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

This performance report
This performance report for Carinya of Bristol (the service) has been prepared by Mandy Earley, 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, older people/representatives and others.
· the provider’s response to the assessment team’s report received 17 September 2025.
· the performance report dated 12 March 2025 for the Assessment contact visit 28 January 2025 to 29 January 2025.

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

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not Fully Assessed

	Standard 8 Organisational governance
	Not Fully Assessed


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.
Requirement 2(3)(e) ensuring consumer care is reviewed regularly and after an incident occurs, and systems are in place to ensure this occurs reliably and effectively, including ensuring all care documentation reflects changed needs.
Requirement 3(3)(b) ensuring effective systems are in place to manage high impact high prevalence risks and planned continuous improvement actions are implemented and embedded.


Standard 2
	Ongoing assessment and planning with consumers
	

	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
Requirement 2(3)(e) was found non-compliant following an assessment contact during January 2025 where the service did not demonstrate an effective process was in place to regularly review care and services, including when changes in condition or incidents occur.
Since January 2025 the provider has implemented the following actions to address the deficits, including but not limited to:
· Staff training has been provided including for care needs, assessment and planning, reporting and documentation. 
· Implemented a changed management structure to include quality compliance positions to monitor, audit and oversee performance across the organisation.
· Changes made to clinical management staff.
During the assessment contact in August 2025, the assessment team identified inconsistencies in reassessment following changes to a consumer’s condition, including incidents, and care documentation did not always reflect the current care needs of the consumers.
The assessment team found pain assessment and monitoring was not completed regularly for one named consumer. Evidence supplied in the Provider’s response identifies staff were monitoring and managing the consumer’s pain, therefore I have come to a different view from the assessment team in relation to the risk related to this named consumer. I would encourage the Provider to consider the most appropriate place for pain assessment and management to be consistently recorded to facilitate analysis as some information was in the pain assessment chart, whilst most was within the named consumer’s progress notes. 
The plan for continuous improvement included in the Provider’s response identifies planned actions without any documented progression of improvement activities and with past due by dates, which reflects the findings of the assessment team. Overdue incomplete actions from February 2025 included ensuring consumer assessments and care plans were updated in relation to changes in consumer health needs and ensuring care plan strategies aligned with consumer needs, goals and preferences.
Evidence supplied in the Provider’s response shows no consumer’s care plan is overdue for review however whilst this may be the case, for named consumers in the report, care and services plans and related documentation do not consistently reflect the consumer’s care needs, which supports the findings of the assessment team.  
For one named consumer, information about strategies related to choking risk and dietary needs are contradictory throughout the evidence supplied in the response from the Provider, reflecting the findings of the assessment team. I acknowledge the consumer was reviewed by a speech pathologist; however, the recommendations of that review are inconsistently recorded within the consumer’s care documentation including within the dietary assessment provided in the response, which stated the consumer eats a normal diet and thin fluids as opposed to the recommended modified texture diet and thickened fluids. The inconsistency in sharing the speech pathologist’s recommendation presents a risk to the consumer.
For the same named consumer, I accept care was reviewed and care documentation updated following a recent fall, however it is unclear from the evidence provided if this process occurred following a subsequent fall. The supplied care and services plan in the Provider’s response noted the subsequent fall occurred but there is no evidence that the consumer’s falls risk assessment tool was assessed on this occasion.
Since the non-compliance was identified in January 2025, I acknowledge progress has been made in ensuring consumer care is reviewed regularly and after an incident occurs, however, I am not satisfied the Provider has systems in place to ensure this occurs reliably and effectively, including ensuring all care documentation reflects changed needs. This is because of evidence supplied by the Provider in their response which supports the assessment team’s findings identifying consumer care documentation does not consistently match their assessed care needs, and the lack of information within the plan for continuous improvement on action taken to remedy the non-compliance. 
Based on the information above, I find Requirement 2(3)(e) non-compliant.  




Standard 3
	Personal care and clinical care
	

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


Findings
Requirement 3(3)(b) was found non-compliant following an assessment contact during January 2025 where the service did not demonstrate it effectively manages the high impact or high prevalence risks associated with consumer care in relation to falls, wounds, medication, behaviour management and pain management.
Since January 2025 the provider has implemented the following actions to address the deficits, including but not limited to:
· Staff training including behaviour management strategies, safe and effective personal and clinical care (monitoring and deterioration response), understanding SIRS and reporting requirements, management of high impact and high prevalence risks, skin integrity, pressure area care and wound management, restrictive practices, diabetes management, psychotropic medications.  
· Staff training on restraint policy and processes, minimisation strategies and documentation requirements was completed for 98% of staff. 
· Behaviour support plans had been updated to ensure all strategies were current and effective. 
During the assessment contact in August 2025, the assessment team identified ongoing concerns with management of high impact high prevalence risks related to wound care, pain management, choking, weight loss, falls management and restrictive practices.
Pain management: As with Requirement 2(3)(e), I have formed a different viewpoint to the assessment team and find the named consumer’s pain was effectively managed by the service. 
Weight loss: In their response, the provider advised gaps in the service’s weight register were related to consumers who are either palliative with a direction to no longer be weighed or consumers who have declined to be weighed and have a dignity of risk assessment in place. However, evidence to support this was not provided in the Provider’s response.
Choking: With regards to staff providing incorrect modified fluids or diet to 2 named consumers, the Provider in their response acknowledged the staff errors and advised additional training has been scheduled for staff in mid-October 2025 to further increase their understanding.
Restrictive practices: In their response the provider acknowledges that during the assessment contact, doors were locked, furniture was obstructing a doorway and keypad codes were not displayed to allow consumers to enter or exit independently.  The Provider advised the locked doors and furniture were not a usual occurrence which was remedied during the assessment contact and the keypad codes were displayed following the assessment team’s feedback.  I am not satisfied with the Provider’s response that these were not usual occurrences as these areas of concern related to environmental restraint were previously also identified during the assessment contact in January 2025. The plan for continuous improvement supplied by the Provider in their response identified action related to these same concerns which was planned for completion on 30 May 2025, and which had not been addressed. 
Whilst I acknowledge some action has been taken to address the previous non-compliance, I am not satisfied the service has ensured management of high risk and high prevalence risks has been effectively remediated and the Provider has not fully implemented and embedded systems to remediate the non-compliance.
Based on the information above, I find Requirement 3(3)(b) non-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


Findings
Requirement 7(3)(a) was found non-compliant following an assessment contact during January 2025 where the service did not demonstrate they had the right mix and number of staff to deliver safe and quality care to consumers. Since January 2025 the provider has implemented the following actions to address the deficits, including but not limited to:
· Recruitment of an additional 3 registered staff.
· Daily reviews of call bell response times.
· Additional education and training provided to agency staff engaged at the service.
During the assessment contact in August 2025 consumers and representatives expressed satisfaction with the number of staff, confirming they receive assistance in a timely manner and staff have enough time to deliver care in a way they prefer and need. Observations showed staff were not rushing and had enough support to deliver care to consumers.
Staff confirmed they were supported to deliver care in a way that meets the needs of consumers.  Staff advised the service had recruited additional staff including registered nurses recently. Documentation confirmed the service is meeting care minutes in the three months prior to the assessment contact visit.
Management confirmed there is a process in place to fill any vacant shifts on the roster.  There is currently no infection prevention control (IPC) lead at the service, but management advised they use a contractor currently to fulfill this position.
Based on the information above, I find Requirement 7(3)(a) compliant.  
As all requirements were not assessed there is no overall rating for this Standard.


Standard 8
	Organisational governance
	

	Requirement 8(3)(b)
	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
	Compliant

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


Findings
Requirements 8(3)(b) and 8(3)(d) were found non-compliant following an assessment contact during January 2025 where the service did not demonstrate the governing body met required legislative requirements including for care minutes and restrictive practices and did not self-identify those deficits.  The organisations risk management system was not effective in identifying, monitoring or the management of incidents to prevent recurrence and risk assessments were not consistently completed. Since January 2025 the provider has implemented the following actions to address the deficits, including but not limited to:
· Implementation of 2 new organisational oversight meetings with the service and results escalated to the organisation’s governing body. 
· Those meetings include a weekly one with the service manager and fortnightly with care managers.
· Education for all staff around Serious Incident Response Scheme (SIRS) and dignity of risk.
· A review of all consumers undertaking activities of risk by the clinical manager.
· Daily reviews of all progress notes, incident reports and behaviour charts.
· Implementation of a clinical dashboard during February 2025.
During the assessment contact in August 2025 the service demonstrated the governing body is aware of and accountable for the delivery of safe and effective care and services. The governing body meets monthly and discusses performance of service, incidents including reportable ones and tracks quality indicators.  Outcomes of the new clinical quality meetings are reported to the governing body at regular intervals. 
The service has an effective risk management framework in place with systems and processes to ensure oversight and guide staff practice. A high-risk register is maintained and discussed at weekly clinical meetings with progress notes reviewed by clinical management daily to ensure incidents are identified and responded to appropriately. There is a process in place to enable consumers to make choices which involve risk, and they are supported to do so through risk mitigation. 
Documentation confirmed staff have received training on areas of risk including SIRS and identifying and responding to abuse and neglect of consumers. Management confirmed incidents are discussed at service and organisational level clinical and quality meetings and outcomes inform the organisations governing body.
Based on the information above, I find requirements 8(3)(b) and 8(3)(d) compliant.
As all requirements were not assessed there is no overall rating for this Standard.
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