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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 RFBI Moonbi Masonic Village - Jim Holm (the service) has been prepared by T 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 - 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 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 4 Services and supports for daily living
	Not applicable as not all requirements have been assessed 

	Standard 5 Organisation’s service environment
	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
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 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
[bookmark: _Hlk132808178]Requirement 3(3)(a) was found to be non-compliant at a previous assessment. Since that time the Approved Provider implemented actions to address the non-compliance.
The Assessment Team found that consumers get safe and effective personal care, and/or clinical care that is best practice, tailored to their needs and optimises their health and well-being.
A review of care services in relation to wound management, restrictive practices, weight management, pain management, behaviour management and skin care demonstrated that care is attended to and documented appropriately, ensuring that care provided to consumers are tailored to their needs and optimises their overall health and wellbeing.
Requirement 3(3)(b) was found to be non-compliant at a previous assessment. Since that time the Approved Provider implemented actions to address the non-compliance.
The Assessment Team found the service demonstrated effective management of high impact and/or high prevalence risks associated with the care of each consumer.
Management identified pressure injuries, falls and weight loss as their high-impact high-prevalence risks, and they could demonstrate that the service has implemented several interventions and practices to minimise risks associated with these high-impact high-prevalence risks.
Consumers with diabetes mellitus had diabetic management plans, which include monitoring requirements and acceptable ranges for blood glucose levels, instructions to guide staff in the event that the blood glucose level falls outside of the accepted range for the consumer, and when to contact medical officer. Potential complications and risks associated with the consumer’s condition, such as regular dietitian, podiatrist, ophthalmologist reviews are also included in plans.
A post fall monitoring chart has been implemented for staff use, and clearly states the requirements for monitoring a consumer following a fall and clearly identifies staff responsibilities. Registered and care staff described observations and responsibilities following a fall and how these are documented. Sensors and alarms have been provided to the service which are in use.


Standard 6
	Feedback and complaints
	

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Compliant 

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


Findings
Requirement 6(3)(c) was found to be non-compliant at a previous assessment. Since that time the Approved Provider implemented actions to address the non-compliance.
The service was able to demonstrate that appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
Consumers and/or representatives interviewed stated they were satisfied with the services’ response and action to their complaint. They stated the service had given them a reasonable explanation as to why things had happened and has implemented actions to minimise a re-occurrence.
Staff interviewed were able to explain the complaints process to the Assessment Team and understood their role as it relates to the open disclosure process. The general manager reviews the Serious Incident Reporting Scheme register weekly, ensuring information is captured accurately, appropriately investigated and followed up and including consumer representatives are kept informed of serious incidents in a timely manner.
Requirement 6(3)(d) was found to be non-compliant at a previous assessment. Since that time the Approved Provider implemented actions to address the non-compliance.
A review of the complaint register is completed by the general manager, quality officer, and the regional general manager to ensure complaints are accurately captured on the complaints register, to allow effective monitoring and reporting of complaint trends within the service.
The service provides a detailed and specific analysis of the complaints register to the clinical governance team on a monthly basis. This is to ensure greater oversight by the executive team and the board of directors.
The Assessment Team reviewed the plan for continuous improvement and noted that the organisation has implemented actions in response to the issues identified and reported.


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 


Findings
Requirement 7(3)(d) was found to be non-compliant at a previous assessment. Since that time the Approved Provider implemented actions to address the non-compliance.
Feedback provided by consumers and/or representatives was positive in relation to staff being knowledgeable and progressive. Feedback showed that staff are professional, competent, and able to answer questions posed by consumers and/or representatives.
Documentation reviewed showed all staff have completed mandatory training including but not limited to manual handling, diabetes management training, Serious Incident Response Scheme training and training regarding the recognition and reporting of risks. Registered Nurses have further education provided as a twelve-month program, based on clinical leadership and clinical skills needed to ensure consumer needs are met in accordance with best practice guidelines.
The service has a recruitment program in place that is undertaken by the management team. Potential staff members have checks completed to ensure that qualifications are appropriate, valid and current, including police checks and employment reference checks. Successful candidates go through an induction process, orientation and buddy shifts and ongoing development programs to ensure their skills remain up to date.


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.
	Compliant


Findings
Requirement 8(3)(c) was found to be non-compliant at a previous assessment. Since that time the Approved Provider implemented actions to address the non-compliance.
The service was able to demonstrate effective organisation wide governance systems relating to information management, continuous improvement, financial governance, workforce governance, regulator compliance and feedback and complaints.
Staff were able to describe how they access policies, procedures, or flowcharts. Staff were able to describe where to find the toolbox talk information if they were unable to attend one of the sessions. Staff reported they have what is referred to as a scrum meeting, which the whole service can attend including the maintenance and gardening staff. The subjects discussed can be clinical care through to current maintenance works being carried out at the service.
The plan for continuous improvement recorded the identified issue, action, proposed completion date, outcome, and evaluation. The general manager stated the service identifies areas of improvement through resident meetings, feedback and complaints from consumers and representatives as well as staff.
Requirement 8(3)(d) was found to be non-compliant at a previous assessment. Since that time the Approved Provider implemented actions to address the non-compliance.
The service was able to demonstrate they have effective risk management systems and practices in place. The service has risk management systems in place to manage high-impact and high-prevalence risks, identify abuse and neglect of consumers and support consumers to live the best quality of life they can. The service is in the process of reviewing its management and monitoring of incidents and high-impact high-prevalence risks and implementing changes.
The risk management system is monitored at a local level by the leadership team through clinical assessment, daily review with ongoing monitoring, collection and analysis of clinical data, and auditing of care and services. Oversight is also provided at an organisational level through a process of audits, reporting and escalation.
Strategies to address consumers identified as high-risk of falls are in place including the introduction of a post fall monitoring flowchart to guide staff actions after a fall. Exercise classes and close monitoring and supervision of high falls risk consumers are also in place.
Consumers with clinical risks, changes in care needs, falls, pressure injury, incidents including Serious Incident Response Scheme incidents, psychotropic medications and restrictive practices, and referrals to other providers, are reviewed and discussed weekly.
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