
Representatives for sampled consumers confirmed they are contacted when there is a change in the consumer’s condition and when incidents happen. All consumers who experienced changes in care needs and incidents such as falls, changed behaviour, medication risks, and infection, are assessed and reviewed by the medical officer and other appropriate allied health professionals. A review of documentation evidence all incidents are recorded within the service’s incident management system, investigated, and actioned in a timely manner with strategies implemented to minimise recurrence.  
Improvement actions included (but were not limited to):
· Review of all consumers’ medication chats in collaboration with the medical officer to identify all consumers who are subject to chemical restrictive practices and appropriate informed consent from the consumers and/or representatives were obtained. 
· Discussions with the consumers and representatives in relation to restrictive practices and incident reviews is incorporated during the ‘resident of the day’ process. 
· An incident investigation form was implemented following the review and redevelopment of the service’s incident management policy and procedure conducted in consultation with an external aged care advisor. 
· A review and update of the pain management policy and procedure in consultation with the Board to include undertaking assessments for consumers who verbalise pain following incidents.
[bookmark: _Hlk164613141]It is my decision that Requirement 2(3)(c) and Requirement 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 performance report dated 30 October 2023 found the service was non-compliant with the following Requirements under Standard 3:
· Requirement 3(3)(a)
· Requirement 3(3)(b)
Deficiencies related to the lack of available registered nurses to provide clinical oversight in the implementation of safe and best practice care in relation to pain management, falls management, unplanned weight loss and restrictive practice management; and deficits identified in the management of high impact and high prevalence risks associated with consumers’ incident management, falls management, pain management, identification and management of chemical restrictive practice, weight management, and medication management.
The Assessment Contact report following a visit from 26 March 2024 to 27 March 2024, identified the service demonstrated actions to improve its performance under these Requirements as evidenced in the service’s plan for continuous improvement and other service documentation.
Consumers and representatives provided positive feedback about the way staff provide clinical and personal care. Care documentation reflected when pain, falls, and unplanned weight loss is experienced, and when restrictive practice is in use, assessments are implemented strategies ensure safe clinical care that optimises consumers’ health and well-being.  The Assessment Contact report evidenced a review of consumers’ clinical care which evidenced the provision of care was in line with best practice and tailored to consumers’ needs, including but not limited to management and care of diabetes, stoma care and management, oxygen therapy, fluid restriction, and changed behaviour. Staff described their awareness of the individual strategies in place to effectively manage consumers’ clinical care in line with their assessed needs.
The service has implemented systems and processes in place to manage consumers’ high impact high prevalence risks through clinical data monitoring, trending, and risk mitigation strategies for individual consumers. Care documentation identified individual consumer’s high impact high prevalence risks and effective management these risks including falls, pain, changed behaviour, weight loss, medication, and use of restrictive practices. Staff described risks associated with individual consumers and how they manage these risks according to their role. The service undertakes clinical meetings to identify and discuss high-impact, high-prevalence risk to consumers and staff education program has been developed with a focus on, acute deterioration, pain management, incident reporting, restrictive practices, falls management and changed behaviour.
Improvement actions included (but were not limited to):
· The organisation has recruited a full-time care manager, who is an experienced Registered Nurse (RN) in aged care. The care manager is available as an on-call RN to provide additional support to staff when there is not an RN rostered on-site and on-duty at the service. 
· The service has implemented a weekly handover sheet report which outlines consumers who require pain assessment and consumers who had changes in medication to provide staff with better planning of consumer care and ongoing reviews. 
· Staff were provided training and education in wound management, pain management, clinical deterioration, and undertaking neurological observations.
· A review and amendment of unplanned weight loss policy was conducted, and strategies were implemented to manage consumers who have had progressive weight loss in the last 12 months. 
It is my decision that Requirement 3(3)(a) and Requirement 3(3)(b) are Compliant.


Standard 6
	Feedback and Complaints
	

	Requirement 6(3)(d)
	(iv) Feedback and complaints are reviewed and used to improve the quality of care and services.
	Compliant


Findings
The performance report dated 30 October 2023 found the service was non-compliant with Requirement 6(3)(d). Deficiencies related to the service not monitoring, reviewing, and analysing feedback and complaints to facilitate improvements at the service; and cannot demonstrate how feedback and complaints are reviewed by the board and uses this information for continuous improvement.
The Assessment Contact report following a visit from 26 March 2024 to 27 March 2024, identified the service has implemented remedial actions to improve its performance under this Requirement as evidenced in the service’s plan for continuous improvement and other service documentation.
Management has implemented a centralised recording system that enables senior management to record and action feedback and complaints in a consistent manner to improve the quality of care and services for consumers. The monthly operational report, meeting minutes, and plan for continuous improvement records reflect actions and improvements made arising from issues raised such as the provision of the food safety supervisor training for catering staff, upskilling of management personnel on human resources, and the purchase of a ceiling baffle in an area of the service to assist in reducing noise level. Consumers advised any of the issues raised had been resolved satisfactorily and confirmed that staff would always apologise if a mistake or error was made. 
The service has rectified the previous non-compliance through a range of actions including:
· Reviewing and updating the feedback form was reviewed and updated which now includes a space to include a reference number to enable the tracking of particular issues on the plan for continuous improvement. 
· Implementation of a monthly management report which includes ‘the capture and management of feedback’, identifies what action or education has been provided following a feedback or complaint, and notes if the open disclosure process was applied in the resolution of a feedback or complaint.
· Reviewing of the ‘resident of the day’ form to incorporate seeking feedback from the consumer and their representative during this process.
· Open disclosure is now part of the mandatory staff education program.
· Training of management personnel on feedback management and the continuous improvement plan management.
It is my decision that Requirement 6(3)(d) is Compliant.


Standard 7
	Human resources
	

	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
The performance report dated 30 October 2023 found the service was non-compliant with the following Requirements under Standard 7:
· Requirement 7(3)(d)
· Requirement 7(3)(e)
Deficiencies related to the workforce not being recruited, trained, equipped, and supported to deliver safe and effective care and services; and limited evidence the service uses staff appraisals to review duties and responsibilities and maintain the workforce’s overall ability to maintain safe quality care and support the continuous improvement of the workforce.
The Assessment Contact report following a visit from 26 March 2024 to 27 March 2024, identified the service demonstrated remedial actions to improve its performance under these Requirements as evidenced in the service’s plan for continuous improvement and other service documentation.
The service reviewed and implemented a new education program for staff including systems and processes to ensure mandatory and supplementary education and training modules are allocated, completed, and monitored through a spreadsheet created by the newly appointed care manager. Education and training records demonstrated staff training and support relating to expectations within the Quality Standards. The board receives a monthly report that includes information on the completion of education modules including mandatory education, in-house education sessions, and toolbox talks based on current legislation and identified consumer care needs.
Staff confirmed a regular review of their work performance is undertaken including the completion of required education. The staff appraisal register shows a scheduled performance appraisal for newly appointed staff members. The monthly management report included key information for the board on new employees, staff resignations or terminations, appraisal completions, and completion of education modules. 
Improvement actions included (but were not limited to):
· Review and revision of the mandatory education system with the addition of mandatory training modules on restrictive practice, Serious Incident Response Scheme and open disclosure.
· Allocation of the mandatory education program to staff for completion in July and August of each year and monitored via the staff appraisal process each September. 
· Reporting to the board on education sessions being provided to staff, including the completion of the mandatory education modules in-service and toolbox talks through the monthly report to the board.
· Monitoring and recording of staff performance appraisals on the staff register to make it easier to identify upcoming appraisals for new staff members. All other staff appraisals will be undertaken in September/October to align with the completion of the mandatory education modules which will be allocated in July/August.
· Reporting of staff appraisals to the board through the monthly management report on staffing matters, including the completion of appraisals.
· Engagement of an external provider to assist with human resource management matters.
It is my decision that Requirement 7(3)(d), and Requirement 7(3)(e) are Compliant.


Standard 8
	Organisational governance
	

	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.
	Compliant


Findings
The performance report dated 30 October 2023 found the service was non-compliant with the following Requirements under Standard 8:
· Requirement 8(3)(b)
· Requirement 8(3)(c)
· Requirement 8(3)(d)
· Requirement 8(3)(e)
Deficiencies related to a lack of clinical oversight of the service and ineffective information regarding incident management, regulatory compliance, feedback, and continuous improvement to support the Board’s decision making; ineffective organisation-wide governance systems in relation to workforce governance, information management, continuous improvement and regulatory compliance; ineffective risk management systems and lack of evidence that consumers’ were receiving best practice care tailored to their needs in pain management, falls management, unplanned weight loss, and restraint; and ineffective clinical governance framework in relation to minimisation of restraint which did not align with current policy, best practice or regulatory requirements, and that chemical restraint was not always identified or monitored.
The Assessment Contact report following a visit from 26 March 2024 to 27 March 2024, identified the service demonstrated a range of corrective actions to improve its performance under these Requirements as evidenced in the service’s plan for continuous improvement and other service documentation.
Feedback from management and the review of the monthly operations report demonstrated a detailed oversight of consumer needs, risk management, an overview of feedback, incident management, continuous improvement, financial management, and staffing at the service. Decisions taken by the board during board meetings are shared during the meetings and updates are communicated with consumers and representatives via letters, emails, and notice boards.
The service has been supported to understand and apply the organisation’s governance systems and demonstrated effective governance in a number of areas including continuous improvement, workforce governance, regulatory compliance, and feedback and complaints. Management described the structure of the governing body, and how reporting from the service is reviewed through board and committee meetings to provide oversight of performance and maintain accountability. The monthly operational report provides a current and detailed overview of the service and consumer’s needs and the purchase of a new electronic clinical documentation system in May 2024 aims to streamline documentation and generate reports more effectively.
The board meeting minutes demonstrated a detailed report identifying high-impact or high-prevalence risks that reflected consumers' current risks and care needs. Risk and incident management systems, through policies, procedures, and reporting processes, supported the identification, reporting, escalation, and review of risks and incidents. Incidents were recorded within the electronic system for analysis and identification of trends, which were escalated to drive improvements. Staff were familiar with their reporting responsibilities for reporting consumer incidents. Consumers and representatives provided positive feedback about the support consumers’ were receiving to live the best life they can.
Staff and management demonstrated an improved understanding and management of restrictive practices, antimicrobial stewardship, and open disclosure. Review and monitoring of restrictive practices are overseen by clinical management and reported to the Board through the monthly operational report and discussed in board meetings, attended by the care manager and the business administrator monthly. Staff provided examples of antimicrobial stewardship practices and described the open disclosure process when communicating with consumers and their representatives when something had gone wrong or in the event of an incident.
Improvement actions included (but were not limited to):
· Development of a new strategic plan which outlines strategic initiatives, a future business model framework, future governance and organisational structure.
· Restructuring of the board members with backgrounds in human resources and recruitment, accountancy, aged care management, business management, and town planning.
· Establishment of four new committees including clinical governance, audit, risk and finance committee, governance committee, and the transformation committee. 
· Education of the board in the Quality Standards, legislation, and clinical care through subscription to the ‘remote aged care management training program’ provided by the Department of Health and Aging to increase the organisation’s capacity to maintain sustainable and quality aged care services in rural and remote locations.
· Employment of an RN care manager who provides clinical care oversight and appointment of a business manager to manage the non-clinical requirements of the service.
· Introduction of the monthly operational report at the service to inform the board about the service’s clinical governance, people and culture, financials, facilities management, continuous improvement, well-being and lifestyle, and marketing.
· Amendment and implementation of the organisation’s incident management policy and incident management reporting documentation requiring additional information and details of a follow-up investigation. 
It is my decision that Requirement 8(3)(b), Requirement 8(3)(c), Requirement 8(3)(d), and Requirement 8(3)(e) are Compliant.
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