
Developmental Evaluation Report Summary

At midpoint of certification cycle for community residential services – sensory, intellectual and physical disability

	Name of provider:
	Community Living

	No of houses (5 or more beds) visited# and locations - suburb and town only:
	# 3
	Hamilton

	Date visit/s completed:
	29 October 2020 and 3 and 4 November 2020

	Name of Developmental Evaluation Agency:
	Margaret Wyllie and Associates


General Overview:

	xxx live at the three services.  



Quality of Life Domains – evaluative comment on how well the service is contributing to people achieving the quality of life they seek.

	1 – Identity – Each person in the residential services had in place Community Living Support Plan documented on iplanit, which were reviewed annually.  It was not evident however, that the people own their personal plan or are involved, listened to and are central to all decisions made, lead the planning process or have agreed to involvement in the process of their family/whanau/guardian/advocate.

Each person in the Residential had their own self-contained flat, which works for these people, as some want to live on their own and some can’t live with others.  They tolerate each other as neighbours.  The flats were in various states of cleanliness and tidiness.  There were several people within the Residential service that had paid employment and a variety of fitness and leisure activities.

Some of the people in this service are quite complex, with varying degrees of behaviours.  Specialist support staff have to manage some interesting incidents.

Across the RIDSAS and Residential services the people had goals that reflected their interests and abilities, which they were working towards.

Each person in the RIDSAS service had a Care and Support Plan on iplanit (computer programme).  It is reviewed six monthly or more frequently if there is a need change.  

Each person in the RIDSAS had their own bedroom, with their own personal effects.  The home was neat, clean and tidy.

The xxx and two support staff went on holiday to xxx for xxx in July.  The xxx contributed to the cost of hiring a rental van.  The holiday was a reward for the way they had all managed during the COVID-19 lockdown.  They spoke of the trip and a meal at the xxx and trout fishing.

Families interviewed raised that communication could improve.  
2 – Autonomy – All of these people can clearly communicate their needs.  
They can all choose the meals they want, with coaching from specialist support staff.  Some of the people appear to require a lot of support and prompting to manage household chores; there did not appear to be an expectation for chore days.  All of the people need some prompting with personal cares.

In the RIDSAS service everyone takes part in chores to maintain the home eg cleaning, vacuuming, meal preparation and their washing.  Each person’s bedroom was tidy, as was the home.  The lounge/dining area was appropriately furnished, with areas of external seating also.
The Easy Read Informed Consent document is excellent, however not all of the people had completed this new format.

3 – Affiliation – These people participate in interests and activities of their choosing and they have support to attend medical appointments.  They choose their hairdresser.   
Some people are in paid employment.
xxx people in the RIDSAS service require 1:1 support in the community.  The people in this home have meetings where they discuss what they would like to eat, outings and other topics of conversation.  They are all keen xxx and love this activity.  

The xxx and two support staff went on holiday to xxx for xxx in July.  The xxx contributed to the cost of hiring a rental van.  The holiday was a reward for the way they had all managed during the COVID-19 lockdown.  
4 – Safeguards – Each person had a Risk Report attached to their Community Living Support Plan.  

Each person in the RIDSAS service had a Risk Plan in place.  These plans are living documents and are reviewed at regular intervals.  Each person’s specific risks are well monitored.  

All specialist support staff had evidence of completing Management of Actual and Potential Aggression (MAPA) training in 2019 and 2020.  There is a process in place where specialist support staff are called up to renew their MAPA training.

In place is Managing and Administering Medication policy and Medication Knowledge Resource and Training Manual, which includes a written assessment and a Workplace Medication Observation assessment.  

5 – Rights – The HDC Code of Rights is available in an Easy Read format.  The people in the services understood how to make a complaint if they needed to.  
6 – Health and Wellness – Each person had a Community Living Support Plan in place which included My Health, which refers to who their General Practitioner is, where their prescriptions are filled and other appointments eg dental, optometrist.  

When people visit their General Practitioner the Health Visit form is not always used.  Details of community services cards were not recorded in iplanit or Clive.


Progress on meeting the most recent certification audit requirements – summary of findings
	Finding 1.1.10.2 – The consent processes have been reviewed.  Copies of completed consent documentation/records for service delivery issues such as medication administration, outings, use and release of information or involvement in research were not able to be found in service delivery files.
Action – appropriate written consent processes are implemented for people being supported within the residential services of Community Living and there is evidence of this in each person’s file.
Progress – Not met (not all consent forms on iplanit)
Finding 1.2.3.1 – Most aspects of a quality and risk management system are being implemented.  However, there is not currently a documented Quality Plan that determines how each aspect of the system will be coordinated organisation-wide.
Action – An organisational Quality and Risk Management Plan is implemented according to a framework.  Organisation-wide quality and risk related data is collated, analysed and reviewed with quality improvement opportunities identified and actioned.
Progress – Met
Finding 1.2.3.4 – Organisation-wide policies and procedures are in place.  Due to changes in staff roles, the transition to electronic systems and plans underway for undertaking Basic Assurances self-assessment process, the majority of these are currently overdue for review and do not reflect current practices.
Action – A Policy Review calendar will be in place to support the review of policies and reflect current practices.
Progress – Ongoing
Finding 1.2.9.1 – With the transfer of peoples’ records from hard copy to electronic, not all records of individual residents are integrated with some in one format and some in another.  This included separate files of medical records in one house and limited availability of medication information in another.

Action – All records for the people being supported are accurate, complete, entered in a timely manner and consistently in one format.

Progress – Not met (not all records have complete information)
Finding 1.3.5.2 – The iplanit electronic client records system is in use at the two homes visited.  However not all residents’ records clearly described the level of support required to achieve desired outcomes.

One of the residents has been at one home since early February but does not yet have a care plan.  The Care and Rehabilitation Plan (and Care Plan) is still in use.

A delay in the admission process for one person has meant that the Care and Rehabilitation Plan and Care Plan from the Care Manager that is currently in use is dated mid-2018.  A reviewed version that was said to have been done was not able to be found.

There was a lack of clarity among staff as to how medical/visiting nurse checks are undertaken and there was limited evidence of records/reviews from such professionals in residents’ records with some residents having no records of a clinical/medical review.

Not all staff were aware of how to access different aspects of the detailed care plans of residents on iplanit.

Action – Managers have taken action and reviewed people supported iplanit plans, provided staff iplanit training and ensured that all medication information has been discussed during team meetings.

1 Staff training on iplanit has occurred in team meetings and has been recorded in team meeting minutes – complete 15/8

2 Evidence that further iplanit training scheduled – complete 15/8

3 Iplanit plans are up to date and an annual review date has been recorded – complete 15/8

Progress – Met (further iplanit training is required)
Finding 1.3.8.3 – For all but one resident, evaluations of residents’ goals are occurring, however iplanit is not always being updated to reflect the progress

Action – Managers have taken action and reviewed people supported iplanit outcomes and actions.  Outcomes achieved are discussed during team meetings and recorded in the minutes.

1 Team meeting minutes and record of goal achievement – complete 18/9

2 Evidence of iplanit goals/actions/outcomes/support tasks identified actions towards goals – completed 18/8

Progress – Met, but ongoing issues with iplanit
Finding 1.3.12.1 – Not all aspects of medicine management meet the requirements of the standard.

· In one house, medicines are locked in a cupboard in the lockable staff office; however the key sits visibly on a hook at the top of the outside of the medicine cupboard door.  At the second house the key was on top of a cabinet sitting alongside the locked medicine cupboard.

· Staff at both houses were unable to demonstrate that medicines have been reviewed within the last three months.

· There were only a few examples of copies of prescriber’s prescription available and most available were outside of the current three-month timeframe.

· When available, there were inconsistencies in the recording of residents’ allergies/sensitivities to medicines.

· In one house staff reported conflicting systems for checking medicines from the pharmacy into the house.  There are two different systems being used where records were available.  Records of these checks were not all evident in the second house.

Action – Managers have taken the following actions towards the recommendations:

1 Keys have been removed and are now stored in the lock box – completed 2/8/2019

2 Email from Kay to evidence of booked Health Check Indici Project – completed 15/8/2019

3 Medication reviews – evidenced by forensics – completed 9/8/2019

4 Evidence from medication that we have copies of the medication that has been collected and current copy in med folder – completed 9/8/2019

5 Evidence has identified both homes are using the same form – completed 9/8/2019

Progress – Met, but inconsistencies found in medication management processes across other services
Finding 1.3.13.1 – In both houses, the content of meals consumed by residents are not being fully recorded to enable them to be reviewed by a suitable person to ensure they meet the nutritional needs of the residents.

Action – The content of meals are fully recorded on weekly menus and the details are recorded on iplanit under support tasks.  Menus are reviewed by a suitable person to ensure they meet the nutritional requirements of the people being supported.

Progress – Met
Finding 1.4.2.4 – Not all aspects of monitoring and measurement of health and safety issues are occurring.

· Hot water temperature monitoring is not occurring in either house

· Fridge and freezer temperatures not being checked or recorded

· There is an external lock on the outside of the bathroom door in the Ohaupo Road (2) and there is no system in place to enable the men to have privacy if they choose

Action – Hot water and fridge and freezer temperatures are regularly checked and recorded in both houses.  H/Safety form has been updated to include the following checks – hot water temperature, fridge/freezer temperature
Progress - Met
Finding 1.4.7.1 – There was no evidence available of trial evacuations having occurred within the last 6 months at either of the houses visited

Action – Show records of evacuation drill (client service site documents) for Ohaupo Road and Parallel road

Progress - Met
Finding 1.4.7.4 – At neither house visited were the available Civil Defence supplies adequate to meet the needs of the residents and staff should an emergency occur.

Action – Identify Civil Defence supplies required in case of an emergency – changes made to Health & Safety Audit Tool form, Policy Emergency Evacuations, Natural Disasters and Pandemic

Progress - Met
Finding 2.1.1.4 – The Restraint Operating procedure policy documentation does not currently meet the requirements of the standard.

Action – Policy and procedures in regard to restraint more accurately reflects the requirements of the standard and include the definition and information on use of an enabler.

Progress - Met
Finding 3.5.7 – Recording of infections and any formal surveillance of the incidence of infection is not occurring within this service.

Action – Infections are recorded and the related data is used to develop specific recommendations for quality improvement purposes to enable the organisation to improve infection prevention and control processes.

Progress - Met

	


Outline of requirements and recommendations (not including those relevant to support for specific individuals)

	Requirements were made in relation to:
Section 1 Identity
· Personal plan involvement
· Cleanliness of flats

· Sexuality training

Section 2 Autonomy
· Household chores

· Consent form

· Electoral roll

Section 4 Safeguards
· The Managing Untimely or Eventual Death policy 

· Medication file inconsistency
· Medication staff assessments

Section 6 Health & Wellbeing

· Use of Health Visit form

· Personal clothing and property inventories
NZ Government Standards for Accreditation

Standard 4 Health & Safety
· Health and Safety Audit Tool expectations around cleanliness and hygiene
Evidence of meeting these requirements is due to be sent to the developmental evaluation team by 18 January 2021. 
Recommendations were:
· That NHI Nos be introduced on the plans

· That the Managing Cultural Needs policy be reflective of the Disability Support Services Maori Disability Strategy – Whaia Te Ao Marama and Whakamaua Maori Health Action Plan 2020-2025.
· That Sexuality and Disability training be included in the training calendar.
· That communication be improved with families; not all families receive newsletters and not all have email

· That CLL decides what is relevant to record on property inventory lists and put some items together eg DVDs, underwear, socks etc.

· That at the time of the annual review of a person’s Community Living Support Plan, the complaints process is again discussed with family/whanau/advocates.
· That the organisation moves to getting one system that works, as well as a more supportive and responsive IT maintenance service.
· That the Health and Safety Policy Statement 11 December 2019 be reviewed and signed off by the recently appointed Chief Executive Officer.
· That medication practices be reviewed to include a profile picture on the front cover and full dates, as well as crossing off short-course medication that has been completed
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