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This performance report
This performance report for Carinya of Bicton (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 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, which was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff, management and others;
the provider’s response to the Assessment Team’s report received 31 January 2025. The response acknowledges the Assessment Team’s report and outlines actions the board and management have taken subsequent to the site audit or plan to take; 
the Assessment Team’s report for an assessment contact – site undertaken 17 December 2024 to 18 December 2024, which was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff, management and others; and
the provider’s response to the Assessment Team’s report for the assessment contact – site received 17 January 2025. The response includes commentary and supporting information outlining actions taken subsequent to the assessment or planned relating to the deficits raised in the Assessment Team’s report.
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Not 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
	Not Compliant

	Standard 5 Organisation’s service environment
	Not Compliant

	Standard 6 Feedback and complaints
	Not Compliant

	Standard 7 Human resources
	Not 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 1 requirements (3)(a), (3)(b), (3)(c) and (3)(e) 
The provider ensures: 
consumers are treated with dignity and respect. Assessment and planning are used to capture and support staff recognise each consumer’s identity and diversity. Staff receive training in dignity, inclusion and choice;  
assessment and planning capture consumers’ cultural needs. Staff receive sufficient training to complete lifestyle assessments and develop strategies for delivery of culturally safe care. Consumers from culturally and linguistically diverse backgrounds have appropriate communication strategies developed for their needs; 
consumers are supported to make and express decisions about their care and services. Staff are to consult with consumers to learn their needs and preferences, with outcomes reflected in care and services plans; and  
consumers receive sufficient, accurate, and timely information to support decision making. Information is to be provided to a consumer in a manner appropriate to their identified communication needs. Written information is to be displayed in a manner and location to support consumer access and understanding, and changes to schedules or calendars are to be communicated in advance. 
Standard 2 requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e)
The provider ensures:
· assessments are undertaken to identify risks associated consumers’ health and wellbeing, and goals needs and preferences for care and services, including in relation to end of life care. Information gathered is used to develop appropriate management strategies reflective of consumers’ current condition, assessed needs and preferences;
· assessment and planning processes are based on ongoing partnership with the consumer, providers of care and services, and others the consumer wishes to be involved; 
· outcomes of assessment and planning are effectively communicated with consumers or representatives and a copy of the care plan is made available to them; 
· care plans are reviewed for effectiveness and updated, including in response to incidents and changes in consumers’ condition; 
· policies and procedures in relation to assessment, care planning and review are effectively communicated, understood, and implemented by staff. 
· staff compliance with the service’s policies, procedures and guidelines in relation to assessment, care planning and review is monitored. 
Standard 3 requirements (3)(a), (3)(b), (3)(c), (3)(d), (3)(e), (3)(f) and (3)(g)
The provider ensures:
consumers are provided provide personal and clinical care in line with their assessed needs and preferences and that is best practice, tailored to their needs and optimises their health and wellbeing, including in relation skin integrity, wound management, restrictive practices, time sensitive medications, continence, and personal hygiene; 
high impact or high prevalence risks associated with consumers’ care are identified, managed, planned for, and monitored, including risks relating to falls, diabetes, and unplanned weight loss; 
changes to consumers’ health and wellbeing, including clinical deterioration, and end of life care are identified and appropriate and timely monitoring and management strategies are implemented. This includes initiating appropriate and timely referrals and ensuring recommendations made in response to reviews are implemented and communicated with consumers, representatives and staff; 
· information sharing and communication processes are reviewed to ensure information relating to consumers’ personal and clinical care needs is identified, documented and effectively communicated to consumers, representatives, and others involved in consumers’ care;
· available processes and guidance to minimise infection related risks to guide staff practice are reviewed; staff are provided related training; related staff practices are monitored; and the benefits of influenza and COVID-19 vaccination is promoted; 
· the outbreak management plan is reviewed to ensure it is up-to-date and reflective of current practice and related guidelines; 
· policies, procedures, and guidelines in relation to best practice care, management of high impact or high prevalence clinical risks, deterioration, end of life care, and infection control are effectively communicated and understood by staff; and 
· staff compliance with the service’s policies, procedures, and guidelines in relation to best practice care, management of high impact or high prevalence clinical risks, deterioration, end of life care, and infection control are monitored.
Standard 4 requirements (3)(a), (3)(b), (3)(c), (3)(d), (3)(e) and (3)(g)  
The provider ensures: 
consumer needs, goals, and preferences are captured within assessment and planning processes, and used to identify and engage services and supports to optimise independence, health, wellbeing, and quality of life; 
consumer needs for emotional, spiritual and psychological supports are identified in care planning and used to develop tailored strategies. Staff are able to recognise and respond to change in emotional status, including incidents that may trigger emotional distress, and understand how to provide support or escalate concerns;  
consumer interests, connections with the local community, and people of importance are recognised through assessment and planning processes and ongoing consultation and used to support ongoing engagement. The lifestyle activities program is developed with input from consumers to meet their interests within group and individual activities; 
procedures are implemented to record and share information about consumer conditions, needs, and preferences;  
the service develops a network of services and support providers and organisations to connect and refer consumers to in order to meet their needs and preferences. Staff receive training on identifying when consumers may benefit from involvement of other providers or organisations and understand how to place timely referrals; and 
preventative maintenance programs include assessment, monitoring, and servicing of consumers’ mobility and medical equipment. Staff receive training on how to monitor, clean, and maintain specialised consumer equipment. 
Standard 5 requirements (3)(a), (3)(b), and (3)(c) 
The provider ensures 
the service environment is welcoming, easy to understand and optimises each consumer’s sense of belong, independence, interaction, and function. The service environment must be easy to navigate, including for consumers living with impairments; 
the service environment is safe, clean, and well maintained. The service has a system in place to ensure cleaning is consistently completed, including on weekends. Consumers are able to access indoor and outdoor areas freely, including internal and external areas; and 
furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer. This includes, but is not limited to, furniture within communal spaces. 
Standard 6 requirements (3)(a), (3)(b), (3)(c) and (3)(d) 
The provider ensures: 
consumers, their friends, family, carers, and others are encouraged and supported to provide feedback, including making complaints; 
consumers are provided information about how to access advocates, language services and other methods of raising complaints; 
appropriate action is taken in response to complaints, including capturing complaints that are made in ways other than writing. Staff are to use open disclosure when something goes wrong; and 
there is a system in place to use feedback and complaints to improve care and service delivery. 
Standard 7 requirements (3)(a), (3)(c), (3)(d) and (3)(e) 
The provider ensures: 
the number and mix of staff enables the delivery and management of safe and quality care and services. Staff training, monitoring and oversight processes will be introduced to ensure sufficiency of staff numbers, knowledge, and skills to meet consumer needs;   
staff can demonstrate competency required for their roles, and records of training and assessment compliance are maintained and monitored; 
staff receive robust induction and onboarding training and maintain compliance with mandatory training requirements. Management is to identify training needs based upon staff development, performance requirements, or changing needs of consumers and use this to develop a relevant education program; and 
procedures for ongoing assessment and monitoring of staff performance are implemented, including supporting their skills and knowledge development. Where staff are not meeting performance expectations, there is a framework to investigate and understand how this has occurred and develop relevant strategies to improve performance. 
Standard 8 requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e)  
The provider ensures: 
processes relating to how consumers are supported and engaged in the development, delivery and evaluation of care and services are reviewed.
communication and reporting processes to and from the service and the board are reviewed to ensure the governing body is aware of and accountable for the delivery of care and services;
organisation wide governance systems are reviewed to ensure effectiveness; 
the organisation’s risk management systems and practices, including in relation to managing high impact or high prevalence risks, responding to abuse and neglect, and managing and preventing incidents are reviewed to ensure effectiveness; and  
the organisation’s clinical governance framework is reviewed to ensure effectiveness. 
Other relevant matters: 
​An assessment contact - site was undertaken 17 December 2024 to 18 December 2024. The Assessment Team assessed the service’s performance with requirements 1(3)(a), 3(3)(a) and 7(3)(a) and recommended all 3 requirements not met. A finding of compliance for the assessment contact was not made. The Assessment Team’s report for the assessment contact and the provider’s response have been considered in the findings for the site audit.

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.
	Not Compliant

	Requirement 1(3)(b)
	Care and services are culturally safe
	Not 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.
	Not 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.
	Not Compliant

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


Findings
The Quality Standard is non-compliant as 4 of the 6 requirements assessed are non-compliant. The Assessment Team recommended requirements 1(3)(a), 1(3)(b), 1(3)(c) and 1(3)(e) in this Standard not met, and requirements 1(3)(d) and 1(3)(f) met, and provided the following evidence gathered through interviews, document review and observations. 
Requirement 1(3)(a) At an assessment contact undertaken in December 2024, the Assessment Team recommended requirement 1(3)(a) not met as consumers and representatives said consumers were not treated with respect and dignity. Examples reflective of consumer concerns included failure to provide items needed by the consumer within their reach; excessive waiting times impacting clinical and personal care; consumers wearing soiled items or clothing belonging to other consumers; and lack of meaningful engagement. Interactions with consumers were observed to not always be respectful or dignified.
At the site audit, staff could not describe consumer backgrounds or explain what consumers required to feel valued and accepted. Care planning documentation was incomplete or generic, without individual strategies to provide tailored care and services. Consumers said although staff were kind and caring, they did not feel valued or accepted, and incidents brought forward in the assessment contact undertaken in December 2024 had not been addressed or resulted in improvements. A representative described the emotional distress experienced by a consumer who could not find urgent assistance, leaving them in an undignified state, and this had not been acknowledged by staff or management. 
Requirement 1(3)(b) The service was unable to demonstrate effective systems and processes to gather information about consumer lives, including potentially traumatic experiences, to inform culturally safe care. Care planning documentation did not capture cultural safety needs or consistently reflect social, cultural, and spiritual assessment outcomes. Staff said care plans were incomplete and generic in nature and there was a lack of training and clarity on who was responsible for conducting lifestyle assessments to obtain the relevant information. Consumers reported lack of consultation on cultural needs, and a representative explained how the absence of assessment and understanding had limited the consumer’s choices and left them feeling unimportant. 
Requirement 1(3)(c) Consumers and representatives said staff have not taken the time to understand preferences for care and services, at times being dismissive of choices or expressed needs. Staff said they were unaware of preferences unless captured in the care and services plans, and even when aware, there may not be enough staff to provide preferred level of care. Care planning documentation was incomplete or did not align with consumer feedback and when inaccuracies in care planning documentation were raised, consumers said it did not result in required changes. 
Requirement 1(3)(e) Consumers and representatives said provided information was not clear or easy to understand and did not support consumer choice. Consumers said newsletters and meeting minutes were not ever provided and a calendar of activities was not regularly supplied, resulting in consumers not knowing what options were available each day. Furthermore, when activities were documented or promoted, this was not always reflective of what was delivered, with activities cancelled without advice or advance notice. When written information was provided to consumers, the language and vision needs of the consumer had not been considered, and it was not always displayed in a position that could readily be viewed. 
The provider’s response to the site audit report has not individually addressed findings within each requirement in this Standard, including any actions immediate or planned the provider intends to take to rectify the deficits identified. The response to the assessment contact report, dated 17 January 2025, outlines intended improvement actions to be taken for requirement 1(3)(a), however, the actions focus only on the evidence and consumers referenced within the Assessment Team report from December 2024. I remain concerned the provider’s response does not address the lack of systems and processes and does not include reference to timeframes for improvements. One of the consumers said management had not apologised nor spoken with them about an incident raised through the assessment contact report, nor recognised the emotional distress it caused, and improvements to other raised matters had not been implemented. During the site audit, management could not demonstrate any actions had been taken, and relevant care planning documentation had not been updated. 
Based on the evidence before me, requirements 1(3)(a), 1(3)(b), 1(3)(c), and 1(3)(e) are non-compliant. I find the service did not demonstrate an effective framework and practices to support consumer identity, dignity, and choice, and this is reflected in consumer and staff feedback. Staff did not have sufficient understanding of the unique backgrounds of consumers to support their individual identity and choices, provide culturally safe care, and ensure consumers were treated with dignity and respect. Care planning documentation did not contain sufficient information to guide staff on the cultural needs of consumers or requirements for cultural safety. Whilst management advised it was the responsibility of lifestyle staff to obtain and maintain information about consumers’ social, cultural, and spiritual needs, lifestyle staff said they had not been trained and had not completed any such assessments. Consumers and representatives said staff have not taken the time to understand consumer preferences for care and services. Information to inform consumer decision making, particularly written information, was not routinely available and had not considered consumers’ communication needs or access to display location. 
Requirements 1(3)(d) and 1(3)(f) are compliant. Consumers said they were enabled and supported to undertake risks to live their best life and provided examples outlining how this was applied. Assessment and procedures guided staff to support consumers take risks. Care planning documentation evidenced risks assessments were undertaken, including obtaining informed consent and development of mitigating strategies, although one consumer had not had a capability review undertaken since 2023. 
Consumers and representatives said consumer privacy was upheld, and personal information protected. Staff explained methods to maintain privacy during care, and security processes were in place restricting access to personal information. During the assessment contact undertaken in December 2024, information displayed within the nurses’ station was visible even when the room was secured, including a whiteboard with sensitive consumer information, which has subsequently been moved. 


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.
	Not 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.
	Not 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.
	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.
	Not Compliant


Findings
The Quality Standard is non-compliant as all 5 requirements assessed are non-compliant. The Assessment Team recommended all 5 requirements in this Standard not met and provided the following evidence gathered through interviews, document review and observations. 
Requirement 2(3)(a) Care files showed initial and ongoing assessment and planning, including consideration of risk, was not consistently completed. Two consumers, who reside in the memory support area and are subject to environmental restraint, did not have required assessments or authorisations in place. As noted in requirement 3(3)(a) in Standard 3, management said 27 consumers were environmentally restrained and living in the memory support area, however, stated authorisations for environmental restraint were not current and had not been reviewed.
A pain assessment had not been completed for a consumer described as experiencing pain, and the representative said staff had not spoken with them about the consumer’s care requirements or preferences. A diabetes management plan for a consumer did not identify blood glucose level (BGL) monitoring frequency, and for another consumer, a diabetes management plan was not in place and the care plan did not identify due dates for a related monitoring device to be changed. Staff provided inconsistent feedback relating to the frequency of when the device should be changed. 
Requirement 2(3)(b) Care files sampled showed assessment and planning did not identify or address consumers’ goals and preferences, and information documented in care plans was not aligned to consumers’ current care needs and condition. While a care plan for one consumer stated they participate in lifestyle activities, interviews with staff and the representative, and observations showed the consumer does not participate in group activities. Another consumer’s documented hygiene routine was not in line with their stated preferences. 
Three representatives said discussions relating to end of life care and preferences had not been undertaken with them. One consumer was on a palliating pathway, and while the representative said they were provided an advance care directive document to complete, they were given no further information or assistance from the service. Documentation provided by management identified only 4 consumers with advance care directives in place. Management said some consumers may have the documents uploaded into the electronic care system but could not confirm or provide evidence of the number of consumers with these documents completed. 
I have also considered evidence highlighted in requirement 1(3)(b) of Standard 1 indicating comprehensive assessment and planning in relation to consumers’ life history, interests, social connections, spiritual needs and other factors was not evident in care planning documentation for any consumers. While management indicated lifestyle staff collect this information, the staff member said they had not been trained in relation to this responsibility and have not completed any assessments. Additionally, evidence in requirement 2(3)(a) of this Standard indicated a care file did not include information relating to a consumer’s life history, social, or leisure interests and care staff could not describe anything about the consumer’s life story, preferences, or activities of interest. 
Requirement 2(3)(c) Three representatives said they had not been involved in assessment and planning of consumers’ care. One said they had not participated in a case conference since the consumer entered the service, and there was a lack of communication about the consumer’s care. Another was not notified of a recent fall and the consumer’s admission to hospital in December 2024. An additional representative had not been informed of the consumer’s weight loss. Care files sampled showed recommendations from other organisations or providers of other care and services were not always implemented or actioned. One consumer had not been referred to or seen by the medical officer and allied health professionals as noted in hospital discharge information. Care staff said they had not been provided with information or feedback following review of a consumer by behaviour specialist services in November 2024, including recommended strategies to support the consumer. The consumer’s behaviour support plan was reviewed in December 2024. 
Requirement 2(3)(d) Three representatives said they had not received a copy of the consumer’s care plan and outcomes of assessment and planning were not discussed with them. Management said there are no processes in place for offering consumers or representatives a copy of the care plan, and they had no way to ensure staff were following care plans and delivering care in line with care planning documentation.
Requirement 2(3)(e) Management said 30% of care plans were current and up to date. Registered nurses said while they undertake care plan reviews, there was no schedule of ongoing review. Management said since the assessment contact in December 2024, all skin assessments had been reviewed. However, a skin assessment for one consumer did not reference management strategies, and an assessment for another consumer was partially completed and not reflective of the consumer’s current mobility. For 2 consumers, care plans had not been reviewed following return from hospital; assessments had not been implemented or review by a physiotherapist or medical officer undertaken. For another consumer, whose condition had deteriorated significantly since November 2024, assessments completed in December 2024 were not reflective of the consumer’s changed condition. Assessments completed in December 2024 were almost exact duplicates of previous assessments or had limited changes. 
The provider’s response to the site audit report has not individually addressed findings within each requirement. Based on the evidence before me, I find all 5 requirements in this Standard non-compliant. I find ongoing assessment, planning and review has not been effectively conducted, nor has it been undertaken in partnership with consumers and representatives, as evidenced by representative feedback and sampled consumer care files. Assessment processes have not been undertaken to identify and plan for risks to consumers’ health and wellbeing, including use of restrictive practices, and pain, and lifestyle, social or spiritual preferences. Where assessments had been conducted, these had either not been fully completed, or the information gathered was not reflective of consumers’ current needs, goals, and preferences for care and services. This resulted in assessments and care and services plans which were not congruent with consumers’ current condition, and which did not include sufficient information to guide staff in provision of care and services. Representatives stated they had not been consulted regarding consumers’ care needs and preferences, including for end of life care, or offered a copy of the care and services plan. Review of care and services had not been undertaken in line with the service’s processes, including in response to changes in consumers’ condition. 

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.
	Not 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.
	Not 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.
	Not Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Not 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.
	Not Compliant


Findings
[bookmark: _Hlk93395657]The Quality Standard is non-compliant as 4 of the 7 requirements assessed are non-compliant. The Assessment Team recommended all 7 requirements in this Standard not met. The following evidence was gathered by the Assessment Team through interviews, document review and observations.
Requirement 3(3)(a) At an assessment contact undertaken in December 2024, the Assessment Team recommended requirement 3(3)(a) not met. The Assessment Team found incidents were not always reported and reviewed, including investigation to identify contributing factors, review of the adequacy of existing preventative measures or consideration of additional measures to prevent future incidents. Skin integrity was not closely monitored, nor effective interventions implemented to maintain skin integrity and prevent pressure injuries. Two consumers developed pressure injuries which were not identified until they were unstageable and stage 4, respectively. Use of psychotropic medications was not consistently identified, monitored, or reviewed, nor appropriate authorisations completed. Behaviour support plans for 4 consumers’ receiving chemical restraint were generic and did not mention behaviours, triggers, or strategies to help support and guide staff providing care and services. Management said time sensitive medications had not been monitored and staff had not received training to understand the importance of administering medications on time. For one consumer, time sensitive medications were administered late on 21 occasions, ranging from 40 minutes to 2 hours 27 minutes, over a 15-day period in December 2024. The consumer was not noted in incident reporting. 
At the site audit, deficits relating to provision of personal and clinical care, including restrictive practices, skin integrity and wound care, pain, personal hygiene and continence were identified. Care provided was not consistently tailored to consumers’ needs nor did it optimise their health and wellbeing. 
Multiple doors in the memory support area and the entry door to the service were locked inhibiting consumers’ ability to freely access outside areas. Management had not considered the locked entry door to be restricting consumers’ freedom of movement. Two consumers identified as being environmentally restrained did not have required authorisations. Sixteen consumers were identified as having a chemical restraint. Information on the psychotropic register either had no review date or the dates listed fell outside the identified review date of 3 months. Management said authorisations and reviews of chemical restraint were not current. For two consumers, authorisations were not in place for prescribed antipsychotic medication, and the consumers did not appear on the psychotropic register. One representative said no one had spoken to them about the consumer’s medication, and medical officer progress notes do not evidence review or assessment of the consumer. A range of recommendations were made for one consumer following review by behaviour management specialists in November 2024. Care staff said they had not been provided with any feedback, education, or suggested strategies following the review, and observations showed not all recommendations had been implemented. 
Wounds were not effectively managed. For one consumer, an incident report had not been completed regarding a wound, and the wound had not been attended in line with the frequency documented on the treatment plan. Wound care documentation for another consumer did not include details about the condition of the wounds or review of the healing process at each attendance. Another consumer’s wounds, including a long-standing wound and 3 pressure injuries, had not been reviewed by the medical officer since November 2024, and while a referral to a wound service was made in November 2024, a review had not occurred nor been followed up. Strategies to prevent skin breakdown, in line with the skin assessment, were not in place during the site audit. 
Deficiencies in another consumer’s wound care were identified at the assessment contact in December 2024. Since the assessment contact, the consumer’s pressure injury has significantly deteriorated. While the consumer was discharged from a wound service in January 2025, management were unaware of the proposed discharge, they did not have any plans to refer the consumer to a wound specialist, and they had confidence that the service’s registered nurses were able to appropriately care for the wound. For this consumer, a pressure relieving device was observed to be faulty. Despite management being made aware of the faulty device during the assessment contact in December 2024, no action had been taken. Additionally, for this consumer, blood pressure measurements had not been taken and recorded daily, in line with the care plan, with only 2 BP readings noted since November 2024. 
[bookmark: _Hlk187756968]Care plans for 2 consumers include pain management strategies of massage and use of heat packs weekly. Care staff said this does not occur or they are unaware of this requirement. Another consumer’s documented preferences for daily showers had not been followed. 
Some consumers were frequently administered as needed suppositories; however, non-invasive interventions were not undertaken prior to resorting to administration of the suppositories. Care plans provided limited information to guide bowel management for consumers administered suppositories. For one consumer, bowel charts did not evidence they were experiencing constipation when the suppositories were administered. The care plan did not provide guidance in relation to bowel management, other than prescription of regular aperients. 
Requirement 3(3)(b) High impact or high prevalence risks, specifically falls, diabetes, continence, unplanned weight loss, and behaviours were not effectively managed. 
A hospital discharge summary stated a consumer was admitted to hospital following an unwitnessed fall in December 2024. There were no progress notes or incident report in relation to the fall or for bruising. No neurological or other observations were completed prior to transfer to hospital or on return to the service. There had been no review by a medical officer or allied health professionals as recommended on the hospital discharge summary. Since return from hospital, BGLs had not been taken in line with directives, and not at all for 3 days prior to the site audit. 
In January 2025, another consumer’s BGL was recorded outside of desired parameters, however, the medical officer was not contacted in line with medical directives. A diabetic management plan to guide staff was not in place. A document written by the medical officer in November 2024 states the consumer’s insulin requires review; this has not been actioned. Lack of action for BGL readings outside of desired parameters was also identified for this consumer at the assessment contact in December 2024. A BGL chart for a consumer requiring weekly BGL monitoring showed this had not been monitored since 14 December 2024. Another consumer said they received a diabetic diet profile and monitoring despite not being diabetic. The consumer had raised this with staff multiple times over many months but staff had not investigated or met with them to resolve the issue. Staff were performing BGLs which were within normal range. 
A bowel care plan for a consumer included limited information regarding the type of related devices required, what staff should look for and consider in supporting the consumer to manage bowel care, frequency of assistance, potential issues that may arise and assistance the consumer requires. 
One consumer recorded a weight loss between October 2024 and November 2024. The assessment contact report for December 2024 identified progress notes and food charts showed the consumer had not been eating, which had been discussed with management by the Assessment Team. However, weight monitoring records show the consumer was not weighed again until 31 December 2024 where a further weight loss was recorded, and food and fluid charts continue to be inconsistently completed. While the consumer was seen by a dietitian just prior to the site audit, recommendations had not been consistently implemented. Behaviour charts showed this consumer displays distress daily and refuses care. Behaviour charts and a pain assessment which should have concluded on in January 2025 to assist in development of management interventions had not yet been assessed. There had been no further actions to respond to the consumer’s behaviours, with a referral to behaviour specialist services initiated during the site audit. 
Requirement 3(3)(c) At the assessment contact in December 2024, a holistic approach to end of life care and implementation of measures to plan and monitor interventions to ensure consumers’ comfort were not demonstrated. Delivery of end of life care was recorded in progress notes stating care had been provided, but this was not monitored. For a consumer identified as receiving palliative care, a hygiene chart recorded oral care provided on 2 occasions on one day in December 2024 and then 2 days later, oral care at on 2 occasions and a bed bath. No other monitoring of care was provided. A palliative care plan had very limited, generic information to guide the consumer’s care. The organisation’s palliative and end of life policy did not provide sufficient information about how palliative and end of life care should be provided. It mentioned that comprehensive assessment of physical, emotional, social, and spiritual needs should be undertaken, and an individual palliative care plan developed. For this consumer, these measures were not implemented. 
At the site audit, a care file for a consumer, who was on a palliative pathway in October 2024 and passed away at the service in November 2024, noted while they experienced increased agitation and possible pain, end of life medications were not administered as they had not been supplied by the pharmacy. Progress notes stated the consumer was screaming in pain, and while medication was administered, the effect was not noted. A referral to palliative care services was initiated, but it could not be confirmed if the consumer was reviewed by the service prior to passing away. A representative of a consumer on a palliating trajectory said staff had not spoken with them regarding the consumer’s decline and what to expect on a palliating pathway. 
Requirement 3(3)(d) At the assessment contact in December 2024, a care file showed one consumer was not closely monitored after they first appeared unwell. Progress notes in December 2024 showed the consumer refused breakfast and lunch, fluids were encouraged, a food and fluid chart was commenced, and ‘gave handover to afternoon shift’. There were no further entries to indicate the consumer’s condition was monitored until late afternoon the following day when they were found ‘unwell.’ 
At the site audit, deterioration in consumers’ condition was found not to be effectively identified, monitored, or responded to. One consumer had not been referred to a wound specialist; regular reviews by the medical officer had not occurred; and a nutritional supplement to support wound healing had not been commenced. The service did not recognise/report an unwitnessed fall the consumer experienced in December 2024, and observations, including neurological assessments were not recorded or noted prior to transfer to hospital and on return from hospital. Three pressure injuries were identified on the consumer’s return, after one night in hospital. The service did not consider or identify that the pressure injuries may have occurred in the service prior to transfer.
A consumer was transferred to hospital with a 3-month history of generalised pain and vomiting. There was no evidence to show a pain assessment had been undertaken, and progress notes did not reference the consumer’s possible pain, completion of observations, or implementation support strategies to manage pain. Care staff said they had not considered the consumer maybe experiencing pain, but the consumer had behaviours which were challenging.
Deficiencies in another consumer’s wound care were identified at the assessment contact in December 2024. Since December 2024, the consumer’s pressure injury had significantly deteriorated. While the wound was reviewed on 2 occasions by a wound clinic, the service had not responded or made other specialist arrangements following the clinic’s decision to discharge the consumer from their care in January 2025. Management was unaware of the proposed discharge but had confidence in their registered nurses to manage the consumer’s wound.
Requirement 3(3)(e) Care files sampled showed information relating to consumers’ condition, needs, and preferences was not always documented and shared with those responsible for providing care. One representative was not notified for a week after the consumer experienced an unwitnessed fall, and referrals to the medical officer and allied health professionals had not been initiated in line with hospital discharge documentation. Staff had not met with representatives to discuss a consumer’s end of life care preferences and what to expect on a palliating pathway. The representative said they have to contact the service for updates on the consumer’s care. Another consumer’s representative said they had not met with a registered nurse or anyone to discuss the consumer’s care needs. 
Care staff said they had not been provided any information, feedback, or training following a behaviour specialist review and recommendations to support a consumer. While a dietitian reviewed one consumer, recommendations were not prescribed, ordered, or administered, and staff commenced updating the care plan with the recommendations 4 days post the review.
Requirement 3(3)(f) Timely and appropriate referrals were not consistently initiated. Referral to an external wound specialist for advice regarding a consumer’s wounds had not been initiated and the consumer had not been referred to the medical officer or allied health professionals, as recommended in a hospital discharge summary.
A wound clinic reviewed another consumer’s deteriorating wound twice and made recommendations regarding wound care. The clinic notified the service in January 2025 the consumer was being discharged from their care. Management was not aware of the planned discharge and had no plans to access a private wound management specialist to provide ongoing advice and support.
While a care file for a consumer, who entered the service in May 2024, showed escalating behaviour that the service had been unable to manage or provide suitable support for, referral to behaviour specialist services was not initiated until November 2024. For another consumer, referral to behaviour specialist services was initiated during the site audit, following discussion by the Assessment Team. 
Requirement 3(3)(g) Care staff interviewed said they had not completed mandatory training related to infection control practices, and training records to confirm staff completion of mandatory training was not provided. Staff were observed going in and out of rooms without washing or sanitising their hands and overflowing laundry bags were observed outside a consumer’s room, who was isolating due to infection. The infection prevention and control lead said they do not have time to fulfil the responsibilities of the role.
Only 4 staff and 30 consumers had an influenza vaccination in 2024. While management described actions taken to encourage staff influenza vaccination, supporting evidence of actions taken was not provided. Forty-eight per cent of consumers had a current COVID-19 vaccination. During the site audit, a COVID-19 vaccination clinic was booked. Staff COVID-19 vaccination records were not provided.
The outbreak management plan does not include specific guidance for registered nurses in charge to follow. The organisation’s response team comprises 22 people, however, advice as to who is to be contacted is not documented and contact details are not listed. There is also no guidance for staff management and movement during an outbreak.
The provider’s response to the site audit report has not individually addressed findings within each requirement in this Standard, including any actions immediate or planned the provider intends to take to rectify the deficits identified. The response to the assessment contact report dated December 2024, outlines improvement actions implemented and planned to address some of the deficits identified. Improvement actions include, but are not limited to, updating policies and flow charts relating to falls, neurological observations and time sensitive medications; a process to review progress notes and incident forms; seconding a senior clinician to undertake review of consumer’s skin integrity; staff education on wound management and time sensitive medications; review of the psychotropic register, required consents and behaviour support plans; and review of diabetes management plans. However, there is no reference to timeframes for improvement completion. The same deficits to those identified at the assessment contact in December 2024 have been identified at the site audit. 
Based on the evidence before me, I find all 7 requirements in this Standard non-compliant. Each consumer has not been provided safe, effective, tailored, or best practice personal or clinical care, specifically in relation to skin integrity, wound management, restrictive practices, time sensitive medications, continence, and personal hygiene. High impact or high prevalence risks, including falls, diabetes, and unplanned weight loss have not been effectively identified, assessed, planned for, managed, or reviewed impacting consumers’ health and wellbeing. Deterioration of consumers’ health and condition has not been appropriately managed, nor timely referrals initiated in response, and where medical officer, specialist, or allied health professional reviews have occurred, resulting recommendations have not been consistently actioned, or actioned at all. The needs, goals, and preferences of consumers nearing end of life have not been effectively recognised and addressed to ensure their comfort is maximised and dignity preserved. Feedback from representatives indicates information exchange processes between consumers and representatives relating to provision of care and services, and consumers’ condition, needs, goals and preferences are not effective. I have also considered the evidence presented shows staff do not consistently have access to accurate information to enable coordination and delivery of safe and effective personal and clinical care or sufficient understanding of consumers’ conditions to provide and coordinate care. Furthermore, poor staff practices, lack of staff training, low vaccination rates and insufficient information documented in the outbreak management plan to guide staff indicates the service’s infection control program is not effectively implemented or monitored. 
I find the evidence highlighted in requirement 3(3)(b) relating to environmental restraint is more aligned with consumers’ ability to move freely both indoors and out, and have considered the evidence in my finding for requirement 5(3)(b) in Standard 5. Additionally, evidence relating to incident management, and chemical restraint and the psychotropic register have been further considered in my findings for requirements 8(3)(d) and 8(3)(e) in Standard 8. 



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.
	Not Compliant

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Not 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.
	Not 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.
	Not Compliant

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Not 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.
	Not Compliant


Findings
The Quality Standard is non-compliant as 6 of the 7 requirements assessed are non-compliant. The Assessment Team recommended all 7 requirements not met and provided the following evidence gathered through interviews, document review and observations. 
Requirement 4(3)(a) Care planning documentation did not align with consumer feedback or demonstrate effective assessment of consumer needs, goals, and preferences to optimise their daily living. Consumers and representatives reported staff did not understand consumers’ needs, goals, and preferences, including for emotional wellbeing, reablement, or to optimise independence, which resulted in a lack of relevant services and supports. 
Requirement 4(3)(b) Consumers and representatives said consumers could not access support to meet emotional, spiritual, and psychological needs, even when distressed. Staff could not identify strategies to provide support emotional or psychological wellbeing of consumers. Incidents causing emotional distress had not been recognised or responded to, and management had not acknowledged the impact through an open disclosure process. Care planning documentation did not provide guidance to staff in providing person-centred emotional support. 
Requirement 4(3)(c) Consumers and representatives said consumers had limited meaningful engagement and communication needs were not always considered for engaging in social relationships. Staff could not explain how the activity program aligned with consumer interests, as this information was not captured through assessment and planning and the service did not engage consumers in developing the program nor seek feedback. Documentation showed scheduled activities were regularly cancelled, and the program reduced to 3 days a week in December 2024 without consultation or explanation. 
Requirement 4(3)(d) Consumers and representatives said they were not confident information was recorded and shared with staff or others involved in care, resulting in inconsistencies in services and supports. Staff said consumers often shared information, but this was not updated in care planning documentation. Whilst staff had access to consumer records, care and services plans were incomplete. Processes to communicate or share updated information about consumers were not demonstrated. 
Requirement 4(3)(e) Consumers and representatives said the service does not connect consumers with other organisations or providers of care, despite being able to give examples of services who could enhance consumer independence or wellbeing. Staff were unable to provide examples of referrals for consumers to support interests or needs. The service did not demonstrate systems were in place to identify consumers who may benefit from connections to external services and supports. 
Requirement 4(3)(f) Consumers reported they enjoyed provided meals, had a choice, and could access food when desired. Staff explained the menu was developed with input and feedback from consumers and dietitian review. Training was provided to catering staff on safe food handling and food texture. However, the Assessment Team recommended this requirement not met as feedback on meals was not captured and analysed, there was no food focus group, and care staff did not demonstrate best practice when assisting with meals nor recognise a requirement to create a pleasant dining experience. 
Requirement 4(3)(g) Whilst consumers said they had access to sufficient equipment, which was fit for purpose, well maintained, and clean, the service could not demonstrate routine maintenance processes. A fault with a piece of mobility equipment was not recognised by staff or reported, and staff were unaware of requirements to clean items, such as CPAP machines or oxygen tubing and masks. Preventative maintenance actions, such as servicing of equipment, did not include consumer equipment. 
The provider’s response to the site audit report has not individually addressed findings within each requirement in this Standard, including any actions immediate or planned the provider intends to take to rectify the deficits identified. I remain concerned the provider has not identified improvement actions to the deficits in systems and processes in relation to services and supports to optimise daily living and consumer wellbeing. 
Based on the evidence before me, I find requirements 4(3)(a), 4(3)(b), 4(3)(c), 4(3)(d), 4(3)(e) and 4(3)(g) are non-compliant. I find the service did not demonstrate an effective framework and practices to ensure consumers received services and supports to optimise independence, health, wellbeing, and quality of life. Consumers said staff did not understand their needs, goals, or preferences, did not connect them with activities of interest, and did not recognise or provide support when emotionally distressed. Care planning documentation was incomplete or insufficient to guide staff on how to support consumers’ physical and mental wellbeing, including interests and social needs. Processes and practices did not ensure information about consumers was effectively shared between staff or others involved in their care, and the service did not demonstrate how referral processes were used to connect consumers with other providers or organisations to meet their needs. Personal equipment was not always monitored or maintained for consumer safety. 
However, I have come to a different opinion than the Assessment Team and determined the service is compliant with requirement 4(3)(f). Whilst the service did not have a system to capture and analyse complaints about food, I find this evidence more relevant to Standard 6 than about the meal service. A food focus group is commonly used to capture consumer input; however, it is not mandatory to have one, and any associated deficits better align with requirement 8(3)(a). My decision places weight on consumers reporting they enjoyed their meals, always had a choice, and could access food at any time, and staff receiving training on topics to enhance food safety, with a menu developed through consumer and dietitian input. 


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.
	Not 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.
	Not Compliant


Findings
The Quality Standard is non-compliant as all 3 requirements assessed are non-compliant. The Assessment Team recommended all 3 requirements not met and provided the following evidence gathered through interviews, document review and observations. 
Requirement 5(3)(a) The service environment was not welcoming or easy to navigate. Four consumers confirmed they were not able to navigate the service independently and the floor plan confuses them. One representative raised concern there were no aids to assist consumers with visual impairments to navigate the service environment safely. One consumer confirmed they stayed in their room as they often got lost trying to find their way around the service. The service did not have visual navigation aids for consumers or maps at eye level to enable consumers to orient to place. Staff were not aware where visual aids were located or able to describe the need for aids to assist consumers to navigate the service. 
Other than the memory support area, all areas of the service environment were malodourous. Consumers said they felt embarrassed by the smell of the service environment. Management was unable to describe how they were going to rectify the malodours areas. 
Communal areas had with seating that was not comfortable for consumers or homely, and all consumers confirmed their rooms did not have chairs for visitors and described how staff placed chairs in the rooms during the site audit visit. Three consumers’ rooms did not have personal items, and multiple rooms in the memory support area were also observed to have no personal belongings of consumers who lived there. Staff were not knowledgeable of policies in relation to this requirement or if there was a process in place to encourage and support consumers to personalise their living spaces. 
Requirement 5(3)(b) Consumers and representatives expressed dissatisfaction with the cleaning processes, with one consumer confirming bedrooms and bathrooms were not cleaned daily and another confirming rubbish bins were not regularly monitored or emptied on weekends, and staff often have to be asked to remove rubbish. Consumers and representatives were not confident the service environment was well maintained. Dirty marks were observed on consumer’s bedroom walls and doors, paint was peeling from walls, and there were stains on walls in communal areas. Staff described processes in place for cleaning and maintenance, however, could not demonstrate the process for cleaning to be maintained on weekends. 
Five consumers confirmed they were unable to exit the service freely as they did not have the code to the entry door. Internal doors in the memory support area leading to internal outdoor spaces were locked, and a communal lounge area was locked from the dining area. The entry door was unlocked on the second day of the site audit and then locked the following day. 
Requirement 5(3)(c) Furniture, including chairs in the communal areas, for visitors, and in the service’s entry were stained, and not well maintained with tearing to arm rests. Consumers and representatives could not describe the process they had to follow to report maintenance issues. Documentation did not include maintenance and cleaning issues with equipment, including sliding doors being difficult to open, chairs being stained, or the damage upholstery. In response, management confirmed a process to review all chairs and procure new ones would be implemented. 
The provider’s response to the site audit report has not individually addressed findings within each requirement in this Standard, including any actions immediate or planned the provider intends to take to rectify the deficits identified. I remain concerned the provider has not identified improvement actions to the deficits in systems and processes in relation to the service environment, including equipment. Further, I remain concerned the provider is not maintaining a clean and safe, where consumers, specifically those in the memory support area are able to access the outdoor areas freely, nor supporting consumers to navigate the service environment in a safe manner when they have impairments, including vision. 
Based on the evidence before me I find all requirements in Standard 5 non-compliant. The provider has not demonstrated the service environment is safe, clean, welcoming and well-maintained, I have considered evidence provided directly by all consumers interviewed that chairs are not suitable for them to receive visitors in communal areas; 5 consumers raised concerns about the cleanliness of the service environment and found the current state of it embarrassing to them, along with the malodourous environment throughout, furniture and fittings in disrepair and stained and peeling walls. I have also considered evidence of 2 consumers who expressed dissatisfaction with being unable to navigate the service environment independently as there is no signage or aids to assist them and they remain in their rooms mostly. In relation to accessing indoors and outdoors freely, I have considered information in the Assessment Team’s report and requirement 3(3)(a) in Standard 3, including feedback from consumers stating they are unable to exit the service independently as they do not have a code to the main entry door, and the doors are kept locked. I have also considered consumers living in the secure memory support area do not have access to internal courtyards and outdoor spaces. I acknowledge the actions management said they would take during the site audit to rectify some of the issues identified with furniture, however, I have been provided no evidence this is has been actioned or is planned to be implemented.


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.
	Not 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.
	Not Compliant

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Not Compliant

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Not Compliant


Findings
The Quality Standard is non-compliant as all 4 requirements assessed are non-compliant. The Assessment Team recommended all 4 requirements in this Standard not met and provided the following evidence gathered through interviews, document review and observations. 
Requirement 6(3)(a) Seventeen of 18 consumers and representatives interviewed confirmed they did not know how to provide feedback or make complaints, and were not familiar with or been provided information about the service’s feedback mechanisms and how to use those. Three consumers confirmed they did not how to make a complaint at the service, and a representative confirmed prior to the site audit visit there were no complaint forms available to make complaints. Two consumers provided examples of issues they wanted to raise with the service but had no knowledge of the complaints process, how to make a complaint and had not been provided the information. Management acknowledged gaps in the complaints process and confirmed an extraordinary resident meeting was held 24 December 2024 where consumers raised concerns. Documentation showed the concerns raised during this meeting were not captured or followed up. 
Requirement 6(3)(b) None of the consumers interviewed had knowledge of advocacy services or other services to support them to make and resolve complaints. The service’s admission information for new consumers includes some information brochures on advocacy services. Observations showed across the service there are brochures about advocacy located at the entry of one wing only. Management did not provide further information to the Assessment Team in relation to this requirement. 
Requirement 6(3)(c) Consumers and representatives were not satisfied with how complaints consumers made had been dealt with by the service. Multiple consumers expressed dissatisfaction with the complaints handling process in relation to the care they received and confirmed there had been no action taken and no response from the service. One representative confirmed management apologised at the extraordinary resident relative meeting held 24 December 2024 and they did not feel that it was meaningful. One consumer, who had made a complaint at the previous assessment contact in December 2024 about an incident that occurred during care delivery, confirmed management had not spoken to them regarding their complaint, and they had received no apology. The service’s complaint register did not include sections to support review or record actions to enable oversight of complaints process, including if the complaint has been actioned, investigated, or the complainant has been kept informed. Two representatives provided examples of complaints they had made which the service has not actioned appropriately. 
The service has a survey process that is used to capture consumer feedback, including complaints. The service’s survey register shows complaints from surveys are captured but are not analysed or actioned. 
Requirement 6(3)(d) Consumers and representatives were unable to provide any information or examples of improvements that have been made as a result of feedback provided. Documentation confirmed complaints made are not consistently captured on the complaint register to enable oversight and drive improvements to care and services. The service’s plan for continuous improvement did not contain any improvement actions resulting from consumer feedback or complaints. Management were unable to provide any examples of where the service has used feedback or complaints from their consumer cohort to improve care and services. 
The provider’s response to the site audit report has not individually addressed findings within each requirement in this Standard, including any actions immediate or planned the provider intends to take to rectify the deficits identified. I remain concerned the provider has not identified improvement actions to the deficits in relation to the feedback mechanisms in place, including encouraging consumers to make a complaint. Further, I remain concerned that consumers and their representatives have limited knowledge on how to make complaints, and where they have action is not taken, information is not captured to enable improvements, and for some consumers issues they have raised which have not been addressed and is impacting their quality of life. 
Based on the evidence before me I find all requirements in Standard 6 non-compliant. The provider has not demonstrated effective feedback and complaints mechanisms that encourage and supports consumers to make complaints, action is not appropriately taken, information from complaints is not used to drive care and service improvements, and when things go wrong open disclosure is not used. I remain concerned for one consumer who was named in the previous assessment contact report for the assessment contact undertaken in December 2024. In relation to this consumer, I have considered the service has not acted up, managed, or provided an apology for an incident that compromised their dignity during care delivery resulting in a serious incident response scheme (SIRS) report. I have also considered information in Standard 1 for this consumer which confirms they have raised their concerns with the service and there has been no action taken. I find this demonstrates a systemic issue in relation to the service’s feedback and complaints system. 
In coming to my finding, I have considered feedback provided by multiple consumers confirming they were not aware of how to make a complaint or what the complaints process was, including accessing advocacy or other services. I have also considered feedback from multiple consumers and representatives who have made complaints and raised concerns about consumer care that has not been actioned and where some consumers have raised several complaints about the same issue without resolution or response from the service. Further, I have considered the service does not have an effective system that captures, resolves and evaluates feedback and complaints to identify improvements. I have also considered management referred to the system in place to capture feedback and complaints to improve care is via surveys and resident relative meetings and were unable to provide any examples of these processes, including using consumer complaints, to drive improvement. 


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.
	Not 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.
	Not Compliant

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Not Compliant

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Not Compliant


Findings
The Quality Standard is non-compliant as 4 of the 5 requirements assessed are non-compliant. The Assessment Team recommended requirements 7(3)(a), 7(3)(c), 7(3)(d) and 7(3)(e) in this Standard not met and requirement 7(3)(b) met and provided the following evidence gathered through interviews, document review and observation. 
Requirement 7(3)(a) At an assessment contact undertaken in December 2024, the Assessment Team recommended requirement 7(3)(a) not met as the service had a heavy reliance on agency personnel and the mix of clinical and care staff did not ensure the necessary skills and knowledge to deliver safe and quality care. Consumers and representatives reported there were insufficient staff, resulting in delays in receiving assistance, which one representative described as neglect. Representatives described loss of clinical and care staff, lifestyle hours, and cleaning and laundry services, giving examples of how this impacted consumers. Temporary management were in place due to turnover of staff and unforeseen leave requirements, with one senior clinical staff explaining they spent time instructing registered nurses on how to perform their duties rather than focusing on key responsibilities, such as reviewing incidents or monitoring care. Management acknowledged clinical and care staff did not have necessary skills and knowledge. The service could not demonstrate practices to monitor how staffing impacted consumers. Staffing requirements had not been adjusted in a timely manner when the service increased the number of consumers. 
During the site audit, consumers and representatives raised concerns relating to lack of stability of the workforce and lack of staff presence, impacting the delivery of care and services. Delays in responding to call bells was reported by consumers and representatives and evidenced through service records. Consumers, representatives, and staff gave examples of consumers not receiving care in alignment with care planning documentation due to lack of staffing numbers and knowledge. Management acknowledged clinical staff were not always experienced in aged care. Lifestyle staff said they had no formal training, impacting assessment, planning, and program delivery, and were not going to be replaced for planned leave, although management said efforts were being made to find a replacement. The service was not consistently meeting legislated minutes for care and nursing staff. 
Requirement 7(3)(c) Consumers and representatives said staff did not always have necessary skills and knowledge to perform their roles or meet consumer needs, with provided examples demonstrating impact to delivery of clinical and personal care. Staff, including lifestyle staff, reported insufficiency of training to perform their role, including undertaking assessment and planning duties or providing therapeutic massage as directed. Whilst management described competency assessments undertaken by staff, they could not provide evidence, nor demonstrate training and competency records were maintained. Evidence from the assessment contact report from December 2024 identified many staff had not completed mandatory training as required, with nearly 50% of staff overdue training for manual handling. 
Requirement 7(3)(d) The service could not demonstrate effective processes to identify and respond to staff training needs. Staff said they had not always undertaken mandatory training in line with requirements and were unable to demonstrate understanding of key training elements, such as use of open disclosure or reporting of abuse. Some representatives and staff said additional training was required to meet consumer needs and provide safe and effective care. Induction and onboarding for clinical and care staff was undertaken by an administration staff member, and one staff member said they were unsure if there was still a process followed or a current list of duties to provide new staff. Management acknowledged staff did not have necessary skills and knowledge, but had not undertaken any analysis to determine what training and support was required. The training calendar for 2025 had not been developed beyond mandatory training topics. The facility manager reported they had not received any formal training, induction, or handover when they commenced. 
Requirement 7(3)(e) The service could not demonstrate it followed organisational requirements for assessing, monitoring, and reviewing staff. Management said none of the staff had annual performance assessments undertaken in 2024, and end of probation reviews had not been undertaken in the past 12 months. Staff undergoing performance management did not have support strategies to build improvement or record of evaluation of outcomes, with the organisation’s human resources advisor acknowledging this did not meet expectations. Management had not identified the link between training deficiencies and staff performance prior to issuing a staff member a first and final warning. 
The provider’s response to the site audit report has not individually addressed findings within each requirement in this Standard, including any actions, immediate or planned, the provider intends to take to rectify the deficits identified. The response to the assessment contact report, dated 17 January 2025, outlines intended improvement actions to be taken for requirement 7(3)(a), including but not limited to commencing weekly call bell audits to identify delays in responding, restructuring care manager roles into 2 positions and recruiting the second role, reviewing cleaning schedules and undertaking an environmental audit, and booking staff for mandatory training refreshers. The provider has also sought to clarify some of the information they believe did not reflect the full situation, including that the number of agency shifts represented less than 9% of the total care staff hours. 
I acknowledge there has been insufficient time for any actions taken to make effective changes for requirement 7(3)(a), however, note management could not demonstrate any progress within requested documentation. I also remain concerned the provider’s response does not consider the impact to consumers or the workforce, nor does it address the lack of systems and processes or include reference to timeframe for improvements. Based on the evidence before me, requirements 7(3)(a), 7(3)(c), 7(3)(d) and 7(3)(e) are non-compliant. I find the service did not demonstrate an effective framework and practices to ensure consumers received quality care form a sufficient and skilled workforce and this is reflected in consumer and staff feedback and findings of non-compliance in all other Quality Standards. 
Consumers and representatives reported they could not find staff when needed, care was delayed or not provided, and lack of skills and knowledge had negative impact on consumer care and wellbeing. Some staff reported they did not hold the necessary skills or training to perform all aspects of their role, and whilst management acknowledged this, they had not undertaken analysis or developed a tailored training program to address deficiencies. Whilst there was a mandatory training program, there was no process to ensure staff complied with completion requirements nor records demonstrating competency assessment outcomes. The service could not demonstrate staff performance was monitored and evaluated in line with organisational guidelines, and when underperformance of staff was identified, insufficient training was not considered as a contributing factor, and improvement strategies were not outlined. 
Requirement 7(3)(b) is compliant. Whilst the Assessment Team identified systemic and significant impact on consumers arising from staff performance, reflected in findings within Standards 1, 2, 3 and 4, they found this related to lack of staff knowledge rather than a lack of kindness and respect. This was reflected in feedback from consumers and representatives, who provided positive comments about the kindness of staff. 


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.
	Not 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.
	Not 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.
	Not 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
[bookmark: _Hlk190069777]The Quality Standard is non-compliant as all 5 requirements assessed are non-compliant. The Assessment Team recommended all 5 requirements in this Standard not met and provided the following evidence gathered through interviews and document review.
Requirement 8(3)(a) None of the consumers and representatives interviewed felt the organisation was well run, stating they were unable to engage with management at the service or the organisation in relation to care and services. Consumer and relative meeting minutes did not evidence involvement of consumers and representatives in decisions about care and services, and while monthly surveys are conducted, as highlighted in requirement 6(3)(c), concerns raised through this avenue have not been effectively addressed. Management acknowledged these avenues did not enable consumers to work in partnership with the organisation. Management could not describe any other ways in which consumers and representatives were engaged to in the development, delivery or evaluation of care and services. While management were aware of requirements for a consumer advisory body, this had not been implemented. 
Requirement 8(3)(b) While there are policies and procedures intended to provide guidance and support to ensure delivery of quality, safe and inclusive care and services, the governing body has not been accountable for ensuring services are monitored and sufficiently robust processes implemented to ensure policies and procedures are implemented. Extensive deficiencies identified across all 8 Quality Standards have not been identified and responded to by the governing body’s systems.
A special consumer and relative meeting was held with the intention ‘to discuss key findings’ of the assessment contact undertaken in December 2024. Consumer, representative and management feedback and meeting minutes show the governing body was not open and transparent about the deficiencies identified at the assessment contact, including in clinical and personal care. Management said while these issues were not reported at the meeting, consumers and representatives raised concerns about care and it was an oversight by management that they did not inform the meeting about deficiencies identified.
Requirement 8(3)(c) Organisation wide governance systems are not effective. Consumers and representatives report difficulties in getting information from the service and corporate management. Consumer assessment and care planning information is insufficient and inaccurate, and care plans are not reflective of consumers’ current needs, goals and preferences. Gaps have been identified with information processes intended to monitor aspects of clinical care and personal care. Deficiencies in systems, such as incident management, have resulted in a lack of information about factors contributing to incidents. Systems for overall monitoring of care and services are not effective resulting in a lack of information to identify and respond to deficiencies and opportunities for improvement. 
Concerns and complaints have not been recorded, and complaints have not been investigated. Incidents have not been effectively recorded and there has been no investigation or root cause analysis undertaken in response to incidents. Completed audits show performance has been below benchmarks, including for high impact or high prevalence risks, pain management, feedback, complaints and open disclosure, and staff practice. A November 2024 quality and compliance report to the governing body does not include audit results for the organisation’s aged care services. While management said 17 improvements activities had been identified through various audits, these had not been transferred to the plan for continuous improvement (PCI) or actioned. The service’s self-assessment provided to the Commission in preparation for the site audit stated all requirements across all Standards were in the developing stage, however, work to address this was not documented. The PCI submitted with the self-assessment did not include identification of the specific deficiencies or corresponding improvement activities, and had almost no entries related to the service prior to the previous assessment contact. 
Workforce governance systems have not supported the development of a skilled and knowledgeable workforce. The organisation has not ensured a mix and sufficiency of workforce to ensure delivery of safe and quality care and services, and comprehensive education and training has not been undertaken Management said they were aware of significant lack of skills in the clinical care and care staff workforce. The governing body has not ensured the availability of sufficient resources to effectively respond to significant deficiencies at the service. Resources were not made available or actions taken to compensate for lack of consistent service management.
Significant deficiencies and sufficiency and skills of the workforce were identified during the assessment contact in December 2024. While consultants are being organised to assist in addressing issues, this has not yet occurred.
Four consumer incidents which meet the criteria for the SIRS have not been documented, reported or investigated. Legislative requirements for minimising the use of restrictive practices have not been followed; a consumer advisory committee and a quality care advisory committee have not been implemented; and the organisation has not ensured the service has complied with the Quality Standards.
Requirement 8(3)(d) The governing body has not ensured key components of a robust incident management system, including thorough investigation to identify factors contributing to incidents, analysis of incidents, review of existing measures and consideration of measures to prevent future incidents are undertaken. The assessment contact in December 2024 identified these key components were not evident in any incidents reviewed. As noted in Standard 3, these key components were also not evident in relation to incidents reviewed during the site audit. The governing body has not ensured implementation of comprehensive clinical care resulting in deficiencies in consumers care, specifically management of high impact or high prevalence risks. 
Incidents involving possible abuse or neglect are not consistently identified, reported and responded to. The assessment contact report for December 2024 noted management were made aware of neglect in relation to failure to identify a consumer’s pressure injury and issues related to failure to respond to another consumer’s unplanned weight loss, supports to regain mobility, and changed behaviours. However, effective measures to ensure the neglect was addressed have not been undertaken. Since the assessment contact, the named consumer’s pressure injury has significantly deteriorated and although faults in related equipment were reported to management during the assessment contact, the equipment remained faulty during site audit. At the assessment contact in December 2024, an incident was identified where a consumer woke to find he was physically restrained and a medical intervention was underway. At the site audit, management could not confirm if the consumer was provided an apology or if the incident was reported through the SIRS, and the consumer stated they had not received an apology or met with management following the incident or the assessment contact. I have also considered evidence highlighted in Standard 3 demonstrating incidents, including in relation to falls and skin integrity are not consistently reported or investigated. 
There are policies and procedures to support consumers to take risks to live the best life they can and consumers’ care files sampled show these processes are followed. 
[bookmark: _Hlk126921913]Requirement (3)(e) While a clinical governance framework, supported by and policies and procedures, is in place, components of the framework are not effectively implemented and monitored. A quality care advisory body has not been established in line with legislative requirements, and there is no clinical governance committee or board subcommittees. A clinician on the governing body oversees clinical care matters and attends monthly quality meetings at each service twice a year. The quality and compliance manager monitors clinical data and audits and reports this to the governing body. Clinical care audits for October and November 2024 include below benchmark scores for high impact or high prevalence risks and pain management. These results have not been reported to the governing body and no actions have been taken in response to the audit results.
There is a lack of clinical oversight at the service as evidenced through deficiencies identified across all requirements related to clinical and personal care. Sound infection control measures have not been implemented nor use of restraint minimised despite availability of related policies and procedures. Documentation related to feedback and complaint systems and feedback from consumers and representatives demonstrate open disclosure principles are not consistently applied. Staff interviewed were not familiar with the concept of open disclosure despite this being a mandatory training topic. The governing body and organisational management did not practice open disclosure when reporting issues identified in the assessment contact in December 2024 to consumers and representatives. 
The provider’s response to the site audit report has not individually addressed findings within each requirement. Based on the evidence before me, all 5 requirements in this Standard are non-compliant. There are minimal avenues available to engage consumers in the development, delivery and evaluation of care and services. Management acknowledge consumer and relative meetings do not enable consumers to work in partnership with the organisation; and evidence in Standard 6 shows feedback and complaints avenues available to consumers are not effectively implemented. Reporting processes from the service to the governing body are not sufficient to ensure the governing body is aware of and accountable for the delivery of care and services. Audit results, which consistently evidence performance below benchmarks have not been reported to the governing body, and while complaints are trended each month and reported to the governing body, accuracy of the reporting is questionable as not all complaints and concerns are documented. I also consider findings of non-compliance in relation to 38 requirements across all 8 Quality Standards indicates the governing body does not sufficiently understand their responsibilities as they relate to monitoring and improving the performance of the organisation against the Quality Standards.
Evidence presented shows organisational governance systems are not effective. Four of 5 requirements in Standard 7 and all 4 requirements in Standard 6 have been found non-compliant indicating deficiencies with workforce and feedback and complaints governance systems. Organisational processes have not ensured the workforce competent or supported to deliver safe and quality care and services to consumers, and feedback is not consistently captured, reviewed and used to improve the quality of care and services. Key legislative requirements have not been followed or implemented, including in relation to restrictive practices; SIRS reporting; and establishment of a consumer advisory body, and quality care advisory body. 
Risk management systems and practices are not effectively applied. Requirement 3(3)(b) in Standard 3 highlights deficiencies in the management of consumers’ high impact or high prevalence risks which have not been identified through the service’s or organisation’s own monitoring systems. Not all incidents are identified, analysed or reviewed to assist to identify trends and opportunities for improvement or to identify measures to prevent future incidents from occurring. I have considered the clinical governance framework has not been effectively applied, including in relation to minimising use of restraint and open disclosure. I am unable to determine the effectiveness of practices relating to antimicrobial stewardship as the Assessment Team’s report does not provide detail on the service and organisation’s processes to minimise and monitor use of antimicrobials. I would encourage the provider to consider reviewing strategies in place relating to antimicrobial stewardship to ensure they are effective and that staff are aware of their responsibilities relating to use of antimicrobials. In relation to the effectiveness of the clinical governance framework, I also consider findings of non-compliance in all 7 requirements in Standard 3 shows organisational systems required to maintain and improve reliability, safety and quality of clinical care have not been effectively implemented and monitored or opportunities to improve outcomes for consumers identified and actioned.
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