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The strengthened Aged Care Quality Standards (strengthened Standards) were developed by the Aged Care Quality and Safety Commission as requirements for registered aged care providers. The Department of Veterans’ Affairs (DVA) has aligned Community Nursing Program requirements with the relevant strengthened Standards for in-home care.

· Standard 1: The individual
· Standard 2: The organisation
· Standard 3: The care and Services
· Standard 4: The environment
· Standard 5: Clinical care

This self-assessment tool has been developed by DVA as a practical resource for Community Nursing providers to document evidence of their compliance with the strengthened Standards and Community Nursing Program requirements. Contracted providers must ensure compliance with the Community Nursing Program requirements, including the Notes for Community Nursing Provider (the Notes) and the Schedule of Fees. 

The evidence documented in this tool may assist providers to:
· demonstrate how you achieve compliance with the strengthened Standards
· plan priority actions to improve outcomes included within the strengthened Standards.

Within each standard, providers can work with their teams to document:
1. Current evidence of compliance
2. Areas for improvement 
3. Responsible person 
4. Priority actions to improve against the standard.

Effective implementation of the Standards may involve change and take time to embed as part of your organisation’s continuous improvement approach. Some suggestions are:
· allocate fifteen minutes (or more) at each staff meeting to work on a feature of compliance under a particular standard
· review one standard per month as a team
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· commit to continuous improvement activities and embed into your organisation’s work plan. 
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Standard 1: The individual 
Clients are valuable members of society, with rich and varied histories, characteristics, identities, interests and life experiences. 
	Outcomes
	Features of Compliance
	Current evidence of compliance
	Areas for improvement
	Responsible person

	Clients’ safety, health, wellbeing and quality of life is the primary consideration when being assessed for suitability for community nursing services.  
	· Communication and referral processes in place, if the client is assessed as unsafe when living alone or not independent in their own home
	· 
	· 
	

	Clients’ identity, culture, ability, diversity, beliefs and life experiences are valued. 

	· Care and services are developed with, and tailored to, the client, factoring in the client’s clinical needs, goals and preferences, in line with the requirements of the Community Nursing Program
	· 
	· 
	

	Clients are treated with dignity and respect and are free from all forms of discrimination, abuse and neglect.

	· The personal privacy of clients is respected

	· 
	· 
	

	
	· All staff complete competency-based training in relation to:
· Person-centred, rights-based care
· Culturally safe, trauma aware and healing informed care
· Caring for people living with dementia
	· 
	· 
	

	Clients are supported to exercise dignity of risk to achieve their goals and maintain independence and quality of life. 

	· Clients exercise choice and make decisions about their care and services within the scope of the Community Nursing Program
	· 
	· 
	

	
	· Providers have read and understand the DVA Community Nursing Client Charter
	· 
	· 
	

	Clients are supported to understand and make informed decisions about their community nursing services.

	· Clients receive timely, accurate, tailored and sufficient information, in a way they understand  
	· 
	· 



	

	
	· Nursing care plans are signed by a Registered Nurse, the client and/or the client’s authorised representative
	· 
	· 
	

	Priority actions to improve against Standard 1:
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Standard 2: The organisation 
Governance systems and processes support the delivery of safe, quality, effective and person-centred care to clients. Governance systems, outlined below, must be reviewed regularly for effectiveness and improvements implemented. 
· Partnering with clients
· Quality and safety culture
· Accountability and quality 
· Risk management
· Incident management
· Feedback and complaints management
· Information management
· Workforce planning
· Human resource management 
· Emergency and disaster management 
Community Nursing providers who subcontract services to DVA clients, are responsible to ensure subcontractors also have the above governance systems and processes embedded.
	Outcomes
	Features of Compliance
	Current evidence of compliance
	Areas for improvement
	Responsible person

	Providers engage in meaningful and active partnerships with clients to inform strategic priorities and continuous improvement. 

	· Client experience surveys

	· 
	· 
	

	
	· Continuous Improvement Plan or similar
	· 
	· 
	

	Providers lead a culture of quality, safety and inclusion that supports staff to provide quality care by focusing on continuous improvement, embracing diversity and prioritising the safety, health and wellbeing of staff and clients.

	· Prioritising the physical and psychological safety, health and wellbeing of staff and clients, within the scope of the Community Nursing Program

	· 
	· 
	

	
	· Consideration of legislative requirements, operational risks, workforce needs and the care and services environment

	· 
	· 
	

	Providers are accountable for the delivery of quality care and services and must maintain oversight of all aspects of their operations, including if they subcontract community nursing services.

Providers must use a quality system to enable and drive continuous improvement of community nursing services.

Providers must maintain current policies and procedures that guide the way staff undertake their roles and require staff to follow the policies and procedures.

	· Engagement with staff on the planning and design of systems they are required to engage with

	· 
	· 
	

	
	· A quality system that:
· Supports quality care and services for all clients
· Sets out accountabilities and responsibilities, specific to different roles
· Sets operational expectations for the delivery of quality care
· Enables providers to monitor the organisation’s performance, informed by feedback, analysis of risks, complaints & incidents and contemporary, evidence-based practice
· Supports providers to meet strategic and operational expectations and identify opportunities for improvement

	· 
	· 
	

	
	· Regular review of the quality system to improve its effectiveness

	· 
	· 
	

	
	· Open disclosure and communication with clients, authorised representatives and staff when things go wrong
	· 
	· 
	

	
	· Maintain and implement policies & procedures that are current, regularly review, informed by contemporary, evidence-based practice, and are understood and accessible by staff

	· 
	· 
	

	Providers must use a risk management system to identify, manage and continuously review risks to clients, staff and the provider’s operations.

Collection and analysis of risk data feeds into the quality system to improve community nursing services.

	· Implementation of a risk management system 

	· 
	· 
	

	
	· Strategies and actions to prevent, control, minimise and eliminate identified risks
	· 
	· 
	

	
	· Processes for management and review of risks that feed into the quality system to improve care and services

	· 
	· 
	

	
	· Assessment of risks at the commencement of an episode of care
	· 
	· 
	

	
	· Regular review of the risk management system to improve its effectiveness
	· 
	· 
	

	Providers must use an incident management system to safeguard clients and staff, and acknowledge,  respond to, effectively manage and learn from incidents.

Collection and analysis of incident data feeds into the quality system to improve community nursing services and reduces or prevents incidents from recurring.

	· An incident management system to record, investigate, respond to and manage incidents and near misses that occur in connection with the delivery of community nursing services and reduces or prevents incidents from recurring

	· 
	· 
	

	
	· Providers take timely action to respond to and manage incidents
	· 
	· 
	

	
	· Clients and their authorised representatives are supported to report incidents and their involvement in identifying ways to reduce incidents from occurring is encouraged

	· 
	· 
	

	
	· Processes for management and review of incidents 

	· 
	· 
	

	
	· Tools, training and clear policies for staff to prevent, recognise, respond to and report incidents

	· 
	· 
	

	
	· Collection and analysis of incident data to improve the quality of community nursing services
	· 
	· 
	

	
	· Regular reviews and improvements to the incident management system, with changes effectively communicated to staff and clients

	· 
	· 
	

	
	· Referral processes to health professionals (E.g. GP) or other authorities (E.g. Police)
	· 
	· 
	

	Clients, their authorised representatives and staff are encouraged and supported to make complaints and give feedback about the delivery of community nursing services, without reprisal.

Feedback and complaints are acknowledged, transparently managed and contribute to the continuous improvement of community nursing services.
	· A complaints and feedback management system to receive, record and respond to complaints
	· 
	· 
	

	
	· Staff are supported and encouraged to make complaints and give feedback
	· 
	· 
	

	
	· Providers take timely action to resolve complaints and use of open disclosure when things go wrong
	· 
	· 
	

	
	· Processes for management and review of complaints and feedback
	· 
	· 
	

	
	· Regular reviews of how complaints and feedback on are managed to improve the effectiveness of the complaints and feedback management system

	· 
	· 
	

	Client information is accurate, current, identifiable and able to be accessed and understood by the client, their representative, staff and other health professionals involved in the client’s care.

Client information must be kept  confidential and managed appropriately, in line with client’s informed consent.

	· An information management system to securely manage records and ensure that:
· Staff have access to the client’s care documentation, to deliver quality community nursing services
· The accuracy and completeness of client information collected and stored is maintained
· Informed consent is sought to collect, use and store client’s information 
· A system for communicating information about clients and their care that ensures critical information is effectively communicated to staff and others involved in the client’s care

	· 



	· 
	

	
	· The storage and security of personal information regarding a client is in accordance with relevant State or Territory and Commonwealth privacy laws

	· 
	· 
	

	
	· The information management system is regularly reviewed to improve its effectiveness 
	· 
	· 
	

	Providers understand and manage workforce requirements and plan proactively to meet future workforce needs.


	· The skills, qualifications and competencies required for each staff role are identified and understood by all staff

	· 
	· 
	

	
	· Providers engage enough suitably qualified and competent staff to deliver community nursing services
	· 
	· 
	

	The care needs of clients are met by staff who are skilled and competent in their role, hold relevant qualifications and who have relevant expertise and experience to provide quality community nursing services.

Staff are provided with training and supervision to effectively perform their role.

	· Maintain records of staff pre-employment checks, contact details, qualifications and experience

	· 
	· 
	

	
	· Implementation of a training system to ensure staff have the necessary skills, qualifications and competencies to effectively perform their role

	· 
	· 
	

	
	· The training system is regularly reviewed to improve its effectiveness 

	· 
	· 
	

	
	· All staff regularly receive competency-based training in relation to core matters, at a minimum:
· The delivery of person-centred, rights-based care
· Culturally safe, trauma-aware and healing-informed care
· Caring for individuals living with dementia
· Responding to medical emergencies

	· 
	· 
	

	
	· Regular assessment, monitoring and review of staff performance
	· 
	· 
	

	Emergency and disaster management planning considers and manages the risks to the health, safety and wellbeing of clients and staff.

	· An Emergency and Disaster Management Plan that describes:
· How the provider and staff will respond to an emergency or disaster & to manage risks to the health, safety and wellbeing of clients and staff
· Strategies to prepare for, and respond to, an emergency or disaster
· Engagement with clients and their authorised representatives, and staff about the emergency and disaster management plans
· A Communication Plan

	
	
	

	Priority actions to improve against Standard 2:
1. 
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Standard 3: The care and services
Effective assessment, planning, communication and coordination relies on a strong and supported workforce and is critical to the delivery of quality community nursing services within the scope of the Community Nursing Program, that meet the client’s assessed clinical needs, are tailored to their preferences and support them to live their best lives. 
	Outcomes
	Features of Compliance
	Current evidence of compliance
	Areas for improvement
	Responsible person

	Providers actively engage with clients, authorised representatives and any other persons involved in the care of clients in developing and reviewing the client’s care plan through ongoing communication.

Nursing care plans must describe the client’s current care needs, goals and preferences and include strategies for risk management and preventative care, within the scope of the Community Nursing Program.

Nursing care plans must be reviewed regularly and used by staff to guide the delivery of community nursing services.
	· A system for assessment and planning that:
· Identifies & records the assessed clinical needs, goals and preferences of the client
· Identifies risks to the client’s health, safety & wellbeing & strategies for managing risks
· Involves the client’s GP
· Directs the delivery of community nursing services

	· 
	· 
	

	
	· Nursing care plans are created in collaboration with clients and/or authorised representatives

	· 
	· 
	

	
	· Comprehensive assessment outcomes are communicated in a way clients can understand
	· 
	· 
	

	
	· Nursing care plans:
· Describe the client’s clinical care needs, goals and preferences
· Are current & reflect the outcomes of comprehensive assessments
· Include information on risks & management of risks
· Are offered to, and able to be accessed by clients
· Are used by staff to guide the delivery of care
· Are regularly reviewed, including when the client’s clinical care needs change, when risks emerge, or when an incident impacts the client

	· 
	· 
	

	Providers deliver community nursing services in a way that is culturally safe and culturally appropriate for clients with specific needs and diverse backgrounds. 

	· Delivery of community nursing services optimises the client’s quality of life, reablement and maintenance of function
	· 
	· 
	

	
	· Timely and appropriate referrals to the client’s GP to support early identification and intervention of care outside of the scope of the Community Nursing Program

	· 
	· 
	

	
	· Implements strategies for supporting staff to:
· Recognise client risks or concerns related to health, safety & wellbeing
· Identify deterioration or changes to a client’s ability to perform ADLs, mental health, cognitive or physical function, capacity or condition
· Respond to, and escalate, risks in a timely manner

	· 
	· 
	

	Providers communicate information effectively to clients, between staff delivering the services, with authorised representatives, the client’s GP and others involved in the client’s care.

	· Seeking client consent to share their information with others

	· 
	· 


	

	
	· Involving the client’s GP in the client’s care, and informing the GP when care needs change
	· 
	· 
	

	
	· Risks, changes and deterioration in a client’s condition are escalated and communicated as appropriate
	· 
	· 
	

	Priority actions to improve against Standard 3:
1. 















Standard 4: The environment 
Clients receive community nursing services in a physical home environment that is safe, supportive and meets their needs.
	Outcomes
	Features of Compliance
	Current evidence of compliance
	Areas for improvement
	Responsible person

	Providers support clients to mitigate environmental risks relevant to the services. 

	· Environment and equipment risks to the safety of the client and/or staff are identified and documented  

	· 
	· 
	

	
	· Results of risk assessments are discussed with the client, including options to mitigate the risks
	· 
	· 
	

	Providers ensure that staff use hygienic practices and take appropriate infection prevention and control precautions when delivering community nursing services.

	· An appropriate infection prevention and control (IPC) system in place that complies with contemporary, evidence-based practice

	· 
	· 
	

	
	· Personal protective equipment (PPE) is available to staff

	· 
	· 
	

	
	· All staff are trained in infection prevention and control, including the correct use of PPE

	· 
	· 
	

	
	· Standard and transmission-based precautions appropriate for the home setting, including:
· Cleaning practices
· Hand hygiene practices
· Respiratory hygiene
· Cough etiquette and 
· Waste management and disposal
	· 
	· 
	

	Priority actions to improve against Standard 4:
1. 
2. 
3. 
4. 
5. 
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Standard 5: Clinical care 
Quality clinical nursing care can optimise a client’s quality of life, reablement and maintenance of function. Improved health and wellbeing supports continued participation in activities that are enjoyable and give life meaning.
	Outcomes
	Features of Compliance
	Current evidence of compliance
	Areas for improvement
	Responsible person

	Providers must integrate clinical governance into corporate governance to actively manage and improve the safety and quality of clinical care services delivered to clients.

	· A clinical governance framework to drive safety and quality improvement

	· 
	· 
	

	
	· Staff providing clinical care are qualified, competent and work within their defined scope of practice or role

	· 
	· 
	

	
	· Implementation of a digital information system that has processes for workers and others to access information in compliance with legislative requirements

	· 
	· 
	

	Providers ensure that infection risks are minimised and, if they occur, are controlled effectively. 

	· Processes to minimise & manage infection, including but not limited to:
· Performing clean procedures and aseptic techniques 
· Using, managing and reviewing invasive devices including urinary catheters 
· Minimising the transmission of infections and complications from infections

	· 
	· 
	

	Providers encourage and support clients, staff and registered health practitioners to use medicines in a way that maximises benefits and minimises the risks of harm.
	· A system for the safe and quality use of medicines, including processes to ensure:
· Access to medicines related information and the client’s up-to date medication chart, for clients requiring medication administration or assistance
· Documentation of clinical reasons for medication treatment
· Safe administration including assessing the client’s swallowing ability
· The risks to clients associated with the use of high-risk medicines are identified, monitored and mitigated 
· Referral to the client’s GP if changes noted in swallowing ability or an adverse event or medication incident occurs
· Documentation of known allergies or side effects
· Reporting of adverse medicine events to the Therapeutic Goods Administration
· The system for the safe and quality use of medicines is regularly reviewed to improve its effectiveness 
	· 
	· 
	

	Within the scope of the Community Nursing Program, providers ensure that clients receive comprehensive, safe and quality clinical care services that are evidence-based, person-centred and delivered by registered nurses, or enrolled nurses and personal care workers as delegated and supervised by a registered nurse.

Clinical care delivered by providers must encompass clinical assessment, prevention, planning, treatment, management and review to minimise harm and optimise quality of life, reablement and maintenance of function.

Providers must have systems and processes that support clinical care services that are delivered to clients, in partnership with the client, family, carers and others, and that are aligned with the client’s needs, goals and preferences, within the scope of the Community Nursing Program.

	· An assessment and planning system that supports partnering with the client, family, carers and others to set goals of care and support decision making

	· 
	· 
	

	
	· A registered nurse conducts a comprehensive clinical assessment on commencement of care, at regular intervals and when needs change

	· 
	· 
	

	
	· Comprehensive clinical assessment identifies the client’s required clinical needs, independence with ADLs and communication barriers to optimise independence, reablement and maintenance of function

	· 
	· 
	

	
	· Processes to monitor clinical conditions and refer the client to their GP when there is a change or deterioration in behaviour, cognition, mental, physical or oral health

	· 
	· 
	

	Within the scope of the Community Nursing Program, providers identify, monitor and manage high impact and high prevalence risks in the delivery of clinical care services to ensure the delivery of safe, quality clinical care services and to reduce the risk of harm to clients. 

	· A system and processes that supports the identification, monitoring and management of high impact and high prevalence clinical risks, including but not limited to:
· Choking and swallowing
· Continence
· Falls and mobility
· Nutrition and hydration
· Mental health
· Oral health
· Pain
· Pressure and injury wounds
· Sensory impairment

	· 
	· 
	

	
	· Processes to refer the client to their GP if the client is clinically assessed as not suitable for the Community Nursing Program
	· 
	· 
	

	Within the scope of the Community Nursing Program, providers ensure that clients who experience cognitive impairment (whether acute, chronic or transitory) receive community nursing services that optimise clinical outcomes and are aligned with the client’s clinical needs, goals and preferences. 

Providers identify situations and events that may lead to changes in behaviours.

Providers ensure that clients assessed as unsafe to remain living independently in the home setting are referred to the client’s GP.

	· Identifying, responding to and mitigating clinical risks associated with delirium, dementia and other forms of cognitive impairment

	· 
	· 
	

	
	· Being alert to deterioration and underlying contributing factors

	· 
	· 
	

	
	· Collaborating with clients with cognitive impairment, their family, carers and others to understand the client and optimise clinical care outcomes

	· 
	· 
	

	
	· Processes to identify and minimise situations that may precipitate changes in behaviour 

	· 
	· 
	

	
	· Identifying and responding to clinical and other identified causes of changes in behaviour including referral to the client’s GP for more appropriate care.
	· 
	· 
	

	Providers recognise and address the needs, goals and preferences of clients in palliative care and end-of-life care and preserve the dignity of clients in those circumstances.

	· The client’s needs, goals and preferences for palliative care and end-of-life care are recognised and addressed and their dignity is preserved 

	· 
	· 



	

	
	· The client’s pain and symptoms are actively managed with access to specialist palliative and end-of-life care when required, and their family and carers are informed and supported, including during the last days of life

	· 
	· 
	

	Priority actions to improve against Standard 5:
1. 
2. 
3. 
4. 
5. 
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