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

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Assessment contact (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others.
· the provider’s response to the Assessment Team’s report received in 2 parts; 31 July 2025 and 1 August 2025. The response includes commentary to address aspects of the Assessment Team’s report, as well as supporting documentation; and   
· a performance report dated 18 April 2025 for a site audit undertaken from 7 January 2025 to 9 January 2025. 
· 

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
	Compliant

	Standard 6 Feedback and complaints
	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)(b) and (3)(e)
The provider ensures:
assessment and planning is used to capture and support staff to recognise each consumers identity and diversity; 
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 to support consumer access and understanding. 
Standard 2 requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e)
The provider ensures:
assessments are undertaken to identify risks associated with consumers’ health and wellbeing, and needs, goals and preferences for consumers, including end of life care;  
Assessment and planning is done in consultation with consumers, and those consumers wish to involve in their care, and a copy of the care plan is made available to consumers;
care plans are reviewed for effectiveness, including where there is a change in condition or in response to incidents.
Standard 3 requirements (3)(a), (3)(b), (3)(c), (3)(d), (3)(e), (3)(f) and (3)(g)
The provider ensures:
consumers are provided personal and clinical care in line with their assessed needs and preference, which is best practice, tailored to their needs, and optimises their health and wellbeing, including in relation to skin integrity, behaviour management, restrictive practices and time sensitive medications;
high-impact or high-prevalence risks associated with the care of consumers are appropriately managed, including risks relating to falls and diabetic management;
information sharing is reviewed to ensure information relating to consumers’ personal and clinical care needs are identified and communicated within the organisation and to others involved in consumer care;
review of processes relating to minimising infection related risks, including reviewing the outbreak management plan, and appropriately monitoring antibiotic use.
Standard 4 requirements (3)(a), (3)(b), (3)(c), (3)(d) and (3)(e)
The provider ensures:
consumer needs, goals and preferences are captured within the assessment and planning processes, and used to engage consumers in a way which optimises their independence, health and wellbeing;
consumer needs for emotional, spiritual and psychological needs are identified in care planning and used to develop tailored strategies;
consumers interests, connections with the local community, and people of importance are recognised through assessment and planning processes and ongoing consultation to support engagement;
procedures are implemented to record and share information about consumers conditions, needs and preferences;
the service develops a network of services and supports to providers and organisations to connect and refer consumers to meet their needs and preferences.
Standard 7 requirements (3)(d) and (3)(e)
The provider ensures:
staff receive robust training and compliance with mandatory training is monitored; 
procedures for ongoing assessment and monitoring of staff performance are implemented, including supporting their skills and knowledge development.
Standard 8 requirements (3)(b), (3)(c), (3)(d) and (3)(e)
The provider ensures:
communication and reporting processes to and from the service and the board are reviewed, and the governing body is aware of and accountable for the delivery of effective and culturally safe care and services;
organisation wide governance systems are reviewed to ensure effectiveness;
the organisations risk management systems and practices, including in relation to high-impact or high-prevalence risks, and managing and preventing incidents are reviewed to ensure effectiveness;
the organisations clinical governance framework is reviewed to ensure effectiveness.



Standard 1
	Consumer dignity and choice
	

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

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


Findings
The Quality Standard is non-compliant as 2 of the 4 requirements assessed are non-compliant. 
Requirement 1(3)(a) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumers were not treated with dignity and respect. This specifically related to a lack of individualised strategies to provide tailored care to consumers, and consumers reported not feeling valued or accepted. In response to the non-compliance, the provider implemented improvement actions including a mandated privacy and dignity training module for staff and updated care documentation to reflect consumers preferences and life history.
At the assessment contact in July 2025, consumers and representatives said consumers are treated with dignity and respect. Staff demonstrated an understanding of consumers’ needs and individual preferences, and care documentation reflected what is important to consumers to maintain their identity. Consumers said staff understand their backgrounds and preferences for their daily care routine.
For the reasons detailed above, I find requirement 1(3)(a) compliant. 
Requirement 1(3)(b) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where assessment and planning did not capture cultural needs of consumers. This specifically relates to a lack of documentation to guide staff in providing culturally safe care. In response to the non-compliance, the provider implemented improvement actions including, but not limited to, undertaking a suite of lifestyle assessment tools for each consumer, and implementing online cultural safety training for staff. 
At the assessment contact in July 2025, the Assessment Team found care and services provided were not culturally safe, and recommended requirement 1(3)(b) not met. The Assessment Team provided the following information gathered through interviews and document review. 
Consumers advised whilst staff provide care in a respectful manner, staff are not always aware of consumers cultural backgrounds or the importance of culture in their lives. One named consumer is Indigenous and advised they were excited to participate in NAIDOC celebrations, however stated they were not engaged in consultations regarding appropriate NAIDOC activities. The named consumer advised they do not feel their culture is respected. Care documentation reflected the named consumers cultural identity; however, care staff were not aware of the importance of the consumers’ culture.
For 2 other named consumers, information contained in care planning reflected cultural and personal preferences relating to each consumer, including the use of word sheets and picture boards for one consumer who does not speak English. Staff interviewed were not aware of specific support strategies for these consumers.
The provider refuted the Assessment Team’s recommendation and, in their response, advised they strive to deliver culturally safe care and services, whilst recognising, respecting and supporting the cultural identify of consumers. The provider evidenced a newsletter, and advised cultural events and celebrations are organised through the newsletter. The newsletter contained a NAIDOC word finder and crossword, however, did not provide details on other cultural events. The provider advised allied health professionals to have been engaged in developing communication cards which are person centred to the individual. An example of a communication card for one named consumer was provided. 
Training has been undertaken by staff in non-verbal communication, however, the sign in sheet provided did not contain dates in which the training was undertaken. The provider assured an experience lifestyle coordinator and lifestyle assistant have been hired and will focus on cultural care. 
The provider acknowledged one named consumer was not consulted in planning the NAIDOC week celebrations and advised there are new continuous improvement initiative for the named consumer being considered. The provider assured they will be trialling a lifestyle framework which seeks to enhance social connection and meaningful activities which are culturally appropriate. 
I acknowledge the providers response; however, I find care and services provided are not culturally appropriate. In coming to my finding, I have considered whilst the provider has committed to improving culturally safe care within the service, no evidence was provided relating to planned cultural events. I acknowledge the implementation of a lifestyle coordinator, however, the provider did not provide planned actions or other supporting documentation to support how the lifestyle coordinator will improve culturally safe care. Training was undertaken by staff; however, the provider did not evidence this training was reviewed for effectiveness. I acknowledge the communication cards for one named consumer; however, the provider did not evidence how this practice will be embedded.
For the reasons detailed above, I find requirement 1(3)(b) non-compliant. 
Requirement 1(3)(c) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumers were not supported to make decisions about their care and services. This specifically related to a lack of documentation care strategies which aligned with consumers’ choices or needs, and where consumer raised concerns, it did not result in change. In response to the non-compliance, the provider implemented improvement actions including, but not limited to, updating all assessment and care documentation to incorporate lifestyle assessment tools, including a family and children’s area in the ongoing refurbishments to support maintaining important relationships. 
At the assessment contact in July 2025, consumers and representatives said staff take time to understand consumers preferences and deliver care in accordance with those preferences. Consumers advised recent changes to the services environment made it easier to maintain relationships and connections of importance to them. Staff were aware of specific, personalised strategies to support consumers in line with their preferences.
For the reasons detailed above, I find requirement 1(3)(c) compliant. 
Requirement 1(3)(e) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumers did not receive sufficient, accurate and timely information to support decision making. Specifically, activity calendars and meeting minutes were not regularly, and where they were supplied, information contained was not accurate. In response to the non-compliance, the provider implemented improvement actions including, but not limited to, introduction of a consumer newsletter, implementation of consumer and representative meetings, and distribution of monthly lifestyle calendars.
At the assessment contact in July 2025, deficiencies were identified in shared information and the Assessment Team recommended requirement 1(3)(e) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
Consumers and representative advised activities listed on the activity calendar do not always take place and displayed activity calendars did not contain a pictorial or alternate version for consumers whose cognition effects their ability to understand written information, or consumers who speak languages other than English. Consumers advised they were unaware of recent consumer representative meetings, and minutes of these meetings were only shared with representatives and not provided to consumers. All written documentation are provided only in English, and consumers who do not speak or read English are not provided appropriate alternatives. 
The provider acknowledged the Assessment Teams recommendation and advised they are committed to ensuring timely and easily understood information is provided to consumers. Activities are now provided in line with the activities calendar and alternate versions of the lifestyle calendar are being translated into other languages in line with consumers cultural requirements. In July 2025, the newsletter has been translated into different languages. Consumer meetings are conducted every second month.
I acknowledge the providers response; however, I consider consumers are not provided with timely and accurate information. In coming to my finding, I consider the provider did not present evidence of activities occurring in line with the calendar, and a timeframe for the availability of the translated calendars were not provided. Examples of the translated newsletters also were not provided. 
For the reasons detailed above, I find requirement 1(3)(e) non-compliant. 



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 5 of the 5 requirements assessed are non-compliant. 
Requirement 2(3)(a) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where assessments were not undertaken to identify risks associated with consumers health and well-being. In response to the non-compliance, the provider implemented improvement actions including, but not limited to, the implementation of new policies and procedures relating to pain management, falls and post fall management, diabetes care and weight management. 
At the assessment contact in July 2025, the Assessment Team found assessment and planning did not inform the delivery of safe and effective services, and recommended requirement 2(3)(a) not met. The Assessment Team provided the following information which was obtained through interview and document review.
Inaccuracies were identified in assessment and planning documentation, particularly in relation to diabetes management and behaviour support management. For one named consumer, a behaviour support plan states staff must be culturally safe when attending to care, however, care documentation did not provide guidance on what culturally safe care means for the consumer. Staff could not articulate how they provide culturally safe care for the named consumer. 
Eight diabetes management plans were reviewed, with 6 of the reviewed diabetic management plans lacking clear instructions or containing outdated information. For one named consumer, care documentation describes a glucose monitoring device to be changed fortnightly, however, staff reported the device being changes weekly. For 2 named consumers, diabetic management plans provided conflicting instructions for monitoring blood glucose levels and providing instruction for both daily and weekly monitoring. For one of these consumers, the diabetic management plan lacked documented strategies to manage hypo or hyperglycaemic episodes.  
The provider acknowledged the Assessment Teams recommendation and advised they have commenced a review of all consumer care plans to ensure the information is person centred and accurate. The behaviour support plan has been comprehensively reviewed to ensure it aligns with the consumers cultural and spiritual needs. All diabetic management plans have been updated to align with each consumers specialised needs. Clinical flowcharts provided by the Commission have been implemented across all services within the organisation. 
I acknowledge the providers response; however, I find assessment and planning does not inform the delivery of safe and effective care and services. In coming to my finding, I consider the behaviour support plan provided contains contradictory information, stating ‘staff to be culturally safe’ and also ‘do not have any special cultural or spiritual needs’. The providers response did not address instances where diabetes management was not undertaken in line with the diabetes management plan. Whilst clinical flow charts have been implemented, the provider did not evidence how these processes would be embedded and reviewed for effectiveness, and I consider these processes will take time to fully implement and embed. 
For the reasons detailed above, I find requirement 2(3)(a) non-compliant. 
Requirement 2(3)(b) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where care documentation did not capture consumer needs, goals, and preferences, including those relating to end of life care. In response to the non-compliance, the provider implemented improvement actions including, but not limited to, undertaking a system audit to identify consumers with an established advanced care directive. 
At the assessment contact in July 2025, the Assessment Team found care documentation did not capture consumers’ needs, goals and preferences, including in relation to end of life care and recommended requirement 2(3)(b) not met. The Assessment Team provided the following evidence which was obtained through interview and document review. 
Care documentation did not capture consumers’ needs goals and preferences. One named consumer expressed a preference for female only care staff, which was not documented in the care plan. For one named consumer, emotional triggers relating to babies was not captured in the care plan, and lifestyle assessments for 2 other named consumers did not outline activities of interest. 
In relation to advanced care planning, one named consumer was admitted to the service with a terminal diagnosis. Despite the known terminal nature of the consumers condition, and a documented decline in the consumers condition since May 2025, care documentation demonstrated no conversations regarding end of life and advanced care planning were commenced until 5 days prior to the consumers death. A referral was completed to palliative care services 3 days prior to the consumers death, however, the consumer passed away before the assessment could be completed. For one other named consumer, care evaluations indicate advanced care planning was discussed in January 2025, however no further information was documented in the care system. Staff advised the date was incorrect and the discussion occurred in April 2025. The representative advised the conversation was undertaken some time ago, however, no follow up was provided. Management advised an audit revealed only 9 consumers had an advanced care directive in place, and conversations regarding end-of-life care would be discussed at care meetings with consumers and their families. 
The provider acknowledged the Assessment Team’s recommendation and advised advanced care directives are being discussed during care meetings with consumer and their families, and all assessments are being reviewed to ensure consumer preferences are captured. 
I acknowledge the providers response; however, I find assessment and planning did not capture consumer needs, goals and preferences, including those relating to end of life care. In coming to my finding, I acknowledge the provider plans to facilitate end of life discussions with consumers and their representatives, however, no action plan was provided, and I consider it will take time to undertake these reviews in a way which is effective and captures each consumers wishes. In their response, the provider did not address the delay in end-of-life care discussions for one consumer, and I am not satisfied appropriate action has been taken to prevent a similar incident from recurring. 
For the reasons detailed above, I find requirement 2(3)(b) non-compliant. 
Requirement 2(3)(c) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where assessment and planning was not based on ongoing partnership with the consumer and other the consumer wished to involve in assessment, planning and review of care and services. Following the non-compliance, the provider implemented improvement actions including, but not limited to reviewing consumer care plans and providing invitations to representatives to engage in care planning or case conferences.
At the assessment contact in July 2025, the Assessment Team found the provider does not have an effective process to determine or document who each consumer would like to be involved in their care planning, and recommended requirement 2(3)(c) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
For one named consumer, a copy of the care plan was distributed to a family member, against the consumers wishes. The care plan contained incorrect information, with the care plan stating the consumer required assistance with toileting and hygiene care and staff and the consumer advising the consumer is independent with all personal and hygiene care. Management advised the consumer signed the care plan, however, they did not provide comment on how the incorrect information was not identified earlier.
The representative of another named consumer advised they were provided a copy of the care plan and advised to note and return any inconsistencies. At the time of the assessment contact, the care plan remained under review, despite the representatives ongoing requests for updates regarding the care plan. The Assessment Team advised they were presented with evidence of 4 consumers having signed and reviewed their care plans, and no evidence was provided as to how consumers are supported to discuss their care needs. 
The provider acknowledged the Assessment Team’s recommendation, and advised care planning and assessment continues to be improved and monitored in line with the providers continuous improvement plan, with noted improvements. The provider advised they have aligned with ‘partnership care in the home’ and continue to invite all consumers to be involved in care planning discussions where applicable. Care planning documentation is provided on request to the consumer and the representative in line with the consumers wishes.
I acknowledge the providers response; however, I find assessment and planning is not based on ongoing partnership with the consumer and others the consumer wishes to involve. In coming to my finding, I place weight on the lack of processes to engage consumers, and others the consumers wish to involve, in the care planning process. The provider advised there continues to be ongoing improvement actions and noted improvements in care planning and assessment processes, however evidence of these improvement actions or their evaluated effectiveness was not provided. The provider did not present evidence of how consumers and their representatives are engaged in the assessment and planning process.
For the reasons detailed above, I find requirement 2(3)(c) non-compliant. 
Requirement 2(3)(d) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where outcomes of assessment and planning were not effectively communicated to the consumer. In response to the non-compliance, the provider implemented improvement actions including undertaking a suite of assessments with consumers and providing an opportunity for consumers and representatives to request a copy of care plans or request a case conference.
At the assessment contact in July 2025, the Assessment Team found communication of care planning and outcomes was not effective and recommended requirement 2(3)(d) not met. The Assessment Team provided the following information which was obtained through interviews and document review.
The representative of one named consumer was observed reviewing the consumers care plan. When asked, the representative said they were asked to review the care plan and mark any inconsistencies and advised staff provided no explanation or support to assist the representative in understanding the care plan. Support was offered to the representative following feedback from the Assessment Team. Representatives for 2 other named consumers provided similar stories, advising staff did not take time to clarify how assessed needs or planned care would be implemented for the consumers and, as a result, the representatives were unsure how specific care decisions would be actioned or monitored. 
The provider acknowledged the Assessment Team’s recommendation and advised they are further improving and monitoring the way in which the team consult and partner with consumers and their representatives. The provider will be providing further guidance and training to the clinical team on how to provide effective care consultation through scheduled meetings.
I acknowledge the providers response; however, I find the outcomes of assessment and planning are not communication to the consumers in a care and services plan which is readily available. I acknowledge the providers commitment to improving processes for communication of care planning, however, evidence of planned actions were not contained in the providers response. The providers response did not provide a timeframe in which these ongoing improvements and associated staff training would be implemented. I consider these changes will take time to systematically embed and review for effectiveness. 
For the reasons detailed above, I find requirement 2(3)(d) non-compliant. 
Requirement 2(3)(e) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where care and services were not reviewed regularly for effectiveness. In response to the non-compliance the provider implemented improvement actions including appointing registered staff to focus on quality assessments and care planning and completing all relevant assessments when a consumer’s condition declines, they return from hospital or post fall.
At the assessment contact in July 2025, the Assessment Team found initial and ongoing care planning is regularly reviewed for effectiveness and recommended requirement 2(3)(e) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
A dignity of risk report was provided to the Assessment Team and evidenced at least 7 dignity of risk assessments did not contain a date or were overdue. Management was unable to confirm if these assessments were current, including for one named consumer who leaves the service independently. For this named consumer, the assessment was last dated March 2023, and despite the activity being rated as high risk, there was no evidence the assessment or associated care plan was updated to support the consumer. 
For the same named consumer, care records indicated a skin assessment had been recently reviewed, however, the consumer advised they did not recall this taking place. Upon review of the care documentation, no updates or changes have been made to the skin assessment since 2021. Management advised the assessment had been completed; however, this was not effectively documented. Falls risk assessments (FRAT) were completed in a timely manner following falls. One named consumer experienced 3 falls in June 2025, and on one occasion no FRAT was completed, and on the additional 2 occasions the FRAT was delayed for up to 5 days.
The provider acknowledged the Assessment Teams recommendation and advised all dignity of risk assessments were updated following the assessment contact. A dignity of risk form was provided for the named consumer; however, the provider did not provide additional information relating to the consumers skin assessment. The provider further advised clinical governance will be enhanced with a fortnightly clinical forum, which will commence in August 2025.
I acknowledge the provider’s response, however, I find the provider did not demonstrate assessment and care planning is regularly reviewed for effectiveness. In coming to my finding, I have considered the dignity of risk form provided, however, I find this does not address the remaining overdue dignity of risk forms. The provider did not present planned actions to address the overdue completion of these dignity of risk assessments. I also consider the provider did not acknowledge or address the overdue skin assessment for the named consumer. I acknowledge the planned improvement to oversight of clinical governance oversight; however, the provider did not present evidence as to how this oversight will be implemented and how the fortnightly forums will be reviewed for effectiveness. 
For the reasons detailed above, I find requirement 2(3)(e) non-compliant.

Standard 3
	Personal care and clinical care
	

	Requirement 3(3)(a)
	Each consumer gets safe and effective personal care, clinical care, or both personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being.
	Not Compliant

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	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
The Quality Standard is non-compliant as 7 of the 7 requirements assessed are non-compliant. 
Requirement 3(3)(a) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumers were not provided with best practice personal and clinical care in line with their assessed needs and preferences, specifically relating to skin integrity, wound management, restrictive practices time sensitive medications, continence and personal hygiene. In response to the non-compliance, the provider implemented improvement actions including, but not limited to, training for staff on accountabilities related to medication management, reviewing pain assessments for all consumers, undertaking training for staff on continence and incontinence associated dermatitis. 
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate best practice personal and clinical care in relation to time sensitive medications, behaviour management, personal care and skin integrity and recommended requirement 3(3)(a) not met. The Assessment Team provided the following information which was obtained through interviews and document review.
For one named consumer, more than half of all Parkinson’s medication administrations over a 24-day period were administered outside the 30-minute time frame. Management advised they believe this is a concern with the electronic system and this will be reviewed following further investigation. 
Documentation did not demonstrate as required chemical restraint was administered as a last resort, and non-pharmacological interventions were not trialled prior to administration. The Assessment Team provided examples of 2 named consumers who were administered as required chemical restraint, with no documented evidence of trialled non-pharmacological prior to medication administration. Staff were unable to describe strategies to support consumer behaviours.
For two named consumers, behaviour charting evidenced ‘usual’ behaviours and did not identify changed behaviours for either named consumer. Despite reviews by external dementia specialists, recommendations provided by external specialists were not contained in care plans. Staff were unaware of personalised behaviour support strategies for both named consumers. For one of these consumers, who has a known behaviour of refusing care, they did not receive a shower for a period of 12 days, and staff were unable to describe strategies to support the consumers refusal of care. 
On 2 occasions, the Assessment Team observed 3 named consumers become increasingly agitated, followed by verbal and physical aggression. Staff advised these behaviours were normal and were not considered an incident. These behaviours were not recorded on behaviour charting. Following feedback from the Assessment Team, management advised incidents were lodged. 
Whilst the severity and number of wounds has decreased, preventative measures including repositioning did not occur in line with consumer care plans. For two named consumers, repositioning was not occurring in line with care plans, with both named consumers observed in the same position for several hours during the course of the assessment contact. For one of these named consumers, repositioning was missed on 37 occasions over a 16-day period.
The provider refuted the Assessment Teams recommendation. For the named consumer who refuses care, the provider asserted whilst staff advised they would walk away when the consumer became agitated, this demonstrated a person-centred approach, as they understand the consumer as a person. The provider presented progress notes and highlighted 5 occasions in which staff were able to administer medication following implementation of personalised strategies. For the other named consumer, the provider acknowledged the behaviour support plan did not contain strategies recommended by an external dementia specialist.
In relation to the incidents of verbal and physical aggression between 3 named consumers, the provider presented incident reports and progress notes relating to one of the named consumers, assuring the incident report was completed, and staff successfully redirected the consumer. The provider did not present information relating to the other 2 involved consumers, or additional information relating to the 2 incidents raised by the Assessment Team.
In relation to time sensitive medications and restrictive practices, the provider advised they are reviewing processes around this area of clinical care and acknowledged these areas were not appropriately managed at the time of the assessment contact.
In relation to skin integrity and pressure area care, the provider evidence a pressure ulcer risk assessment for one named consumer and advised evidence provided in the assessment teams report was incorrect. 
I acknowledge the providers response, however I consider the provider was unable to demonstrate personal and clinical care provided were best practice, and optimised the consumers health and well-being.
In coming to my finding, I have considered whilst the provider asserts staff walking away from one named consumer when they become agitated demonstrates a person centred approach, it does not demonstrate effective strategies in managing refusal of care for this consumer. In relation to the progress notes provided which highlights instances where staff were able to administer medication after utilising behaviour support strategies, I consider this does not demonstrate how non-pharmacological strategies are trialled prior to the administration of psychotropic medication. 
I acknowledge the incident report and supporting progress notes relating to the incidents of verbal and physical aggression, however, the provider did not address the uncompleted behaviour charting. 
I acknowledge the provider’s evidence regarding the pressure ulcer risk assessment for one named consumer; however I consider this supports the Assessment Team’s evidence that pressure area care was not undertaken in line with the consumers care plan. The provider did not address the 37 instances of missed repositioning. 
For the reasons detailed above, I find requirement 3(3)(a) non-compliant.
Requirement 3(3)(b) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where high-impact or high-prevalence risks associated with the care of consumers were not appropriately managed, specifically in relation to falls management, diabetic management, weight loss and specialised nursing care. In response to the non-compliance, the provider implemented improvement actions including but not limited to, implementation of a high-risk register, updating FRATs for consumers, and undertaking training in falls prevention and diabetic management. 
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate effective management of high-impact or high-prevalence risks and recommended requirement 3(3)(b) not met. The Assessment Team provided the following evidence, which was obtained through interviews and document review. 
Consumers who sustain falls were not reviewed in line with organisation policy and staff did not demonstrate knowledge in relation to consumer mobility requirements. Observations demonstrated consumers who require staff assistance with mobility were walking around the service unaided. 
One named consumer, who is prescribed blood thinners, had 3 falls in June 2025, one witnessed and 2 unwitnessed. Organisational policy states for unwitnessed falls for consumers prescribed blood thinners, vital observations should be completed 18 times and neurological observations should be completed 15 times. For one unwitnessed fall, neurological and vital observations were completed 6 times, and the FRAT was not reviewed following the fall. For the second unwitnessed fall, neurological and vital observations were completed 12 times, and the FRAT was not completed until 2 days later. Due to increased falls, the consumer was placed on a visual monitoring chart, however, the chart did not inform staff of the frequency in which monitoring was required.
Consumers diabetic assessments were inconsistent, with recommended ranges not included or information on the management of hyperglycaemia not included. Diabetic assessments did not demonstrate the frequency of blood glucose levels (BGL’s) in line with medical officer directives, resulting in BGL’s not being monitored. 
For one named consumer, documentation confirmed they are required to have BGL’s monitored daily, however, this monitoring was not completed on 18 occasions during a one-month period.
Weight management was appropriately managed. One named consumer experienced an 8.5kg weight loss over a 5-month period, and medication charts confirmed the consumer received supplements in line medical officer recommendations.
The provider refuted the Assessment Team’s recommendation. For the consumer who experienced 3 falls in June 2025, the provider presented a behaviour assessment which states the consumer does not wait for assistance and lacks insight into their capabilities. The provider refuted the claim that the FRAT was not completed following one unwitnessed fall, however the FRAT provided evidenced it was not completed until after the consumers second fall. The provider advised the consumers transfer to hospital following one unwitnessed fall evidenced effective monitoring, however, the provider did not provide commentary on the missing neurological or vital observations. The provider asserted completion of a FRAT on the day of the fall is neither realistic nor achievable in aged care. 
I acknowledge the providers response; however I find high-impact or high-prevalence risks associated with the care of consumers was not effective. In coming to my finding, I have considered whilst the named consumer lacks insight into their safety, a FRAT was not completed following the first unwitnessed fall, and the consumer sustained another fall 3 days later. The provider did not address concerns relating to diabetic management.
For the reasons detailed above, I find requirement 3(3)(b) non-compliant. 
Requirement 3(3)(c) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where needs, goals and preferences of consumers nearing end-of-life were not appropriately recognised and referrals to palliative care specialists were not undertaken in a timely manner. In response to the non-compliance, the provider implemented improvement actions including, reviewing consumers receiving end of life care and ensuring all documentation is current. 
At the assessment contact in July 2025, the Assessment Team found consumer’s receiving end of life care were not monitored or supported through assessment of pain, agitation, discomfort and emotional support and recommended requirement 3(3)(c) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
Representatives advised discussions around end-of-life care had not been undertaken. Whilst staff could describe the process and what is required when consumes are in the end-of-life phase, documentation did not demonstrate this had occurred for one named consumer, who passed away at the service in June 2025.
For the named consumer, staff confirmed the consumer was admitted to the service with a terminal diagnosis in December 2024, and progress notes demonstrate the consumer deteriorated from May 2025 until their passing in June 2025. On one occasion in May 2025, the medical officer recommended laboratory testing, however this did not occur. In 3 occasions in June 2025, the consumer was not reviewed by the medical officer for several days after staff initially identified further deterioration. The medical officer was contacted, and they advised palliative care medications would be commenced; however, the consumer was not commenced on the end-of-life pathway. The consumer was referred to a palliative care service, however the consultation did not occur before the consumer passed away. Pain charting was not completed consistently throughout June 2025, and subcutaneous monitoring was only monitored once in a 2-day period. An after-death audit was completed 3 days after the consumer passed away and identified the deficits in the consumers end of life care. However it was noted this occurred due to a recent policy change and no actions were recorded, and no investigation occurred.
The provider accepted the Assessment Team’s recommendation and advised they are actively working on end of life care through continuous improvement actions. These actions include engaging with an external palliative care service to provide education to staff.
I acknowledge the providers response, however, I find end of life care was not appropriate, and consumers need, goals and preferences as they approach end of life were not recognised and addressed. In coming to my finding, I consider the providers proposed actions, however, no timeframes were provided for the implementation of these improvements, and I consider these actions will take time to implement and embed within the service.
For the reasons detailed above, I find requirement 3(3)(c) non-compliant.
Requirement 3(3)(d) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where deterioration was not identified, monitored or responded to in a timely manner. No improvement actions relating to the deterioration of consumers was contained within continuous improvement actions. 
At the assessment contact in July 2025, the Assessment Team found deterioration or change in a consumer’s mental health, cognitive or physical function, capacity or function was not recognised or responded to in a timely manner and recommended requirement 3(3)(d) not met. The Assessment Team provided the following information which was obtained through interviews and document review.
One representative advised they were concerned about a named consumers recent deterioration. The representative told staff it looked like the consumer has experienced a stroke and was unable to move their mouth or communicate how they normally would. Progress notes evidenced the consumer was lethargic and sleepy, with vital signs within normal ranges, and the consumer was speaking in a language unfamiliar to staff and the representative. Vital signs were not conducted again until 19 hours later. Progress notes did not include the representatives concerns and no additional monitoring or escalation to the medical officer was completed. Management disagreed that the representative attended on the day, however progress notes confirm the representative visited this day. The named consumer had a fall 2 days earlier, with the incident report stating it was a near missed and the consumer was found in a squatting position and appeared disoriented and confused. The Assessment Team noted a red bruise/mark on the consumers face, and staff advised this could have happened when the consumer fell. Documentation did not identify the mark.
The provider acknowledged the Assessment Team’s recommendation and advised they are working to improve management of deterioration within the service. No other evidence was provided. 
I acknowledge the providers response, and the assertion they are working to improve management of deterioration within the service. However, I find management of deterioration was not effective. In coming to my finding, I consider the provider has not provided clear improvement actions to address the management of deterioration, and any actions will take time to implement and embed within the service.
For the reasons detailed above, I find requirement 3(3)(d) non-compliant.
Requirement 3(3)(e) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where information about a consumer’s condition, needs and preferences were not effectively communicated within the organisation. In response to the non-compliance the provider implemented improvement actions including undertaking staff training in documentation requirements.
At the assessment contact in July 2025, the Assessment Team found information about a consumer’s condition, needs and preferences were not effectively communicated and recommend requirement 3(3)(e) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
Representatives advised whilst they are offered a copy of the care plan, they are not engaged in the reassessment process, and changes to care plans are not made when requested. Interviews with staff did not demonstrate they were aware of consumers needs including mobility requirements or behaviour management strategies.
The provider acknowledged the Assessment Team’s recommendation, and advised whilst there have been some improvements, they are committed to further improving how they consult and partner in care with consumers and their representatives. The provider asserted they will provide training and further guidance to clinical staff on providing effective care consultations with consumers and their representatives.
I acknowledge the providers response, however, I find information about a consumer’s condition, needs and preferences were not effectively communicated. In coming to my finding, I acknowledge the providers commitment to providing additional staff training and guidance, however, training and guidance will take time to embed. The provider did not present timeframes in which this training would be completed.
For the reasons detailed above, I find requirement 3(3)(e) non-compliant.
Requirement 3(3)(f) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where timely and appropriate referrals were not occurring, specifically in relation to wound specialists and external dementia specialists. No improvement actions in relation to the non-compliance were provided.
At the assessment contact in July 2025, the Assessment Team found referrals were not completed in a timely manner and recommend requirement 3(3)(f) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
Consumers were note referred to allied health specialists or the medical officer in a timely manner in relation to behaviour management or deterioration of health. Consumers advised they can see the medical officer when required, however representatives said staff do not action a referral to the medical officer in a timely manner.
One named consumer was referred to the medical officer, however, was not reviewed until 5 days later. Another named consumer reported feeling bored and useless and was described by staff as ‘depressed’ however, no referrals were undertaken to support their mental health. One consumer experiencing changed behaviours, including refusal of care, was not referred to a dementia specialist. Management advised this referral was completed on day 2 of the assessment contact. The Assessment Team provided examples of 2 occasions where appropriate referrals were undertaken in a timely manner. 
The provider refuted the Assessment Team’s recommendation and advised the report clearly details consumers are supported by allied health and have regular reviews by medical officers. The provider asserts they acted in line with the consumers best interests in relation to the consumer who refuses care. For the consumer who reports feeling bored and useless, the provider asserts they have actively engaged the consumer in meaningful activities within the service. 
I acknowledge the providers response; however, I find appropriate referrals were not undertaken in a timely manner. In coming to my finding, I have considered information provided in requirement 4(3)(a) where the consumer has not been engaged in meaningful activities which are of interest to them. In relation to the consumer with changed behaviours including refusal of care, I place weight on the timeliness of the referral, as it was not completed until feedback was provided by the Assessment Team.
For the reasons detailed above, I find requirement 3(3)(f) non-compliant.
Requirement 3(3)(g) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where the provider was unable to demonstrate infection related risks were effectively minimised. In response to the non-compliance, the provider implemented improvement actions including, but not limited to, undertaking staff training in antimicrobial stewardship, and monitoring use of antibiotics within the service.
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate infection related risks were appropriately minimised and recommended requirement 3(3)(g) not met. The Assessment Team provided the following information which was obtained through interviews and document review.
Consumers advised staff keep them safe through the use of personal protective equipment, cleaning and COVID-19 testing when required. Documentation confirmed the service has processes for minimising risks of infection including policies, procedures and education, and an infection control lead has been employed within the service. 
However, management confirmed the outbreak management plan is still under review, and monitoring of antibiotic prescription has not yet occurred. Infection registers showed incomplete information in relation to infections and the prescribing of antibiotics.  
Documentation did not demonstrate urine samples were sent to the laboratory for testing when the medical officer requested it. One named consumer was recorded as having organisms for a urinary tract infection (UTI) with an indwelling catheter; however, this was closed after the medical officer advised the consumer did not have a UTI. Another consumer was captured on the infection register in June 2025, however the infection was not identified, and the register did not determine if antibiotics were required or if the infection was resolved.
The provider refuted the Assessment Team’s recommendation, and advised whilst further improvements are planned, the provider asserted information contained in the Assessment Teams report has not had any adverse impact to any consumer within the service. Planned improvement actions include training and education, trending of antibiotic usage and infection prevention control monitoring and support. 
I acknowledge the providers response, however, I find the provider did not demonstrate effective processes to minimise the risk of infection. In coming to my finding, I place weight on the outbreak management plan remaining under review. Whilst the provider asserts there has been no negative impact to consumers, I consider the monitoring of infections was ineffective and staff did not follow medical officer directions in undertaking infection testing.
For the reasons detailed above, I find requirement 3(3)(g) non-compliant.

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


Findings
The Quality Standard is non-compliant as 5 of the 6 requirements assessed are non-compliant. 
Requirement 4(3)(a) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumers were not receiving safe and effective services and supports for daily living which meet their needs, goals and preferences. This specifically related to assessment and planning which did not capture consumer needs, goals and preferences to identify and engage services which optimise independence health and wellbeing. In response to the non-compliance, the provider implemented improvement actions including establishing a monthly consumer voice meeting, and considered the needs, goals and preferences of consumers who do not like group activities and those residing in the MSU. 
At the assessment contact in July 2025, the Assessment Team found consumers were not receiving services and supports which optimise their health and wellbeing, and recommended requirement 4(3)(a) not met. The Assessment Team provided the following information gathered through interviews and documentation review. 
Consumers reported not receiving services and supports which were personalised and in line with their needs and preferences. One named consumer reported feeling bored and useless, with care planning stating walks with staff would be facilitated. Activity charting demonstrated this occurred on only one occasion from January to July 2025. Staff were unsure of how to support this consumer stating it was easier to leave him in his room. For another named consumer, staff were not aware of emotional triggers relating to doll therapy despite receiving training, and these triggers were not documented in care documentation. 
The provider refuted the Assessment Team’s recommendation and provided activity charting for the named consumer, demonstrating the consumer engages in group activities within the service. The provider’s response advised staff are undergoing training relating to the consumer with emotional triggers, however, evidence of this training was not provided. A behaviour assessment was provided for this consumer, which captured the consumers emotional triggers.
I acknowledge the provider’s response. However, I find services and supports to support consumer’s independence and wellbeing are not effective. Activity charting provided for one named consumer did not demonstrate individualised activities and support strategies in line with the consumer’s need and preferences. I acknowledge training is being undertaken in relation to the consumer with emotional triggers, however, I consider it will take time to embed and evaluate the effectiveness of this training. 
For the reasons detailed above, I find requirement 4(3)(a) non-compliant.
Requirement 4(3)(b) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumers emotional, spiritual and psychological needs were not identified and supported. This specifically relates to a lack of tailored strategies to support consumers emotional needs, including after incidents which triggered emotional distress. In response to the non-compliance, the provider engaged with volunteer support groups, and added emotional and psychological support needs to the service’s high impact and high-prevalence risk register. 
At the Assessment Contact in July 2025, the Assessment Team found the service was unable to demonstrate how they support consumers spiritual and emotional needs, and recommended requirement 4(3)(b) not met. The Assessment Team provided the following information gathered through interviews and documentation review. 
One named consumer was identified as requiring additional emotional support in April 2025, following a change in their circumstance which left them restricted to their room and impacted their overall well-being. Whilst it was recognised one-on-one engagement with a volunteer could support the consumer’s well-being, the emotional needs assessment and care plan were not updated to reflect strategies to support the consumers changed emotional and psychological needs. Staff were unable to provide strategies to support the consumers changed emotional needs, and activity charting did not evidence staff led emotional or therapeutic engagement. Staff described another named consumer as ‘depressed’, however, no evidence of referrals to support his mental health were provided. Lifestyle staff were unable to describe how they would facilitate a referral to support emotional, spiritual or psychological well-being, as it is the role of the lifestyle co-ordinator and this role is currently vacant. 
The provider acknowledged the Assessment Team’s recommendation and advised they have appointed a lifestyle coordinator who is making significant difference and contribution to the lived experience of consumers within the service. The provider’s response stated they are implementing a ‘back to basics’ program, which will include a component on emotional, spiritual and psychological support within the service. The provider did not include evidence to support these improvements. 
I acknowledge the provider’s response. However, I find consumers emotional, spiritual and psychological needs were not effectively documented and supported. I acknowledge the commencement of a lifestyle coordinator however, I consider it will take time embed changes to support consumer’s emotional wellbeing, and no evidence of contributions made by the lifestyle coordinator were provided. 
For the reasons detailed above, I find requirement 4(3)(b) non-compliant. 
Requirement 4(3)(c) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, consumers were not effectively supported to maintain interests, connections with the local community and people who are important to them. In response to the non-compliance, the provider implemented improvement actions including a review of the activities calendar, with activities implemented 7 days a week, created a monthly consumer voice meeting as an opportunity to for consumers t provide feedback on activities and employed an occupational therapist to complete assessments for consumers in relation to their lifestyle and activity interests. 
At the Assessment Contact in July 2025, the Assessment Team found the provider was unable to demonstrate how they support consumers to maintain interests and recommended requirement 4(3)(c) as not met. The Assessment Team provided the following evidence obtained through interviews and document review. 
Not all activities scheduled on the activity calendar were occurring as scheduled, with managing advising this was due to the position of lifestyle coordinator being vacant. Staff were unable to describe activities which were scheduled to occur in the MSU, and during these times these activities were scheduled, consumers were observed to be sitting in chairs without engaging in meaningful activities. 
Consumers expressed their wish to attend activities which were scheduled however, these activities did not occur. One named consumer advised they wish to participate in NAIDOC week activities, as were scheduled on the activity calendar. Management advised given the lifestyle coordinator was vacant they were unsure what would occur. The Assessment Team were provided some posters and word finder puzzles, however, were advised entertainment could not be sourced as it was short notice. One named consumer expressed a wish to attend activities in the community independently however, these wishes were not documented in the care plan, and no risk assessments had been undertaken to facilitate the consumer leaving the service independently. 
The provider accepted the Assessment Team’s recommendation and advised the new lifestyle framework will support consumers in receiving effective and meaningful services and supports for daily living. No further evidence was provided. 
I acknowledge the providers response. However, I find consumers are not effectively supported to maintain personal interests and connections to the community. I acknowledge the new lifestyle framework being implemented however I consider it will take time to embed these frameworks systemically. I also consider the provider did not provide evidence of these new frameworks, and how they will be implemented and reviewed for effectiveness.
For the reasons detailed above, I find requirement 4(3)(c) non-compliant. 
Requirement 4(3)(d) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where it was found the provider was unable to demonstrate effective systems to record and share information about consumers’ needs, conditions and preferences. In response to the non-compliance, the provider implemented improvement actions including updating consumer care documentation to accurately reflect their needs, goals and preferences, provided training for individual care needs such as doll therapy and headphone use and cleaning, and undertook training on the use of the electronic care management system.
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate the service effectively communicated information about consumers’ needs, goals and preferences within the organisation and recommended requirement 4(3)(d) not met. The Assessment Team provided the following information which was obtained through interviews and document review. 
Individual assessments were undertaken to identify consumer interests and preferred activities, and associated risky activity assessments. However, this information was not consistently incorporated through consumer care documentation. For one named consumer, an individual assessment contained specific interests and preferred activities for this consumer, however this information did not align with the consumers social and leisure assessment. 
Lifestyle staff advised prizes for activities often included sweets and hard lollies. Whilst staff could describe where they find information on consumer dietary requirements, they identified a potential gap in staying up-to-date with last minute changes to individual dietary needs. Lifestyle staff acknowledged this information was not escalated to clinical staff. Lifestyle staff also reported there is no formal handover process between care staff and the lifestyle team, including where there has been a sudden deterioration in a consumer. Management advised this gap had been self-identified, and they were implementing a formal handover process to ensure timely and consistent information.
The provider accepted the Assessment Team’s recommendation and advised the new lifestyle framework will support consumers in receiving effective and meaningful services and supports for daily living. No further evidence was provided. 
I acknowledge the providers response. However, I find information on consumer’s needs, goals and preferences are not effectively communicated within the organisation. I acknowledge the new lifestyle framework being implemented however I consider it will take time to embed these frameworks systemically. I also consider the provider did not provide evidence of these new frameworks, and how they will be implemented and reviewed for effectiveness.
For the reasons detailed above, I find requirement 4(3)(d) non-compliant.
Requirement 4(3)(e) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where it was found timely and effective referrals to other organisations were not undertaken to support consumer well-being. In response to the non-compliance the provider implemented improvement actions including actively engaging with external service providers to meet consumer need and undertaking a suite of lifestyle assessments to identify consumers who may benefit from a referral to external organisations. 
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate timely and effective referrals have to external organisations have been undertaken for all consumers, and recommended requirement 4(3)(e) not met. The Assessment Team provided the following evidence which was obtained through interviews and document review. 
One named consumer was identified in April 2025 as potentially benefiting from one-on-one engagement from a volunteer to support their overall well-being. A referral was undertaken to a local volunteer organisation however, this did not occur and the provider did not explore alternatives for the consumer. The representative expressed dissatisfaction that the one-on-one engagement did not occur and raised the consumer also had not seen a podiatrist in quite some time. Management did not provide comment as to why the consumer had not been seen by the podiatrist the last appointment however, the confirmed the consumer would be reviewed the following week. Another named consumer was advised he would require a carer to facilitate a trip to the cinema however the provider did not explore options for a referral to facilitate this trip. 
The provider accepted the Assessment Team’s recommendation and advised the new lifestyle framework will support consumers in receiving effective and meaningful services and supports for daily living. No further evidence was provided. 
I acknowledge the providers response. However, I find referrals are not undertaken effectively and in a timely manner. I acknowledge the new lifestyle framework being implemented however I consider it will take time to embed these frameworks systemically. I also consider the provider did not provide evidence of these new frameworks, and how they will be implemented and reviewed for effectiveness.
For the reasons detailed above, I find requirement 4(3)(e) non-compliant.
Requirement 4(3)(g) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumer mobility and medical equipment was not safe, clean and well maintained. In response to the finding of non-compliance, the provider implemented improvement actions including, but not limited to, staff training for maintenance and cleaning of specialised equipment and development of a preventative maintenance schedule.
At the Assessment Contact in July 2025, consumers said they have the equipment they need and it is in working order. Observed equipment was safe, suitable, clean and well-maintained, including equipment for routine and specialised care needs. 
For the reasons detailed above, I find requirement 4(3)(g) compliant.



Standard 5
	Organisation’s service environment
	

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

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Compliant

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


Findings
This Quality Standard is compliant as all 3 assessed requirements are compliant.
Requirements 5(3)(a), 5(3)(b) and 5(3)(c) were found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where the service environment was not easy to navigate, the service environment was not safe, clean and well-maintained, consumers were unable to access indoor and outdoor areas freely and furniture, fittings and equipment were not safe, clean, suitable and well-maintained. In response to the findings of non-compliance, the provider implemented improvement actions including, but not limited to, undertaking a thorough clean and declutter in May 2025, including removing broken or unused equipment and furniture, ensured the front door is unlocked during business hours and places the access code above the keypad for free access, and implement weekly and monthly preventative maintenance and cleaning schedules.
At the Assessment Contact in July 2025, consumers advised the service is easy to navigate, and consumers advised they can personalise their rooms. Consumers were advised navigating the service independently to attend activities and mealtimes. 
Consumers advised the service is clean, well-maintained and comfortable, and said they can move freely inside and outside the service. Maintenance tasks are recorded by staff in the maintenance log, which is addressed daily, and a preventative maintenance schedule is in place. 
Consumers confirmed furniture is clean and well-maintained. All furniture and equipment were observed to be clean and in reasonable condition. Management disposed of damaged or surplus furniture and equipment, an furniture is included in the weekly cleaning schedule. Weekly cleaning audits are undertaken by management, and feedback regarding cleaning is sought from consumers and their representatives.
For the reasons detailed above, I find requirements 5(3)(a), 5(3)(b) and 5(3)(c) compliant.



Standard 6
	Feedback and complaints
	

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

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

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints and an open disclosure process is used when things go wrong.
	Compliant

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Compliant


Findings
This Quality Standard is compliant as all 4 assessed requirements are compliant.
Requirements 6(3)(a), 6(3)(b), 6(3)(c) and 6(3)(d) were found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where it was found consumers were not encourage and supported to provide feedback, consumers were not provided access to advocate and alternative methods to raise complaints, appropriate action was not always taken in response to complaints, and a system was not in place to use feedback and complaints to improve care and service delivery. In response to the findings of non-compliance, the provider implemented a range of improvement actions including, but not limited to, implemented monthly consumer meetings, invited advocacy services to monthly meetings, implemented a quality review of all complaints to ensure appropriate resolution and updated and reviewed the complaints handling process.
At the Assessment Contact in July 2025, consumers and representatives said they are encouraged and supported to provide feedback and make complaints. Staff described how they support consumers to provide feedback, and various mechanisms were in place for consumers, representatives and visitors to make complaints and provide feedback. 
Consumers and representatives said they are aware of advocacy and external service to raise concerns. Staff described how they would provide information to consumers seeking assistance from external services. Brochures and information sheets were observed throughout the service in a variety of languages relevant to the consumer cohort. 
Consumers and representatives expressed confidence any complaint raised would be dealt with in a fair and timely manner. Consumers said staff are open and provide an apology when things go wrong. Staff advised they receive training in complaints and open disclosure principles, which was confirmed through the training schedule. Management demonstrated there are processes in place to review feedback and complaints and evidenced how the reviewed information is used to continuously improve the quality of care and services. The provider has systems and processes in place to ensure effective review and analysis of complaints to improve quality care and service delivery. 
For the reasons above, I find requirements 6(3)(a), 6(3)(b), 6(3)(c) and 6(3)(d) compliant.




Standard 7
	Human resources
	

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

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

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	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
This Quality Standard is non-compliant as 2 of the 4 assessed requirements are non-compliant. 
Requirements 7(3)(a) and 7(3)(c) were found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where it was found the number and mix of staff was insufficient in enabling the delivery and management of safe and quality care and services, and staff did not have the competency and training to undertake their roles. In response to the non-compliance, the provider implemented a range of improvement actions including hiring a new facility manager, continued to recruit staff and maintain the roster to full capacity, and provided training and support on specific clinical and care areas.
At the Assessment Contact in July 2025, consumers and representatives said staff are available when required and respond promptly to consumer needs. Staff stated there are appropriate staffing levels to ensure they can deliver safe, effective and individualised care. Review of rosters for the month prior to the Assessment Contact evidenced no unfilled care or registered staff shifts, and call bells are responded to in timely manner. 
For the reasons detailed above, I find requirements 7(3)(a) and 7(3)(c) compliant.
Requirement 7(3)(d) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where the provider did not have sufficient processes to induct, train and maintain compliance with mandatory training for staff, and processes were not in place to identify training needs for staff. In response to the non-compliance, the provider implemented a range of improvement actions including, but not limited to, developing and scheduling back to basics training for all staff and implementing a training calendar for July and August 2025.
At the Assessment Contact in July 2025, the Assessment Team found the provider was unable to demonstrate the workforce is trained and equipped to undertake their roles and recommended requirement 7(3)(d) not met. The Assessment Team provided the following evidence which was obtained through interviews and document review. 
Staff have completed a suite of mandatory training, with documentation supporting 100% completion rates on mandatory training. Management advised staff were provided evaluation forms following the completion of this training, however, only 3 examples were provided to the Assessment Team. Documentation evidenced 8 mandatory training modules were undertaken face to face, all with varying completion rates from 38% to 95%. Management advised the completion rates for face-to-face training were not accurate as they did not account for staff who were not required to complete the module, and some topics were covered in online training and therefore doubled up. Five modules were noted to have completion rates from 3% to 16%, and no evidence of alternative completion of these trainings were provided to the Assessment Team.
Management previously identified training as an area for improvement and developed a 19-module training to be undertaken in July and August 2025.  Management acknowledged further evaluation of the effectiveness of training was required and advised there are indications training delivered has not been effective. 
The provider refuted the Assessment Team’s recommendation, and in their response they reiterated the recorded completion rates are not accurate reflections of the training undertaken by staff. The provider stated the ‘back to basics’ training suite will address training discrepancies throughout the service. 
I acknowledge the providers response. However, I find the workforce is not training, equipped and supported to deliver the outcomes required by these standards. In coming to my finding, I consider the provider did not provide information on the contents of the ‘back to basics’ training suite, and a timeline for completion of this training was not provided. I consider it will take time to complete, embed and evaluate this training for effectiveness.
For the reasons detailed above, I find requirement 7(3)(d) non-compliant. 
Requirement 7(3)(e) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where the provider was unable to demonstrate ongoing assessment and monitoring of staff performance, including supporting their skills and knowledge development. In response to the non-compliance, management advised performance reviews, formal evaluations and performance management are on hold, and no action has been taken. 
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate the performance of the workforce is regularly assessed, monitored and reviewed and recommended requirement 7(3)(e) not met. The Assessment Team obtained the following evidence which was obtained through interviews and document review. 
Staff advised they have not participated in reviews of their performance, and management advised they are not completion performance reviews or end of probation reviews indefinitely whilst they focus on staff training and moral. Management was unable to provide examples of how staff performance is observed and evaluated.
The provider accepted the Assessment Teams recommendation, and in their response advised these deficits will be addressed by the service’s continuous improvement actions. 
For the reasons detailed above, I find requirement 7(3)(e) non-compliant.


Standard 8
	Organisational governance
	

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

	Requirement 8(3)(b)
	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
	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
This Quality Standard is non-compliant as 4 of the 5 assessed requirements are non-compliant. 
Requirement 8(3)(a) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025, where consumers were not engaged in the development, delivery and evaluation of care and service. In response to the non-compliance the provider implemented a range of improvement actions including, but not limited to, implementing a consumer advisory body, and initiating monthly consumer meetings. 
At the assessment contact in July 2025, consumers said they are engaged in the development and evaluation of their care and service, and said engagement with management has improved. Management provided examples of changes at the service and organisation level which involved consumer and representative feedback. Meeting minutes confirmed monthly consumer meetings are undertaken, and consumers are asked to provide feedback on the care and services provided. 
For the reasons detailed above, I find requirement 8(3)(a) compliant. 
Requirement 8(3)(b) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025 where the governing body was not accountable for the care and services provided. In response to the finding of non- compliance, the provider implemented improvement actions including, but not limited to, increasing reporting requirements to the governing body, establishing a quality care advisory body and implementing a weekly collaboration meeting with registered staff.
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate the governing body was accountable for the care and services provided and recommended requirement 8(3)(b) not met. The Assessment Team obtained the following evidence which was obtained through interviews and document review.
The governing body implemented several improvement actions which have enhanced its oversight of strategic direction and policies for delivering care. However, the Assessment Team referred to ongoing deficits in care relating to recommendations of not met across 6 of the 8 Quality Standards. The organisation does not have processes to support culturally safe and inclusive care, staff do not use assessed and documented strategies to communicate with consumers who do not speak English, written communication is only communicated in English, and there is no process to ensure assessments which capture cultural information are used to inform the delivery of care and services. 
The provider refuted the Assessment Team’s recommendation and advised the service has and will continue to implement initiatives which support consumer culture. 
I acknowledge the providers response. However, I find the provider did not demonstrate the governing body is accountable for the delivery of safe, effective and inclusive care. In coming to my finding, I consider processes are not in place to support consumers in a culturally inclusive way. The provider did not provide evidence of initiatives which have been implemented, or are to be implemented, to support culturally inclusive care, and did not indicate timeframes for the implementation of these initiatives.
For the reasons detailed above, I find requirement 8(3)(b) non-compliant.
Requirement 8(3)(c) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025 where the provider was unable to demonstrate effective organisation wide governance systems relating to information management, feedback and complaints, workforce governance, continuous improvement and regulatory compliance. In response to the finding of non-compliance, the provider implemented a range of improvement actions including, but not limited to, implementation of a dashboard monitoring system for clinical assessments, updated the complaints policy and implementation of monitoring of restrictive practices.
At the assessment contact in July 2025, the Assessment Team found the provider was unable to demonstrate effective organisation wide governance systems in relation to information management and workforce governance and recommended requirement 8(3)(c) not met. The Assessment Team provided the following evidence which was obtained through interviews and documentation review. 
Processes relating to capturing and documenting relevant clinical and non-clinical information including assessment and planning, care delivery, recording and monitoring of care outcomes and incidents were not effective. The provider did not demonstrate a process to determine appropriate consent to consult and partner with those the consumer wishes to involve in their assessment and planning. 
Feedback and complaints are captured in the complaints register and inform continuous improvement actions where appropriate. The executive team undertakes trending and analysis of feedback and complaints through a digital complaints management system. 
The continuous improvement register identified planned and completed improvement actions relating to various area of care and service delivery, including expected outcomes, timeframes and responsibilities. Opportunities for improvement are identified through a range of sources including feedback, audit and survey results and review of critical incident data.
A roster is developed considering consumer acuity and staff skill. However, training provided to staff is not reviewed for effectiveness. Annual appraisals and review of staff performance are not completed in line with organisational policy. 
The organisation has governance mechanisms in place to track, audit, and monitor compliance with legislative and regulatory standards which are monitored by the organisation’s quality and executive teams. The organisation’s executive team keeps services updated regarding any changes to legislation through staff meetings, education sessions, and electronic messages to staff.
The provider acknowledged the Assessment Team’s recommendation, and in their response advised deficits remaining are being reviewed by the organisation to further enhance the delivery of care and services. 
I find the provider did not demonstrate effective governance systems in relation to information management and workforce governance. In coming to my finding I consider the evidence presented in requirement 7(3)(e) of this report, where the provider did not demonstrate effective systems to review staff performance. In relation to information management, I consider evidence presented in requirement 7(3)(d) of this report, where information systems to monitor staff completion of training were not effective. I acknowledge the providers response and intent to review deficits relating to organisational governance. However, the provider did not evidence planned actions or timeframes in which these deficits will be addressed.
For the reasons detailed above, I find requirement 8(3)(c) non-compliant. 
Requirement 8(3)(d) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025 where provider was unable to demonstrate effective risk management systems relating to the management of high impact or high prevalence risks, responding to abuse and neglect and managing and preventing incidents. In response to the finding of non-compliance, the provider implemented improvement actions including, but not limited to, implementing additional SIRS monitoring at an executive level and increased clinical governance reporting relating to incidents and near misses.
At the assessment contact in July 2025, the Assessment Team found the provider did not have effective risk management systems in relation to managing and preventing incidents and recommended requirement 8(3)(d) not met. The Assessment Team provided the following evidence which was obtained through interviews and document review. 
The provider has developed a robust risk management framework and associated systems and processes which defines roles and responsibilities within the framework. However, staff were not compliant with this framework. Incidents such as changed behaviours are not recorded or monitored by staff and therefore do not feed into executive and governing body reporting. Delays in administration of time critical medications are not recorded as incidents. Management advised this is a system deficit and staff were directed to manually record instances of late administration of time sensitive medications for a period of 2 weeks following the assessment contact to determine the root cause of the concern.
The provider refuted the Assessment Team’s recommendation and advised they are taking proactive steps to address the identified areas of risk. The provider advised they are closely monitoring all consumers on time sensitive medications to ensure effective management. The provider did not present evidence of this monitoring.
I acknowledge the providers response, however, I find the provider did not demonstrate effective risk management systems in relation to managing and preventing incidents. In coming to my finding, I consider staff are not reporting incidents to enable root cause analysis to be conducted, or opportunities to prevent reoccurrence to be identified. I acknowledge the provider’s commitment to addressing concerns relating to time sensitive medications, however the provider did not present evidence of this monitoring. The provider did not provide evidence as to how staff reporting of changed behaviours would be addressed, and I consider any planned actions will take time to implement and embed.
For the reasons detailed above, I find requirement 8(3)(d) non-compliant. 
Requirement 8(3)(e) was found non-compliant following a site audit from 7 January 2025 to 9 January 2025, with the related performance report dated 18 February 2025 where the provider did not demonstrate an effective clinical governance system. In response to the finding of non-compliance, the provider implemented a range of improvement actions including, but not limited to, establishing a clinical governance committee, appointing an infection control lead and undertaking improvements relating to the use of restrictive practices.
At the assessment contact in July 2025, the Assessment Team found the provider did not demonstrate an effective clinical governance framework in relation to restrictive practices and antimicrobial stewardship and recommended requirement 8(3)(e) not met. The Assessment Team provided the following evidence which was obtained through interviews and document review. 
Systems and programs to monitor antibiotic use associated with infections remains underdeveloped, and infection data cannot be used to accurately monitor infections and their resolution as the infection register is incomplete. Documentation did not demonstrate chemical restrictive practice is administered as a last resort, and staff were not always aware of individualised strategies to support consumers changed behaviours. 
The provider refuted the Assessment Team’s recommendation, and advised they have effective and safe systems to monitor the use of antibiotic use and the management of restrictive practices. The provider advised they are actively reviewing the organisational systems relating to appropriate oversight and management of risk.
I acknowledge the providers response however I find the provider did not demonstrate an effective clinical governance system relating to restrictive practices and antimicrobial stewardship. In coming to my finding, I consider the provider did not present evidence of the systems utilised to monitor the management of restrictive practices and use of antibiotics. I acknowledge the provider is actively reviewing organisational systems of oversight, however planned action items were not presented, and I consider it will take time to establish and embed any organisational systems. 
For the reasons detailed above, I find requirement 8(3)(e) non-compliant.
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