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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 Miranda Aged Care Facility (the service) has been prepared by Therese Solomon, 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 (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.
· the provider’s response to the assessment team’s report received 19 August 2024. 
· 

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

	Standard 3 Personal care and clinical care
	Not applicable as not all requirements were 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


Findings
Requirement 2(3)(a) was found non-compliant during a previous site audit, since that time the Approved Provider implemented actions to address the non-compliance, including implementing a paper-based admission checklist to guide the care manager and registered nurses on timely completion of tasks, completion of overdue care plans and outstanding clinical documentation for new admissions, care manager to review clinical documentation daily, including progress notes and hospital discharge summaries, care manager to oversee the follow up and completion of tasks, conducting education and training for staff related to clinical documentation. 
During the Assessment Contact conducted on 24 July 2024, the service demonstrated it undertakes comprehensive assessments for new consumers, including initial and ongoing identification and management of risks. Areas for improvement were identified in documentation, however minimal impacts were noted.
Care planning and assessment systems were reviewed, including a revised consumer admission checklist process. The paper-based process complemented an electronic checklist embedded in their care planning system for new consumers. In addition to the initial assessment process in place, the service had a daily huddle meeting with all staff on shift, to discuss new consumers, progress of assessments, assignment of specific assessment and care planning tasks, and incidents or risks requiring actions to be completed. Handover documents contained relevant care planning and risk related consumer information for staff to be aware of, including for new admissions. Consumer care planning documentation and feedback received from consumers and staff, showed these processes were informing the delivery of safe and effective care and services.
Staff and management described the daily huddle in place to provide information to staff and risk manage new and existing consumer care needs. They stated the huddle and the detailed handover documents in use were their initial source of information related to consumer care needs. A review of the meeting minutes and handover documents showed detailed information about all consumers in the service and included discussion around consumer risks, as well as the assignment and progress of assessments and care planning to be completed.
In addition to the care planning and assessment process in place, management of consumer risk, assessment needs, and care planning was monitored and reviewed through a layered and multi-disciplined approach by the service. This included the use of monthly clinical audits and monthly clinical risk meetings with management and key clinical staff. A review of the minutes of the clinical meetings showed high risk issues and consumers were identified by the service from the clinical indicators and discussed in detail at the clinical risk meetings, along with individual consumer risk and further monitoring and reassessments required. 
Physiotherapy meetings were conducted 3-monthly for risk management and review of consumer mobility, falls, pain and skin integrity risks. Individual consumer strategies, reassessments, care plan changes and interventions were detailed in the minutes of these meetings. 

Standard 3
	Personal care and clinical care
	

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


Findings
Requirement 3(3)(b) was found non-compliant during a previous site audit, since that time the Approved Provider implemented actions to address the non-compliance, including the review and update of the psychotropic medication register, weekly meetings between the leadership team and governance team to discuss high impact/high prevalence risks, education and training for staff on incident investigation and management. 
During the Assessment Contact conducted on 24 July 2024 the service demonstrated effective management of high impact or high prevalence risks associated with the care of each consumer, specifically related to behaviour management. 
The service provided a psychotropic register for review. The register identifies consumers receiving psychotropic medication, the indication for the medication, including when the medication is considered chemical restraint, and the indication for the restrictive practice. Staff and management described interventions to assist consumers with changing behaviour.
Management explained how monitoring of restrictive practices and minimisation of psychotropic use occurs at the service. Senior organisational management, the quality and compliance manager and the operations support officer are currently supporting staff at the service in undertaking the monitoring of chemical restraint and the minimisation of psychotropic use. The process for monitoring psychotropic medications commences with new admissions to the service. Consumers discharged from hospital have their medications reviewed by the consumer’s doctor on admission. Psychotropic medications are assessed and informed consent is gained in collaboration with the doctor and the representative.
The Assessment Team identified areas for improvement in relation to behaviour support plans and ensuring interventions are individualised, specific and evaluated for effectiveness.
The management team advised that incidents are reviewed daily and are investigated by the leadership team. Incidents are included on the agenda for daily huddles and are discussed with staff. Management advised in relation to falls management they have a physiotherapist on site from Monday to Thursday each week. The physiotherapist reviews all falls, and the service has a falls committee which meets every 3 months. 
The Assessment Team identified areas for improvement in relation to pain management documentation, however minimal impact was noted. 
The Approved Provider’s response submission provided clarifying information, including updated behaviour support plans, care plans, pain charts and a plan for continuous improvement containing actions to address areas of improvement. 
In coming to my decision for this requirement, I acknowledge the service has implemented some improvements including further education and training for staff and have taken immediate action in response to areas identified during the assessment contact. 
Based on the information provided by the Assessment Team and the Approved Provider, Requirement 3(3)(b) is found compliant. 
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