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This performance report is published on the Aged Care Quality and Safety Commission’s (the Commission) website under the Aged Care Quality and Safety Commission Rules 2018.

This performance report
This performance report for Bethania Gardens (the service) has been prepared by M Glenn, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
the Assessment Team’s report for the assessment contact (performance assessment) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff and management;
the provider’s response to the Assessment Team’s report received in 2 parts; 31 July 2025 and 1 August 2025. The response includes commentary to address aspects of the Assessment Team’s report, a plan for continuous improvement activity report, and supporting documentation; and   
a performance report dated 3 April 2025 for a site audit undertake from 4 February 2025 to 7 February 2025. 


Assessment summary 
	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 5 Organisation’s service environment
	Not fully assessed

	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)
The provider ensures:
· assessments are undertaken to identify risks associated consumers’ with health and wellbeing, and goals needs and preferences for care and services, including in relation to use of and consent for restrictive practices in line with legislative requirements. 
Standard 3 requirement (3)(a)
The provider ensures:
consumers are provided best practice, tailored personal and clinical care which optimises their wellbeing and is in line with their assessed needs and preferences, as well as general practitioner and allied health directives, including in relation pain and clinical monitoring.   
Standard 8 requirement (3)(e)
The provider ensures: 
the organisation’s clinical governance framework is reviewed, specifically in relation to minimising use of restrictive practices. 

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)(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.
	Compliant


Findings
The Quality Standard is non-compliant as one of the 2 requirements assessed is non-compliant. 
Requirement 2(3)(a) was found non-compliant following a site audit conducted in February 2025, with the related performance report dated 3 April 2025,   finding assessment and planning, including consideration of risks, did not inform delivery of safe and effective care and services. This related specifically to medication self-administration, environmental restraint, diabetes management and chemical restrictive practices. In response to the non-compliance, the provider implemented a range of improvement actions, including, but not limited to, a clinical risk register to identify clinical risks; updating assessments relating to high impact high prevenance clinical risks weekly; and completing risk assessments, including for dignity of risk and behaviours. 
At the assessment contact in July 2025, the Assessment Team found assessment and planning, including consideration of risks did not effectively inform delivery of safe and effective care and services and recommended requirement 2(3)(a) not met. The Assessment Team provided the following information gathered through interviews and document review. 
Strategies to manage behaviours documented in behaviour support plans (BSP) are generic, lack individualised information, and BSPs do not include life stories to support development of personalised strategies. A BSP for a consumer subject to environmental restraint did not include individualised, person-centred strategies, and staff could not describe what was important to the consumer or strategies to minimise behaviours when they escalate. In coming to my finding, I have also considered evidence highlighted in requirement 3(3)(a). Specifically, BSPs for 2 consumers did not include individual preferences, likes, interests, activities or music that could be used to support management of behaviours, which was consistent with other BSPs sampled. While one staff member described specific information regarding consumer preferences, likes and dislikes, other staff could not, including strategies they would implement for consumers experiencing changed behaviours.
Care files for 6 consumers showed that as restrictive practice(s) are implemented in addition to a current standing restrictive practice, the same consent signatures for the previous implemented restrictive practice are being used. Documentation included further additions in different handwriting to the document of a medication that would be considered a chemical restraint, with no date, name or designation recorded. Informed discussions relating to use of the restrictive practice is not evidenced and none of the documentation is signed by the decision maker, with a reference back to progress notes for verbal consent. Progress notes reviewed do not confirm this consent, and while representatives interviewed acknowledge they have signed some forms they are not sure what they are for. 
In their response, the provider acknowledges the findings and in response has undertaken a comprehensive review of BSPs. BSPs for the 3 highlighted consumers, included in the provider’s response, have been reviewed and updated to include individualised, person-centred information to guide staff in the management of behaviours. Other actions implemented include collecting life stories and behavioural insights, including through engagement of families and integrating these into BSPs; auditing current BSPs to identify gaps in personalisation and relevance; and prioritising consumers with complex behaviours or recent related incidents for immediate review. Staff have recently attended a training session encompassing restrictive practices, psychotropic medication management, and care needs and assessment; and all clinical staff attended an education session provided by the Commission’s behaviour support and restrictive practice division. 
[bookmark: _Hlk205446449]The provider acknowledges deficits relating to restrictive practice consent processes, and the need for these to be further strengthened. Handwritten restrictive practice documentation is being transitioned to the electronic care system with expected completion by August 2025. The plan for continuous improvement (PCI) includes further actions taken and planned, including reviewing all restrictive practices relating to use of bedrails and undertaking discussions with the consumer or the substitute decision maker regarding minimising use of bedrails and addressing risks associated with restraint.  
[bookmark: _Hlk205469678]I acknowledge the provider’s response. However, I find assessment and planning, specifically for use of and consent for restrictive practices has not been undertaken in line with legislative requirements. Consent documentation sampled included multiple forms of restrictive practices documented on the same consent form, and there was no evidence of informed discussions relating to use of the restrictive practice. This was supported by representatives interviewed who indicated while they had signed some forms they did not know what they were for. While I acknowledge the provider’s planned actions to address consent processes, this is limited to transitioning from paper-based documents to the electronic care system. The provider should consider implementing actions to review restrictive practice consent and documentation processes and requirements more broadly.   
For the reasons detailed above, I find requirement 2(3)(a) non-compliant. 
Requirement 2(3)(e) was found non-compliant following a site audit conducted in February 2025, with the related performance report dated 3 April 2025,   finding care and services were not reviewed regularly for effectiveness, and when circumstances changed or when incidents impacted on consumers’ needs, goals or preferences. In response to the non-compliance, the provider implemented or is in the process of implementing improvement actions, including toolbox training to staff on pre and post hospital transfers, behaviour support and restrictive practices, and review of hospital transfers.
At the assessment contact in July 2025, the Assessment Team found care plans are not consistently updated to reflect changes to consumers’ care, and some reviews are not undertaken when recommended. The Assessment Team recommended requirement 2(3)(e) not met and provided the following information gathered through interviews and document review. 
Following discharge from hospital in June 2025 and an unwitnessed fall in June 2025, information relating to mobility and recommendations for positioning from physiotherapist reviews were not transferred to a consumer’s (Consumer A) care plan, functional assessment plan or handover sheet. Additionally, general practitioner (GP) recommendations in July 2025 relating to monitoring of oxygen levels and vital signs were not included in Consumer A’s care plan or the handover sheet, with care documentation showing monitoring was not undertaken in line with recommendations. Furthermore, Consumer A was attending a routine appointment at the hospital during the assessment contact and was due to return the same day. Consumer A did not return to the service and management and the registered nurse were unsure why. The representative said they had not been advised the consumer was kept in hospital overnight. 
The incident register shows a consumer (Consumer B) was verbally aggressive to staff on one occasion in June 2025. There was no review by the GP or registered nurse following the incident, and the BSP was not updated.
A discharge summary following a consumer’s (Consumer C) hospital transfer in June 2025 includes a request for speech pathologist review which has not been undertaken. Another consumer (Consumer D) had a choking episode in April 2025, with the related hospital discharge summary recommending a dietitian review, which while care documentation indicates a review is booked, has not occurred.  
In coming to my finding, I have also considered evidence highlighted in requirement 3(3)(b). Specifically, a range of assessments, including skin and mobility were not reviewed, in line with organisational policy, following a consumer’s (Consumer E) return from hospital in July 2025. Another consumer’s (Consumer F) falls risk assessment was not updated following a fall in July 2025, with the last assessment completed in June 2025.
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. While I acknowledge evidence brought forward by the Assessment Team, I do not consider these instances are indicative of systemic issues as they relate to regular review of care and services in response to incidents and changes in consumers’ condition. In coming to my finding, I have placed weight on supporting documentation included in the provider’s response which demonstrates for all consumers highlighted, appropriate actions have been taken in response to incidents and changes in condition.  
In relation to Consumer A, progress notes show a physiotherapy review occurred the day following the fall with no changes to mobility and transfers noted. Physiotherapy progress notes one day following return from hospital include a range of management strategies which, as acknowledged by the provider, were updated in the related assessment and care plan 5 days post review. While the provider asserts vital signs and oxygen levels were monitored, the response does not indicate the recommendations were documented in the care plan or the handover sheet to guide staff. I have considered this oversight further in my finding for requirement 3(3)(a). 
Documentation relating to an incident involving Consumer B shows appropriate actions were taken in response, including commencement of pain, sleep and behaviour assessments. The consumer was reviewed by the GP 2 days post the incident. There is no indication through the documentation provided that the behaviour demonstrated is ongoing warranting inclusion in the BSP.  
The provider states, and documentation provided for Consumer C confirms, there was no directive recommending a speech pathology review noted in hospital transfer documentation. The discharge summary does note that a speech pathology review occurred during the consumer’s hospital stay, and outlines recommendations. Additionally for Consumer D, the discharge quality review and progress notes outlining a conversation with staff from the health service do not include recommendations for a dietitian review. Progress notes do show the consumer was reviewed by the GP the day following the incident, with a speech pathology review occurring 6 days post the incident with no changes implemented. The provider acknowledges skin and mobility assessments were not updated following Consumer E’s return from hospital in July 2025. Progress notes included in the response show registered staff conducted a skin assessment on the consumer’s return to the service with skin integrity issues identified. No changes to mobility are noted. The provider states Consumer F’s falls risk assessment was updated the day following the fall. 
I have also considered the service is proactively monitoring and evaluating hospital transfer processes through monthly quality care review meetings and hospital transfer audits. 
For the reasons detailed above, I find requirement 2(3)(e) compliant. 



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.
	Compliant


Findings
The Quality Standard is non-compliant as one of the 2 requirements assessed is non-compliant. 
Requirement 3(3)(a) was found non-compliant following a site audit conducted in February 2025, with the related performance report dated 3 April 2025,   finding each consumer did not receive safe and effective clinical care that was best practice, tailored and optimised their health and wellbeing, specifically in relation to restrictive practices, pressure injury prevention and pain. The Assessment Team’s report did not include improvement actions the provider has implemented in response to the non-compliance specific to this requirement. 
At the assessment contact in July 2025, the Assessment Team found personal and clinical care that is best practice, tailored and optimises consumers’ health and wellbeing, particularly in relation to restrictive practices and wound management, is not consistently provided. The Assessment Team recommended requirement 3(3)(a) not met and provided the following information gathered through interviews and document review. 
BSPs do not include a life story and lack personal specific information and strategies. BSPs highlighted for 2 consumers do not include individual preferences, likes and interests, activities or music that could be used to support management of behaviours. While one staff member described specific information regarding consumer preferences, likes and dislikes, other staff could not describe this information, nor strategies they would implement for consumers experiencing changed behaviours.
Forty-five consumers are considered to be mechanically restrained, including 30 consumers through use of bedrails. Management said use of bedrails was at the representatives’ request for safety and associated risks have been discussed. One representative said they were not aware of risks associated with bed rails. Management could not identify any consumers where the use of bed rails had been ceased, and there is no strategy in place to reduce the overall use of bed rails. Twenty-seven consumers are considered to have a chemical restraint in place. While chemical restraint is regularly reviewed, management could not name consumers where the medication had been ceased. Registered staff did not demonstrate a shared or correct understanding of chemical restraint, with statements, such as only as required medications are considered a chemical restraint, and if the medication is used for behavioural and psychological symptoms of dementia it is not a chemical restraint.
Documentation for 6 consumers identified as restrictive practice(s) are implemented in addition to a current standing restrictive practice, the same consent signatures for the previous implemented restrictive practice are being used, and informed discussions relating to restrictive practice use were not evidenced to have taken place. 
Photographs of a consumer’s (Consumer G) wound, which has been present for over 12 months, show no demonstratable improvement. The wound was reviewed by a hospital-based service during the assessment contact who noted they had reviewed the consumer in March 2025 and May 2025, and recommended a further GP review be organised. Progress notes show the wound was last reviewed by the GP in June 2025. Another consumer’s (Consumer H) wound, identified in January 2024, was reviewed by a hospital-based service in April 2025, with documentation noting further deterioration of the wound due to use of an inappropriate wound dressing. A recommendation for referral to a specialist wound service has not occurred. The consumer was reviewed by the GP in April 2025 and May 2025. 
Care planning documentation for Consumer E, who lives with chronic pain, states a heat pack is to be applied 3 times a week by care staff and massages undertaken 4 days a week by allied health staff. Progress notes show massages have been provided 3 times since the 8 June 2025. Care staff were unaware of the use of heat packs. The consumer said their pain is ‘ok’ with medication, and they receive a massage from the physiotherapist once a week. 
Hospital discharge documentation from June 2025 raised concerns that a consumer’s (Consumer I) pain was not managed with a mild analgesia and recommended an as required opioid medication be prescribed, which had not been administered. In coming to my finding, I have also considered evidence highlighted in requirement 2(3)(e). Specifically, care documentation shows GP recommendations in July 2025 to monitor Consumer A’s oxygen levels 3 times a day and vital signs daily were not undertaken in line with the directives. 
In coming to my finding, I have considered the intent of this requirement which expects each consumer receives safe and effective personal and clinical care which is best practice, tailored and optimises health and wellbeing. As such, I consider Consumers E and A have not received effective clinical care and placed weight on evidence presented in the Assessment Team’s report.  
The provider’s response did not address issues raised relating to management of Consumer E’s pain management strategies. Progress notes show pain relieving strategies have not been provided in line with care plan documentation, and while care staff are required to apply a heat pack 3 times a week, they were unaware of this directive. While Consumer E said their pain is ‘ok’ with medication, the consumer is identified as having chronic pain which may be better managed through undertaking pain management strategies in line with the consumer’s assessed needs. 
In their response, the provider acknowledges Consumer A’s oxygen levels were not monitored in line with GP directives, asserting oxygen levels were reviewed and taken daily. Additionally, the provider states vital signs were taken consistently in line with GP directives except on the day during the assessment contact when the consumer was attending an appointment. Neither of these assertions are supported by charting included in the provider’s response which shows oxygen levels and vital signs have not been documented for 4 consecutive days post the date of the GP’s directive. The GP’s directives were implemented in response to a change in Consumer A’s condition, and outlined actions staff should take, that is referral to the emergency department, where a decrease in blood oxygen levels was noted. I consider Consumer’s A’s condition was not effectively monitored to enable changes in their health, condition and wellbeing to be recognised and actions taken in a timely manner. 
I have placed weight on supporting documentation included in the provider’s response when considering evidence presented relating to management of Consumers G and H’s wounds, and Consumer I’s pain, and find for these consumers, these aspects of care have been appropriately managed. The provider indicates Consumer G’s wound has been clinically assessed as stable and not deteriorating. While I note the last GP review occurred in June 2025, 33 days prior, it is not reasonable to expect a further GP review to have occurred given the recommendation for a review was made during the assessment contact. The provider’s response indicates the GP reviewed the wound the day following the assessment contact. A further review by a wound specialist has since been undertaken, subsequently highlighting the consumer’s comorbidities which are impacting wound healing. I find the evidence presented does not indicate poor wound management, and shows wound treatments have been attended, and regular review of the wound, including by a hospital-based service, has been undertaken. 
The provider’s response includes further context relating to application of an inappropriate dressing to Consumer H’s wound which was suggested by the GP in response to a dressing product not being available. As evidenced by documentation included in the provider’s response, appropriate action was taken when the wound was noted to have deteriorated, with referral to a hospital-based service initiated and the dressing regime reviewed. A further review by a wound specialist has since been undertaken, highlighting the consumer’s comorbidities which are impacting wound healing.  
While I acknowledge information highlighted relating to discharge documentation indicating Consumer I’s pain was not managed, the evidence presented does not explicitly state this is the case. Pain assessment and management charting for a 20-day period in July 2025 shows the consumer’s pain and discomfort levels have been monitored and documented multiple times a day. During this period, there has been no indication of pain.  
While I acknowledge evidence highlighted in relation to BSPs, as well as restrictive practices and consent processes, the evidence presented does not suggest deficits with the provision of consumers’ personal and clinical care. I find the evidence is more aligned with assessment and planning, including consideration of risks, and the organisation’s processes to identify opportunities to minimise the use of restrictive practices. As such, I have considered the evidence, and the provider’s related response, in my findings for requirements 2(3)(a) and 8(3)(e). 
For the reasons detailed above, I find requirement 3(3)(a) non-compliant. 
Requirement 3(3)(b) was found non-compliant following a site audit conducted in February 2025, with the related performance report dated 3 April 2025 finding high impact or high prevalence risks, specifically falls, behaviours, and use of chemical restrictive practices were not effectively managed. The Assessment Team’s report did not include improvement actions the provider has implemented in response to the non-compliance specific to this requirement.  
At the assessment contact in July 2025, the Assessment Team found high impact high prevalence risks, including clinical review of consumers following discharge from hospital, falls and medications were not effectively managed. The Assessment Team recommended requirement 3(3)(b) not met and provided the following information gathered through interviews and document review. 
A range of assessments, including skin and mobility were not reviewed on Consumer E’s return from hospital in July 2025, in line with organisational policy, and the consumer has not been reviewed by the GP. Consumer H has not been referred to wound specialist services as recommended by a hospital-based service in April 2025. A care file shows a consumer (Consumer J) has not been reviewed by a physiotherapist following falls in June 2025 and July 2025, and a falls risk assessment for Consumer F has not been updated following a fall in July 2025. For another consumer (Consumer K), neurological observations were not consistently taken in line with organisational policy following an unwitnessed fall with a head strike in July 2025. 
The incident register from April 2025 includes 23 medication incidents noted as ‘nil stock’ available for individual consumers. This includes medications for blood pressure, pain and respiratory issues. The period of time each consumer was without their medication is not clear from the register or progress notes. The lack of a nurse-initiated medication list was identified at the site audit in February 2025 and management acknowledged this has not yet been developed. On one morning in June 2025, one consumer did not receive their analgesic, with nurse-initiated medications not used as an alternative. 
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. While I acknowledge evidence brought forward by the Assessment Team, I do not consider the evidence presented is indicative of systemic issues as they relate to management of high impact or high prevalence risks relating to consumers’ care. In coming to my finding, I have placed weight on supporting documentation included in the provider’s response.
Progress notes show recommendations from a hospital-based service do not direct the service to initiate a referral to a wound specialist for Consumer H. Rather, notes state the service can source a service for ongoing wound care. Additionally, progress notes for Consumer J show a physiotherapist review occurred the following day post each fall. The provider acknowledges neurological observations were not conducted in line with organisational policy following Consumer K’s fall in July 2025. In response, the provider has reported this to the related nursing agency and has strengthened internal auditing processes to ensure post-falls neurological observations are conducted as required. 
I consider appropriate measures have been taken by the provider to mitigate risks to consumers relating to medication supply issues. Management have formally met with the pharmaceutical provider in response to the issue, as well as after-hours provision of medications. Monitoring processes are in place, with a reduction in supply issues noted over the last 3 months, including no issues identified in July 2025. A further meeting between the provider and the pharmacy is scheduled for August 2025.
While I acknowledge a lack of nurse-initiated medication supply, the evidence presented does not demonstrate this has adversely impacted consumers. An improvement action identified in May 2025 relating to imprest medication stock is included on the PCI, with a planned due date of September 2025. Related tasks include reviewing and implementing policies and procedures; ensuring compliance with related legislative and regulatory requirements; staff training; and implementing monitoring processes.  
The types of medications missed by consumers through inadequate supply includes medications for blood pressure, pain and respiratory issues. The Assessment Team’s report does not highlight any adverse consumer impacts in response, nor does the report or the provider’s response elaborate on how consumers’ health, condition and wellbeing were monitored following missed administration of these medications. I would encourage the provider to review their processes relating to how consumers are monitored for adverse effects in the event medications prescribed are not available.  
In relation to evidence presented for Consumers E and F, I do not consider lack of review or update of assessments demonstrates high impact or high prevalence risks are not being managed. I find this evidence is more aligned with assessment and planning, and as such, have considered this information and the provider’s related response in my finding for requirement 2(3)(e).
For the reasons detailed above, I find requirement 3(3)(b) compliant. 
  

Standard 5
	Organisation’s service environment
	

	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.
	Compliant


Findings
Requirement 5(3)(b) was found non-compliant following a site audit undertaken in February 2025, with the related performance report dated 3 April 2025 finding aspects of the service environment were not safe and did not enable consumers to move freely. At the assessment contact in July 2025, the Assessment Team recommended requirement 5(3)(b) met and provided the following information gathered through interviews, observations and document review. 
The service environment is clean, well maintained and comfortable, and consumers were moving freely around the service and into outdoor areas. However, consumers from some wings were unable to access the coffee shop without a swipe card. Management implemented immediate actions to address this during the assessment contact, including disabling the swipe care access to doors. Designated smoking areas are equipped with cigarette receptacles and fire extinguishing equipment. The area is not protected from the elements and umbrellas are available for consumer use, however, consumers said umbrellas are not suitable for those who require mobility aids. During the site audit in February 2025, management said an action item would be added to the PCI to explore the option of an undercover walkway which is still being considered.
Based on the Assessment Team’s report, I find requirement 5(3)(b) compliant.  







Standard 8
	Organisational governance
	

	Requirement 8(3)(d)
	Effective risk management systems and practices, including but not limited to the following:
(i) managing high impact or high prevalence risks associated with the care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can
(iv) managing and preventing incidents, including the use of an incident management system.
	Compliant

	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 Quality Standard is non-compliant as one of the 2 requirements assessed is non-compliant. 
[bookmark: _Hlk205208459]Requirement 8(3)(d) was found non-compliant following a site audit undertaken in February 2025, with the related performance report dated 3 April 2025 finding governance systems relating to managing high impact or high prevalence risks, managing and preventing incidents, and identifying and responding to abuse and neglect were not effective. In response to the non-compliance, the provider implemented a range of improvement actions, including, but not limited to, a new incident management documentation system, with the incident register including root cause analysis and more detailed documentation of incidents; a clinical risk register which identifies all high impact or high prevalence risks to consumers; weekly clinical collaboration forums where incidents, deterioration or change in a consumer’s need is discussed and risks identified; and staff education on the serious incident response scheme (SIRS) and incident management, restrictive practices, behaviour management, skin assessment and pressure injuries, and falls management. 
At the assessment contact in July 2025, effective risk management systems and practices to support consumers to live the best life they can were demonstrated. However, the Assessment Team found while the service has implemented improvement actions in response to the non-compliance, the organisation did not demonstrate these processes are effective in ensuring risks are identified, monitored and effectively managed. The Assessment Team recommended requirement 8(3)(d) not met and provided the following information gathered through interviews and document review. 
Effective measures to manage high impact or high prevalence risks were not demonstrated, with the Assessment Team referencing deficiencies identified in requirement 3(3)(b). These deficiencies included knowledge and understanding of restrictive practices, BSPs, incident investigation, specifically medication incidents, post falls management and communication with the hospital when consumers are transferred. 
Since 7 April 2024, there have been 23 occasions where consumers’ medication has not been in stock, with only 2 of 23 incidents identified and reported to the SIRS. In relation to these incidents, there is a lack of evidence relating to investigation, risk mitigation or prevention strategies.
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. While I acknowledge evidence brought forward by the Assessment Team, I do not consider the evidence presented is indicative of systemic failures as they relate to the organisations’ risk management systems and practices. In coming to my finding, I have placed weight on supporting documentation included in the provider’s response. 
The Assessment Team noted measures to manage high impact or high prevalence risks were not effective, referencing deficiencies identified in requirement 3(3)(b). High impact or high prevalence risks highlighted in requirement 3(3)(b) have been found to be effectively managed. Additionally, the provider has taken measures to review BSPs, with documentation for 3 highlighted consumers containing individualised, person-centred information to guide staff in the management of behaviours. The provider has taken appropriate measures to address medication supply issues and to mitigate related risks to consumers. While I have considered use of and consent for restrictive practices has not been undertaken in line with legislative requirements, and organisational processes to identify opportunities to minimise the use of restrictive practices have not been effective, I find these aspects are more aligned to assessment and planning and clinical governance and have considered the evidence in my findings for requirements 2(3)(a) and 8(3)(e) respectively.   
I acknowledge evidence indicating not all incidents where medications have been unavailable have been reported through the SIRS, and related incident reports do not include sufficient detail relating to the incidents. However, I do not consider this demonstrates systemic deficits relating to the organisation’s risk management systems and practices more broadly. The provider states incidents relating to medication supplies have been reported to the SIRS, where applicable for each consumer, however, evidence to support this was not included in the response. In relation medication incidents, specifically those related to medication supply issues, I would encourage the provider to review their incident reporting processes to ensure the length of time the consumer is without the medication is noted, as well as how the consumer’s health and wellbeing is monitored to ensure any adverse effects are identified and managed.   
For the reasons detailed above, I find requirement 8(3)(d) compliant. 
[bookmark: _Hlk204857931]Requirement 8(3)(e) was found non-compliant following a site audit conducted in February 2025, with the related performance report dated 3 April 2025 finding the clinical governance framework, including minimising use of restraint was not effective. In response to the non-compliance, the provider implemented a range of improvement actions, including, but not limited to, a new electronic documentation system for access to policies and procedures; a risk management committee to define and establish the organisation’s risk appetite; a new external auditing platform with audit results reported monthly to the board; and a clinical governance committee responsible for overseeing risks, monitoring outcomes, reviewing policy and supporting continuous improvement.
At the assessment contact in July 2025, effective governance systems, supported by policies, procedures, staff training and monitoring processes were found to be in place to support antimicrobial stewardship and open disclosure. However, the Assessment Team found while improvement actions have been implemented in response to the non-compliance, clinical governance systems and processes were not demonstrated. The Assessment Team recommended requirement 8(3)(e) not met and provided the following information gathered through interviews and document review. 
Organisational processes do not ensure restrictive practices are used as a last resort. In relation to restrictive practices, I have considered evidence highlighted in requirement 3(3)(a). Specifically, 30 consumers are subject to mechanical restraint through use of bed rails, with management and registered staff stating use was at representatives’ requests for safety. Management could not identify any consumers where use of bed rails had been ceased and there is no strategy to reduce the overall use of bed rails. Twenty-seven consumers are considered to have a chemical restraint in place, and while regularly reviewed, management could not name consumers where the medication had been ceased. Registered staff did not demonstrate a shared or correct understanding of chemical restraint, for example, stating only as required medications are considered to be a chemical restraint, and if the medication is used for behavioural and psychological symptoms of dementia it is not a chemical restraint. Management advised deficiencies in relation to behaviour support and restrictive practices have been identified across the organisation and measures to address this have been developed as an organisational initiative. 
In their response, the provider indicates the organisation is actively reviewing organisational governance systems towards appropriate oversight and management of risk. Additionally, effective and safe systems, integrated into the operational rhythm of the service have been implemented to utilise effective and safe practices associated with behaviour support and management of restrictive practices. 
I acknowledge the provider’s response. However, I find the clinical governance framework is not effective, specifically in relation to minimising use of restraint. In coming to my finding, I have placed weight on evidence presented in the Assessment Team’s report. 
The PCI includes an improvement action, identified 31 March 2025, to minimise restraint across all of the organisation’s services. All tasks related to the improvement action are marked as complete with dates ranging from 30 May 2025 to 17 July 2025. Actions taken include, but are not limited to, staff training, removal of environmental restraints; and reviewing consumers subject to restrictive practice and considering reduction or removal of restraint where appropriate. I find these actions have not been effectively implemented nor have they resulted in minimising the use of restrictive practices. This is evidenced by the fact that 30 consumers are subject to mechanical restraint through use of bedrails, and 27 consumers are subject to chemical restraint, with management unable to identify any consumers where minimising use has been considered. Additionally, while there are processes to regularly review chemical restraint, this has not resulted in the identification of opportunities to minimise use. The PCI includes an improvement action dated 10 July 2025 relating to bedrail review. Actions taken and planned to address the high use of bedrails include reviewing use of bedrails and undertaking discussions with the consumer or the substitute decision maker regarding minimising use of bedrails and addressing risks associated with restraint. Due dates for these actions are noted as 18 July 2025 to 31 August 2025.  
As highlighted in my finding for requirement 2(3)(a), I have also considered assessment and planning, specifically for use of and consent for restrictive practices has not been undertaken in line with legislative requirements. Furthermore, registered staff did not have a good understanding of chemical restrictive practices and have recently received training which included restrictive practices and psychotropic medication management. I would encourage the provider to monitor related staff practices to ensure medications considered chemical restraint are managed in line with legislative requirements. 
For the reasons detailed above, I find requirement 8(3)(e) non-compliant. 
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