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This performance report
This performance report for Bethania Gardens (the service) has been prepared by M Dubovinsky, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 40A 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 Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others; and
· the provider’s response to the assessment team’s report received 13 March 2025.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 4 Services and supports for daily living
	Compliant

	Standard 5 Organisation’s service environment
	Not Compliant

	Standard 6 Feedback and complaints
	Compliant

	Standard 7 Human resources
	Compliant

	Standard 8 Organisational governance
	Not Compliant


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.
Standard 2 Requirement (3)(a)
· Ensure 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.
· For consumers who self-administer their own medications, ensure relevant assessment and planning guides staff practice and supports effective risk management.
· For consumers who are subject to restrictive practices, including environmental restraint or chemical restraint, ensure that relevant assessment and planning is undertaken and is consistent with the requirements set out in Quality of Care Principles 2014 for the use of restrictive practices, including the development of behaviour support plans. 
· For consumers who refuse care and experience changed behaviours, that relevant behaviour support strategies are developed to effectively manage risks associated with their specialised nursing need. 


Standard 2 Requirement (3)(e)
· Ensure 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.
· For consumers who experience a fall, new pain, new condition, worsening mental health status, or following an incident such as a fracture, that staff review and where appropriate update the consumer’s care and services plan. This includes where appropriate in relation to mobility and falls management, pain management, and personal care needs.
· For consumers who are discharged from hospital or other medical facility, that staff review consumers’ discharge documentation and care and service needs to ensure strategies recommended are considered.
Standard 3 Requirement (3)(a)
· Ensure each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that is best practice; and is tailored to their needs; and optimises their health and well-being.
· For consumers who are administered medication for the purpose of influencing behaviour, ensure that it is used in accordance with the requirements set out in the Quality of Care Principles 2014, including the development of a person-centred behaviour support plan which includes all the matters required to be included when a restrictive practice is used.   
· For consumers where pain is identified it is effectively monitored and managed.
· For consumers at risk of pressure injuries, their skin is effectively monitored and managed and deterioration identified as early as possible.
Standard 3 Requirement (3)(b)
· Ensure effective management of high impact or high prevalence risks associated with the care of each consumer.
· For consumers who experience falls, that relevant monitoring occurs to manage potential risk including staff undertaking neurological observations where required and falls management strategies are effectively reviewed to minimise the risk of future falls.
· For consumers who experience changed behaviours, that relevant behaviour support strategies are implemented consistent with the behaviour support plan including use of chemical restraint.


Standard 5 Requirement (3)(b)
· Ensure the service environment is safe, clean, well maintained and comfortable; and enables consumers to move freely, both indoors and outdoors.
· Ensure consumers are using the designated smoking to ensure the environment is safe for all consumers. 
· Ensure consumers have access to internal and external areas including the dining room and outdoor courtyards and if the service uses practices or interventions which may restrict consumers’ access to their environment, that relevant assessments are conducted to determine if its use is an environmental restraint and necessary in accordance with the requirements set out in the Quality of Care Principles 2014.
Standard 8 Requirement (3)(d)
· Ensure incidents are being recognised, analysed and support the use of the incident management system including in relation to reporting of pressure injuries, changed behaviours and medication incidents.
· Ensure there are effective processes to manage high-impact or high- prevalence risks associated with the care of consumers including in relation to falls and restrictive practices. 
· Ensure processes support effective identification and response to incidents of abuse and neglect of consumers.
Standard 8 Requirement (3)(e)
· Review the clinical governance framework to ensure effective provision and monitoring of clinical care and processes to support minimising use of restraint and ensure restrictive practices are used consistent with the Quality of Care Principles 2014.
· Ensure the clinical governance committee and framework responds to the identified deficits in Standard 2 and 3 relating clinical care.  


Standard 1
	Consumer dignity and choice
	

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Compliant

	Requirement 1(3)(b)
	Care and services are culturally safe
	Compliant

	Requirement 1(3)(c)
	Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
	Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Compliant

	Requirement 1(3)(e)
	Information provided to each consumer is current, accurate and timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
	Compliant

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant


Findings
Consumers and representatives said consumers are treated with dignity and respect and feel valued. Staff described consumers’ backgrounds and individual preferences and how this supports consumers care and services. Consumers and representatives said staff are respectful of consumers’ preferences regarding culture, values, and who they are. Staff could identify consumers from diverse backgrounds to support culturally safe care.
Consumers and representatives confirmed they are supported to exercise choice. Staff described how they provide individualised information to support consumers to make decisions about care and services. Care documentation evidenced staff providing consumers and representatives information to support and understand the choices available.
Consumers and representatives described being supported to live their best lives, including participating in activities where risk is involved. Care documentation showed discussions between consumers and representatives about risks and strategies implemented including for consumers who choose to consume alcoholic beverages. 
Consumers and representatives reported consumers have access to current information including daily menus, activities and events within the service, and were able to reference or be reminded of the activities currently available and how they receive information. Staff were able to demonstrate how they provide information to consumers promptly which is easy to understand.
Consumers and representatives said consumers’ privacy is maintained by the service and confidential information is handled appropriately. Management described how consumer information is kept confidential and how employees are trained on consumer privacy and confidentiality. Staff were observed to maintain consumers’ privacy and managing sensitive information.
Based on the information summarised above, I find the provider, in relation to the service, compliant with all requirements in Standard 1 Consumer dignity and choice.


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)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	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)(d)
	The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
	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.
	Not Compliant


Findings
The Standard has been found non-compliant as requirements (3)(a) and (3)(e) have been found non-compliant.


Requirement (3)(a)
The assessment team recommended requirement (3)(a) not met, as the service was not able to demonstrate relevant assessment, and planning was undertaken to manage risks associated with self-medication administration, restrictive practices and diabetes management for consumers sampled. The following evidence was considered relevant to my finding:
· Consumer A and another consumer administer some of their own medication, however a relevant assessment has not been completed. The report further detailed how for both consumers whilst instructions were provided on self-medication administration, both consumers summarised they require the medication to manage an underlying medical condition.
· Consumers B, C and D are unable to move freely between the internal and external living environment, however, relevant assessments including the development of a behaviour support plan where a restrictive practice is used were not completed. During the site audit case conferences were undertaken for the three consumers. 
· Consumer E was administered a medication to influence the consumers behaviour, however this has not been considered as a potential chemical restrictive practice. In addition, Consumer E has a specialised nursing need and has a history of refusing interventions and whilst a diabetic care plan has been developed actions are not outlined as to actions to take following refusal.
The provider’s response does not indicate if they agree or disagree with the assessment team’s findings. A plan for continuous improvement was included in the response and other documentation outlining planned, in progress, or recently completed tasks relating to medication management, restrictive practices, behaviour support planning and diabetes management. For Consumers A and E a summary of planned and completed actions were included.
Based on the assessment team’s report and provider’s response, I find the service was not able to demonstrate 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. This includes relevant assessment and planning for Consumer A and another consumer who chooses to administer their own medication, Consumers B, C and D who have restricted access to their environment and may be subject to environmental restrictive practices, Consumer E and diabetes management and potential chemical restrictive practices.  For all consumers relevant assessment and planning was not undertaken to effectively identify and support the management of known clinical risks. 
Whilst subsequent actions have been reported to be undertaken specifically for Consumer A and E, relevant evidence to demonstrate these actions or improvement have been undertaken, embedded, sustained or effectively implemented was not demonstrated.
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with requirement (3)(a).
Requirement (3)(b)
The assessment team recommended requirement (3)(b) not met, as the service was not able to demonstrate assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning, specifically relating to consumers and falls, pain and end of life planning. The following evidence was considered relevant to my finding:
· Consumer F experienced a fall and staff confirmed they are no longer able to weight bear, however the consumer’s falls risk assessment continues to reflect they can mobilise with an aid.
· Consumer G expressed they are experiencing pain associated with a bruise however, there is no current pain management plan or pain monitoring charting. 
· Care plans for three consumers palliating did not detail the care to be provided and advanced directives contained generic information such as comfort care.  
The provider’s response does not indicate if they agree or disagree with the assessment team’s findings.  A plan for continuous improvement was included in the response and included improvements planned relating to falls and pain management. The response also outlined a range of planned improvements relating to palliative care assessment, falls assessment and management including the involvement of allied health workers and further planned staff training. 
Based on the assessment team’s report and provider’s response, I have come to a different view and find the assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
Specifically in relation to end of life planning and advanced care planning, I have considered the evidence outlined in requirement (3)(c) in Standard 3 specifically that consumers and representatives are invited to participate in initial and ongoing case conferences and discussions including identifying end of life wishes to inform the provision of care during palliation. In relation to consumer G and pain monitoring and management, and consumer F and falls management, I have considered this as deficit in the review process in requirement (3)(e) in this Standards as both consumers experienced an incident which did not result in a review of care and services. 
In coming to my decision of compliance, I have noted consumers have advanced care directives completed. In addition, other areas of the assessment team’s report outline consumers’ current needs are being recognised and addressed including evidence relating to the provision of services and supports outlined in Standard 4 and effective delivery of personal care.  
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirement (3)(b).
Requirement (3)(e)
The assessment team recommended requirement (3)(e) not met, as the service was not able to demonstrate care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of consumers following hospital admissions and following falls. The following evidence was considered relevant to my finding:
· Consumer F experienced a fall and sustained an injury, however the consumer’s assessments relating to mobility, nutrition and personal care were not updated. 
· Four reviews recently conducted by an allied health worker viewed during a recent one-week period were noted to have generic statements. In addition, for Consumer E the consumer has a diagnosis impacting one of the strategies recommended by the allied health worker, Consumer E’s recent hospital discharge documentation identified the consumer was diagnosed with a condition however this new diagnosis was not updated in the care plan or relevant referral undertaken. For Consumer H the discharge summary from a hospital recommended ongoing allied health input and optimise pain relief, however Consumer H’s care plan was not reviewed as recommended.   
The provider’s response does not indicate if they agree or disagree with the assessment team’s findings.  A plan for continuous improvement was included in the response and included improvements planned relating falls, pain, incident management and staff training. 
Based on the assessment team’s report and provider’s response, I find the service was not able to demonstrate 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. This included for Consumer G identified in requirement (3)(b) in this Standard in relation to pain associated with a bruise, Consumer F following a fall and associated injury and for Consumer E and H relating to being reviewed following return from hospital. I have also considered evidence documented in requirement (3)(d) in Standard 3 of ineffective review process relating to Consumer A and their worsening mental health status which did not result in a review of care and services.  
For Consumer G, I have considered evidence outlined in requirement (3)(b) in this Standard where Consumer G experienced an incident and their pain was not monitored and pain management plan reviewed. For Consumer F who experienced a fall resulting in an injury, the consumer’s mobility, personal care and nutrition assessments were not reviewed. For Consumer E and H, their care and services were not reviewed following discharge from hospital and specifically whilst noting new information or recommendations were included in the discharge plan and warranted an update of their care and service plan.  
I have also considered evidence documented in Standard 3 requirement (3)(d) where Consumer A experienced a worsening mental health status however this did not result in the consumer’s care and services including emotional well-being being reviewed. 
Whilst subsequent actions have been reported to be undertaken specifically for Consumer E, relevant evidence to demonstrate these actions or improvements have been undertaken, embedded, sustained or effectively implemented was not demonstrated.
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with requirement (3)(e).
In relation to all other requirements, assessment and planning is based on ongoing partnership with consumer and other individuals and providers that the consumer wishes to involve. Care documentation demonstrated consumers and others participate in assessment and planning. Consumers and representatives interviewed described how they are involved in assessment and planning. Clinical staff described how allied health professionals, contribute to assessment and care planning.
Consumers and representatives confirmed outcomes of assessments being discussed and care plans being offered. Clinical staff described how they have discussions with representatives either via telephone calls or face to face. Clinical staff were observed informing representatives of outcomes following assessments and changes to care and services being delivered.
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirements (3)(c) and (3)(d) in Standard 2 Ongoing assessment and planning with consumers. 


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.
	Not Compliant

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Not Compliant

	Requirement 3(3)(c)
	The needs, goals and preferences of consumers nearing the end of life are recognised and addressed, their comfort maximised and their dignity preserved.
	Compliant

	Requirement 3(3)(d)
	Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
	Compliant

	Requirement 3(3)(e)
	Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
	Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 3(3)(g)
	Minimisation of infection related risks through implementing:
(i) standard and transmission based precautions to prevent and control infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
	Compliant


Findings
The Standard has been found non-compliant as requirements (3)(a) and (3)(b) have been found non-compliant. 
Requirement (3)(a)
The assessment team recommended requirement (3)(a) not met. The service was not able to demonstrate each consumer gets safe and effective clinical care that was best practice, tailored and optimised consumers’ well-being in relation to restrictive practices and behaviour support, pressure injury management and prevention, and pain management and review. Evidence documented in other requirements in the assessment team’s report supported consumers receiving effective personal care. The following evidence was considered relevant to my finding:
· Consumer E is administered medication for the purpose of modifying the consumer’s behaviour, however the medication and practice has not been recognised as a form of chemical restraint or considered in the behaviour support plan.
· Consumer F was observed to be calm and at a later period was administered a medication used to manage a diagnosed condition. Staff advised the medication was used to settle the consumer. Consumer F experienced a fall and sustained a significant injury, however, following return from hospital the consumer’s pain was not reviewed until 7 days following return.
· Staff were unable to provide alternative strategies for consumers experiencing changed behaviours other than generic strategies such as redirection and offer cup of tea prior to using restrictive practices.
· Consumers I and J did not have pressure injuries identified until they were a stage 2 following identification.
The provider’s response does not indicate if they agree or disagree with the assessment team’s findings. A plan for continuous improvement was included in the response and included improvements relating to falls, pain, restrictive practices. Further improvements were also outlined in the response including in relation to the early identification of pressure injuries, pain, falls management and restrictive practices. For consumer E a record was included of improvements planned, in progress or completed. 
Based on the assessment team’s report and provider’s response, I find the service was not able to demonstrate each consumer gets safe and effective clinical care that is best practice; and is tailored to their needs; and optimises their health and well-being specifically in relation to restrictive practices for Consumer E, pressure injury prevention and management for Consumer I and J and pain management for Consumer F. 
In relation to restrictive practices, a relevant behaviour support plan has not been completed for Consumer E with staff being unable to describe person-centred behaviour support strategies to minimise the use of chemical restrictive practices. For Consumer I and J, ineffective skin integrity monitoring occurred with both consumers having pressure injuries identified at stage 2. 
For Consumer F staff did not effectively monitor, manage and review the consumer’s pain whilst noting the extended delay between returning from hospital and the review being 7 days despite the consumer sustaining a significant incident. In relation to consumer F, and the observation made by the assessment team and the subsequent medication administration, I would encourage the provider to ensure that that any medication used to influence changed behaviours complies with the Quality of Care Principles 2014. Specifically is last resort and least restrictive, in this instance in relation to the particular observation, medication and staff feedback I have insufficient evidence to make a finding. 
Whilst subsequent actions have been reported to be undertaken specifically for Consumer E and a range of improvements, relevant evidence to demonstrate these actions or improvements have been undertaken, embedded, sustained or effectively implemented was not demonstrated.
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with requirement (3)(a).
Requirement (3)(b)
The assessment team recommended requirement (3)(b) not met as the service was not able to demonstrate effective management of high-impact or high-prevalence risks associated with the care of each consumer and specifically in relation to management of an acute illness and falls management. The following evidence was considered relevant to my finding:
· Consumer K and L experienced an acute illness and were reviewed by a medical officer, however in the interim clinical staff did not have access to nurse-initiated medication. Management advised they would discuss nurse-initiated medications with the governing body.
· Consumer E sustained a fall, however staff did not consistently undertake neurological observations with 5 observations completed between the fall and the hospital transfer.
· Consumer F sustained an unwitnessed fall and neurological observations were not completed and falls prevention strategies were not evaluated and reviewed. 
The provider’s response does not indicate if they agree or disagree with the assessment team’s findings. A plan for continuous improvement was included in the response and included improvements relating to falls, pain, restrictive practices. Further improvements were also outlined in the response including in relation to falls management, implementing nurse-initiated medications and staff training. For Consumer E and F a record was included of improvements planned, in progress or completed. 
Based on the assessment team’s report and provider’s response, I find the service was not able to demonstrate effective management of high-impact or high-prevalence risks associated with the care of each consumer and specifically in relation to falls management and monitoring for Consumer E and F. I have also considered for Consumer E evidence from the assessment team’s report of ineffective behaviour support and use of chemical restrictive practices and specifically the use of high-risk medications.
I have relied on the evidence for Consumer E and F, both of whom sustained falls where staff did not effectively undertake relevant monitoring specifically neurological observations consistent with internal processes. I have also noted that for Consumer F, staff did not effectively review the consumer’s falls management strategies as outlined in requirement (3)(e) in standard 2 to support optimal falls management. In relation to staff not having access to nurse-initiated medications, I have noted both Consumer K and L experienced an acute illness and were reviewed by the medical officer.
I have also considered for Consumer E evidence from the assessment team’s report of ineffective behaviour support and use of chemical restrictive practice and specifically for the use of high-risk medications where at least on two occasions documentation did not show alternatives were being trialled prior to the medication administration or the medication administration being considered a restrictive practice.
Whilst subsequent actions have been reported to be undertaken specifically for Consumer E and other improvements, relevant evidence to demonstrate these actions or improvement have been undertaken, embedded, sustained or effectively implemented was not demonstrated. 
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with requirement (3)(b).
Requirement (3)(d)
The assessment team recommended requirement (3)(d) not met as the service was not able to demonstrate deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner with one consumer experiencing a deterioration in their mental health which was not effectively managed and another consumer refusing treatment which resulted in them experiencing deterioration. The following evidence was considered relevant to my finding:
· Consumer A has had two hospitalisations, and documentation showed the consumer expressed 3 months prior to the site audit worsening mental health status, however no further action has been undertaken. Consumer A expressed to the assessment team they were having difficulty coping.
· Consumer E has a history of refusing treatment and medication to support the treatment of their underlying specialised nursing need being diabetes. Care documentation and clinical staff did not demonstrate staff recognised the consumer was having a secondary condition associated with diabetes and experienced an acute event. Documentation showed the medical officer was aware the consumer was at risk of an acute event associated with diabetes.  For approximately two weeks, progress notes were generic and when the consumer presented acutely unwell, they were transferred to hospital. The consumer was diagnosed with an acute event and returned to the service the following day with a summary stating poor compliance with monitoring and medication management. 
The provider response does not indicate if they agree or disagree with the assessment team’s findings. A plan for continuous improvement was included in the response and the response included plans on processes to identify and manage clinical deterioration.
Based on the assessment team’s report and provider’s response, I have come to a different view and find the service was able to demonstrate deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
For Consumer A, whilst I have noted the consumer advised experiencing difficulty coping to the assessment team and documentation showed evidence of a worsening mental health status, I have noted this as a deficit in the review processes as the consumer’s emotional well-being and management plan was not reviewed. I have considered this as part of my finding in requirement (3)(e) in Standard 2. 
For Consumer E, I have noted the medical officer was aware the consumer was at risk of secondary complications associated with refusing medications associated with their specialised nursing need being diabetes. I have noted that when the consumer was unwell the medical officer was notified, and the consumer was transferred to hospital. In addition, staff were recording regular progress notes and monitoring the consumer. I have considered the deficits specifically in relation to relevant actions being developed as part of the diabetes management plan in Standard 2 requirement (3)(a) as the consumer had a diabetic management plan however this did not outline actions to take in the event of refusal and the deficits align more closely with assessment and planning. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirement (3)(d).
Requirement (3)(f)
The assessment team recommended requirement (3)(f) not met as the service was not able to demonstrate timely and appropriate referrals to individuals, other organisations and providers of other care and services including to dementia specialist service providers and to speech pathologist/dietitian for two consumers.  The following evidence was considered relevant to my finding:
· Consumer E experiences changed behaviours, however a referral was not undertaken to a dementia specialist service until recommended by local health service. In addition, Consumer E experienced a 3 kg weight loss following a return from hospital however they were not referred to a dietitian or speech pathologist.
· Documentation showed Consumer F experienced changed behaviours in the preceding two months, however a referral to a dementia specialist service has not been undertaken. 
The provider’s response does not indicate if they agree or disagree with the assessment team’s findings. A plan for continuous improvement was included in the response and the response included plans on reviewing and implementing behaviour support plans and referral processes. 
Based on the assessment team’s report and provider’s response, I have come to a different view and find the service was able to demonstrate timely and appropriate referrals to individuals, other organisations and providers of other care and services. I have considered evidence in other areas of the report and specifically referrals and assessments being undertaken by a range of clinical service providers including in relation to physiotherapy, dietetics and speech pathology.
In relation to Consumer E and referral to a dementia specialist service provider, I have noted that the service undertook a referral following the recommendation made by the hospital and I would encourage the service to strengthen these processes. In relation to referral to the dietitian or speech pathologist following the consumer’s weight loss, I have noted this weight loss has recently occurred and I am not satisfied this is an indication of ineffective referral processes. 
In relation to Consumer F and referral to a dementia specialist, I would encourage the service to consider referring consumers to relevant service providers where staff are unable to effectively manage the consumer’s changed behaviours. It is unclear from the assessment team’s report as to the nature of the changed behaviours and to the extent to which they were unmanaged to determine if a referral was warranted. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirement (3)(f).
In relation to all other requirements, consumers and their representatives are invited to participate in initial and ongoing case conferences and discussions including consumer’s end of life wishes to inform the provision of palliative care. Staff described a range of interventions including managing consumers’ pain and how they maintain consumers’ comfort and dignity during end of life care.
Information about the consumer’s condition, needs and preferences is documented and communicated. Staff have access to handovers between shifts and communication is shared with staff verbally and in a written format. Care notes, monitoring charts and observations are documented and maintained. Visiting medical officers and allied health professionals have access to the care system and are supported by clinical and support staff to access consumer information.
Staff demonstrated infection control and antimicrobial stewardship principles.  Clinical and care staff were familiar with antimicrobial stewardship and described antimicrobial stewardship principles. Staff have access to an outbreak management plan to support effective management.
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirements (3)(c), (3)(e) and (3)(g) in Standard 3 Personal care and clinical care.


Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(a)
	Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
	Compliant

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant

	Requirement 4(3)(c)
	Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
	Compliant

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Compliant

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Compliant


Findings
Consumers said they are supported to engage in both group and individual activities which are of interest to them. Lifestyle staff said they develop a monthly activities schedule in collaboration with consumers which includes activities within the service and special events. Consumers were observed engaging in a variety of activities throughout the Site Audit. 
Consumers and representatives said the services, supports, and activities provided promote consumer’s emotional, spiritual and psychological wellbeing. Consumers said they can engage in activities or access services which enhance their wellbeing and social connections. Staff described how they support consumers to attend activities and social engagements.
Consumers stated they are supported to participate in social activities within the service and can access external services. Representatives reported they feel welcomed at the service, with an onsite café providing an additional space for consumers to meet with their guests. 
Information about the consumer’s condition, needs and preferences is communicated with consumers stating the services are well coordinated. Staff described how they access care plans which include information about consumers’ needs, condition and preferences. Staff receive a handover between each shift to support effective communication.
Consumers and representatives reported referrals are made when consumers’ needs, goals or preferences change. Staff described how they refer consumers to other individuals or organisations including hairdressers and pet therapists and how they collaborate to meet the diverse needs of each consumer.
Consumers and representatives were satisfied with the quality of the meals they received. Care planning documentation accurately recorded consumer dietary profiles, food allergies and personal preferences with this information being transferred to the dietary profile and menu selection resource folder. Staff were observed to follow dietary profile guides when preparing and serving meals.
Consumers reported being satisfied with the mobility equipment provided. Staff described reporting process to ensure the equipment was safe, suitable and clean. Staff reported having access to equipment such as hoists, shower chairs and wheelchairs, and were able to identify the process for reporting faulty equipment.
Based on the information summarised above, I find the provider, in relation to the service, compliant with all requirements in Standard 4 Services and supports for daily living. 


Standard 5
	Organisation’s service environment
	

	Requirement 5(3)(a)
	The service environment is welcoming and easy to understand and optimises each consumer’s sense of belonging, independence, interaction and function.
	Compliant

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Not Compliant

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Compliant


Findings
The standard has been assessed as non-compliant as requirement (3)(b) has been assessed as non-compliant. 
Requirement (3)(b)
The assessment team recommended requirement (3)(b) not met. The service was not able to demonstrate the service environment is safe and enables consumers to move freely, both indoors and outdoors. The following evidence was considered relevant to my finding:
· Management and staff said Consumer B, C and D are not able to access the garden or leave unassisted as they could become lost and the doors to outdoor areas are locked at 5.30pm.
· The gaining of valid informed consent and risk assessments have not been completed for Consumer B, C and D in relation to not being able to access the garden or leave unassisted.
· Consumers were observed undertaking an activity outside of a designated area as it was raining, and the activity posed a fire related risk and staff had limited access to firefighting equipment in the event of an incident.
The provider’s response indicates they disagree with the assessment team’s recommendation. The following evidence was considered relevant to my finding:
· Assert all consumers have access to outdoor areas without the need for swipe cards or key codes and described the front door is secured after 5pm with one incident occurring in the past of a consumer leaving the front door and this was an isolated event. 
· Assert the doors referred to being locked are related to the dining room and are locked due to safety as the area is not supervised outside of mealtimes and the area has storage areas, a café preparation and a kitchenette which poses a consumer risk. However, families have access to a café. A picture of the dining room was included showing the dining room door was closed with a kitchenet in the background. In addition, photos were provided of the doors leading to the outdoor environment with the doors closed. 
· Assert staff have access to relevant equipment in the event of an incident with a photo provided, however an extra piece of equipment has since been added in close proximity and on the day in question there was heavy rainfall. Management are aware and continue to encourage consumers to access a suitable area to undertake their activity and consumers have access to umbrellas in the event of rain to get to the designated area.
Based on the assessment team’s report and provider’s response, I find the service was not able to demonstrate aspects of the service environment are safe and enable consumers to move freely including the dining room. In relation to supporting consumers to move freely I am satisfied the service environment does not enable consumers to move freely, specifically accessing the dining room. Whilst, I acknowledge there may be potential risks to consumers in the dining room due to the layout, however with the doors being locked, I am satisfied this practice does not enable consumers to move freely and to access the dining room outside of meal times. In relation to supporting consumers to access outdoor areas and specifically the garden, whilst I acknowledge the provider’s response asserts the doors to garden areas do not require swipe cards or key codes, It is unclear if consumers are being restricted to access the garden, as this conflicts with the evidence provided to the assessment team by staff indicating the doors to access the outdoor areas are being locked. 
In relation to the safety of the environment, I am satisfied aspects of the service environment are not safe, specifically relating to consumer’s choosing to undertake an activity during inclement weather. Whilst I acknowledge the service is aware and has attempted to address the issue specifically consumers using the designated smoking area, I am not satisfied this has been effective to ensure a safe environment for all consumers. I acknowledge the service is continuing to investigate options to support the access to the designated smoking area during inclement weather.
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with requirement (3)(b).
In relation to all other requirements, the environment appeared welcoming with the reception area staffed during the site audit. Consumers and visitors are welcomed by administration or care staff who are available to assist and direct consumers and visitors as required There are multiple open plan common areas where consumers can congregate and undertake activities including large activity spaces.
Consumers and representatives said equipment is clean and well looked after. A range of furniture and equipment was observed to be well maintained. Staff said they have access to the appropriate equipment needed for consumer care. Maintenance staff have access to a preventative maintenance schedule.
Based on the information summarised above, I find the provider, in relation to the service, compliant requirements (3)(a) and (3)(c) in Standard 5 Organisational living environment.


Standard 6
	Feedback and complaints
	

	Requirement 6(3)(a)
	Consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints.
	Compliant

	Requirement 6(3)(b)
	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
	Compliant

	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
Consumers and representatives said they feel supported to provide feedback and make complaints. Staff described how they encourage consumers to provide feedback. Documentation viewed outlined support mechanisms for staff and consumers to provide feedback or make a complaint.
Consumers said they are aware of advocacy services and external mechanisms for resolving complaints. Staff and management described how consumers have access to advocacy and language services. Information on advocacy groups and external methods is available to consumers and representatives on display throughout the service.
Management and staff provided examples of how they have responded to feedback and complaints. The service’s complaints register demonstrated timely action is taken in response to complaints and management practice open disclosure when things go wrong.
Processes support the review of feedback to identify areas for improvement. Management said feedback and complaints are reviewed by management and the executive team regularly to identify trends and areas for improvement. A review of the service’s meeting minutes and plan for continuous improvement demonstrated the service is using feedback to improve the quality of care and services.
Based on the information summarised above, I find the provider, in relation to the service, compliant with all requirements in Standard 6 Feedback and complaints. 


Standard 7
	Human resources
	

	Requirement 7(3)(a)
	The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
	Compliant

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Compliant

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Compliant

	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
Requirement (3)(d)
The assessment team recommended requirement (3)(d) not met. the service was not able to demonstrate staff are trained and equipped to deliver the outcomes required by the Standards. The following evidence was considered relevant to my finding:
· Four Clinical staff said they would not identify verbal aggression between 2 residents as reportable incidents.
· Staff are not reporting incidents towards staff consistent with internal policies. Three priority 2 incidents were incorrectly categorised. Management advised they use the relevant decision-making tool.
· In relation to restrictive practices, Management did not consider Consumer B, C and D to be environmentally restrained. Care staff advised consumer doors are locked after 5.30pm, however management advised doors are not secured and consumers can move freely indoors and outdoors.
The provider’s response disagrees with the assessment team’s recommendation and findings. The following evidence was considered relevant to my finding:
· Assert the incidents reported under the Serious Incident Response Scheme (SIRS) were accurately reported and provided evidence which supported the incident being appropriately categorised.  
Based on the assessments report and provider’s response, I find the workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards. Whilst deficits were identified in my finding of non-compliance in Standard 2, 3 and 5, I am satisfied these deficits are related to ineffective monitoring processes specifically related to clinical governance and risk management systems. 
Specifically relating to SIRS reporting, I am satisfied staff are aware of their reporting obligations as evidence by the use of the decision-making tools and correspondence provided. In relation to restrictive practices, I am satisfied the core deficits directly relates to organisational clinical governance processes and risk management system and I am not persuaded by the evidence that the deficit is in staff training. 
In my finding of compliance, I have noted other areas of the report demonstrate staff are trained in a range of topic including cultural diversity and management and staff monitor and ensure staff training is undertaken which includes competency-based training. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirement (3)(d).
In relation to all other requirements, most consumers and representatives said there are enough staff to provide timely care and services. The Assessment Team observed staff attending to call bells in a timely manner. Management described how they consider consumers’ needs and preferences in planning the workforce. Administration staff described effective processes for managing unplanned leave.
Workforce interactions with consumers are kind, caring and respectful. Staff described how they provided care and services to support cultural safety. Training records demonstrate staff have been provided with education in cultural diversity and providing care and services with dignity and respect. Staff were observed interacting with consumers demonstrating an understanding of consumers’ identity. 
Management were able to demonstrate effective systems for monitoring the competence of staff members. Staff said they provide the service with their qualifications when they commenced with the service. Management described how they monitor qualifications and professional registrations.
Management described how observations, feedback, complaints, incidents, and clinical indicators are used to review staff performance. The service has policies and procedures to guide the assessment and monitoring of staff performance.
Regular assessment, monitoring and review is undertaken of staff and their performance. Policies and procedures guide the assessment and monitoring of staff performance. Documentation confirmed staff performance is monitored regularly consistent with internal policies and procedures. 
Based on the information summarised above, I find the provider, in relation to the service, compliant requirements (3)(a), (3)(b), (3)(c) and (3)(e) in Standard 7 Human resources. 


Standard 8
	Organisational governance
	

	Requirement 8(3)(a)
	 Consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement.
	Compliant

	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.
	Not 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.
	Not Compliant


Findings
The standard has been found non-compliant as requirements (3)(d) and (3)(e) have been found non-compliant.
Requirement (3)(b)
The assessment team recommended requirement (3)(b) not met. The service was not able to demonstrate the organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery as relevant and accurate information was not provided to the governing body and organisational process were not effective in identifying deficits. The following evidence was considered relevant to my finding:
· The quality and compliance team conduct internal audits which are reported on to the governing body and incidents, clinical indicators, feedback and complaints are reviewed monthly by the management team, however this process has not identified deficits outlined in the assessment team’s report. 
· Policies and procedures are locked after hours impacting staff access to relevant policies and procedures to business hours only.  
The provider’s response states they disagree with the finding and outlined evidence relating to the service environment outlined in their response to requirement (3)(b) in Standard 5 and restrictive practices. 
Based on the assessment team’s report and provider’s response, I have come to a different view and find the organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery. Whilst I acknowledge, deficits were identified by the assessment team which is supported in my findings of non-compliance, I am satisfied these deficits more closely align with my findings of non-compliance in requirements (3)(d) and (3)(e) in this Standard relating to organisational risk based systems and clinical governance processes.
In coming to my finding of compliance, I have noted there are reports being provided to the governing body, including internal audits and initiatives in addition to the consumer advisory committee reporting to the governing body to ensure the governing body is informed on the quality of care and services being delivered. I have also noted the provider has responded to the assessment team’s report and has commenced completing some improvements with further improvements in progress and planned. 
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirement (3)(b) in Standard 8 Organisational governance. 


Requirement (3)(c)
The assessment team recommended requirement (3)(c) not met. The service was not able to demonstrate effective organisation governance systems relating to information management or regulatory compliance. However, the service was able to demonstrate effective systems relating to continuous improvement, financial governance, workforce governance, and feedback and complaints. The following evidence was considered relevant to my finding;
· In relation to information management, staff did not have timely access to policies and procedures as they were locked after hours, and staff would need to contact management or clinical staff for access.
· In relation to regulatory compliance, consumers were observed during inclement weather smoking within 5 metres from service entry points. Authorisations, and informed consent was not sought in relation to chemical or environmental restrictive practices for consumers identified in requirement (3)(a) in Standard 2 and serious incidents are not consistently reported.
· In relation to financial governance, management described how the executive team, including the governing body oversee the service’s expenditure and is accountable for the service’s financial budget. 
· In relation to workforce governance, systems ensure the workforce is planned and deployed to deliver timely care and services and staff have the required competencies and qualifications to perform their roles.
· In relation to feedback and complaints, systems support the identification, management and review of complaints and areas for improvement are identified. 
The provider’s response does not indicate if they agree or disagree with the assessment team’s finding. The response states a training and development and needs analysis will be conducted with further training planned.  
Based on the assessment team’s report and provider’s response, I have come to a different view and find the service was able to demonstrate effective organisation wide governance systems. 
Whilst the assessment team outlined evidence relating to regulatory compliance and restrictive practices, fire safety and serious incident reporting, this evidence has been considered in requirements (3)(e) and (3)(d) in this Standard and requirement (3)(b) in Standard 5 as the evidence was more closely aligned with the intent of respective requirements. 
In relation to information management and staff not having timely access to policies after hours, I am satisfied there are effective processes to support information management as evidenced in the assessment team’s report including policies and procedures, consumer records, human resource, feedback related documents and handover processes to support effective information management.
Based on the information summarised above, I find the provider, in relation to the service, compliant with requirement (3)(c) in Standard 8 Organisational governance. 
Requirement (3)(d)
The assessment team recommended requirement (3)(d) not met. The service was not able to demonstrate effective risk management systems and practices, including but not limited to managing high impact or high prevalence risks associated with the care of consumers; identifying and responding to abuse and neglect of consumers and managing and preventing incidents, including the use of an incident management system. Other areas of the assessment team’s report outlined evidence of consumers being supported to live the best life they can. The following evidence was considered relevant to my finding;
· Care documentation identified the service was not using appropriate risk management tools to identify and manage risks associated with self-medication administration, the safe use of restrictive practices, diabetes management, falls management and pressure injury care.
· Clinical data demonstrated the service is not consistently identifying and recording pressure injuries to identify trends. In addition, inconsistencies in the number of pressure injuries were identified between the wound register and the monthly report.
· Complaint data recorded, three examples of incidents which were not recorded on the incident management system or reported as part of the Serious Incident Response Scheme involving Consumer L and a missed medication, Consumer B and ineffective medication administering, and Consumer M and a changed behaviour impacting a visitor. 
· Care documentation showed Consumer B refusing medications, however the refusal and a significant related incident was not reported as an incident. Consumer L had a medication error recorded which was not reported on. 
· Consumer N experienced changed behaviours towards staff on three occasions however this was not reported. 
· Incident reports in the month prior for falls did not show a route cause analysis was undertaken.
The provider’s response does not indicated if they agree or disagree with the finding and outlined a planned improvement of a centralised clinical data analysis system to monitor and support the evaluation of care delivery. 
Based on the assessment team’s report and provider’s response, I find the service was not able to demonstrate effective organisation wide governance systems relating to managing high-impact or high-prevalence risks associated with the care of consumers, managing and preventing incidents, including the use of an incident management system and identifying and responding to abuse and neglect of consumers. I find the service was able to demonstrate supporting consumers to live the best life they can. 
In relation to the incident management system, in relation to the three examples from complaint data involving Consumer L, B and M, I am satisfied staff did not use the incident management system effectively as these incidents were not analysed and no incident forms completed to support effective prevention and management. I am satisfied the three incidents did not warrant reporting as part of the Serious Incident Response Scheme as the two medication incidents appeared isolated events and for Consumer M the changed behaviour involved a visitor. I have noted however incidents involving Consumer L, B and N which did not result in effective incident reporting and use of the incident management system. In addition, as the service is not effectively identifying and recording pressure injuries, this impacts the effective use of the incident management system.
In relation to identifying and responding to abuse and neglect of consumers, whilst staff have undertaken reporting as part of the Serious Incident Scheme as outlined in requirement (3)(d) in Standard 7, staff have not consistently used the incident management system to effectively identify and investigate all incidents to determine if incidents of neglect or abuse have occurred.
In relation to managing high-impact and high-prevenance risks associated with the care of consumers, I have noted ineffective falls management and monitoring processes and use of restrictive practices as outlined in my finding in requirement (3)(b) in Standard 3.  
In relation to supporting consumers to live the best life they can, I have considered evidence in Standard 1 and specifically process to support consumers to live their best life. 
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with requirement (3)(d) in Standard 8 Organisational governance. 
Requirement (3)(e)
The assessment team recommended requirement (3)(e) not met, while the service has a documented clinical governance framework, the service was not able to demonstrate effective clinical governance systems for the delivery of safe and quality clinical care including in relation to minimising use of restraint and effective use of open disclosure. The following evidence was considered relevant to my finding;
· Open disclosure was not consistently undertaken following incidents. 
· The service was not able to demonstrate effective assessment and provision of clinical care as outlined by the deficits identified by the assessment team.
The provider’s response does no indicated if they agree or disagree with the findings and outlined a plan of establishing a clinical governance framework committee to ensure effective systems for delivering quality clinical care. 
Based on the assessment team’s report and provider’s response, I find the service was not able to demonstrate an effective clinical governance framework including minimising use of restraint. In relation to restrictive practices, I am satisfied staff are not recognising or effectively managing restrictive practices being chemical and environmental restraint consistent with the Quality of Care Principles 2014. I have also noted the evidence relating to Consumer E from the assessment team’s report who was administered a medication on at least two occasions for the purpose of influencing the consumer’s behaviour, however the medication was not listed in the consumer’s behaviour support plan and documentation did not show alternatives were trialled prior to the administration.
In addition, I have considered the role of an effective clinical governance framework to include the effective monitoring of the provision of clinical care. I am not satisfied this has been effective as outlined in my findings of non-compliance relating to Standard 2 and 3 across a range of clinical issues including restrictive practices, pain, falls, medication management and pressure injury management and prevention. 
I find the service was able to demonstrate antimicrobial stewardship use of open disclosure. In relation to antimicrobial stewardship, I have noted effective processes and policies and procedures as outlined in Standard 3 requirement (3)(g). I have also noted effective processes in relation to open disclosure and apologising as outlined in requirement (3)(c) in Standard 6.  
Based on the information summarised above, I find the provider, in relation to the service, non-compliant with requirement (3)(e) in Standard 8 Organisational governance. 
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