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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 Coffs Haven Residential Care Service (the service) has been prepared by Alla Kasyan, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 40A of the Aged Care Quality and Safety Commission Rules 2018.] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the Assessment Team’s report for the Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others; 
· the provider’s response to the Assessment Team’s report received on 15 April 2025. 
· 

Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Compliant

	Standard 3 Personal care and clinical care
	Compliant

	Standard 4 Services and supports for daily living
	Compliant

	Standard 5 Organisation’s service environment
	Compliant

	Standard 6 Feedback and complaints
	Compliant

	Standard 7 Human resources
	Compliant

	Standard 8 Organisational governance
	Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
There are no specific areas identified in which improvements must be made to ensure compliance with the Quality Standards. The provider is required to actively pursue continuous improvement in order to remain compliant with the Quality Standards. 


Standard 1
	Consumer dignity and choice
	

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

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

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

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

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

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


Findings
The Assessment Team recommended requirement 1(3)(d) not met. They found whilst the service advised they consider risks to all consumers and adjust their care strategies in line with the organisation’s dignity of risk policy, care documentation did not evidence potential risks and consequences had been discussed with consumers or their substitute decision-makers. 
The Assessment Team found whilst consumers were supported in taking risks for greater independence and enjoyment of life, the service could not effectively identify all consumers engaging in risk-based activities as life choices, resulting in inadequate documentation of informed discussions around associated risks. 
In response, following the site audit the provider implemented a solution through the development of a comprehensive electronic report within the Electronic Clinical Management System (ECMS). This system improvement enables accurate identification and systematic tracking of consumers who engage in activities involving potential risks. 
The provider has established a “Dignity of Risk” form, improving the transparency and consistency of risk assessments and ensuring appropriate communications with consumer or their substitute decision-maker. Additionally, staff training has been scheduled to ensure comprehensive understanding and effective application of the new processes. 
The provider included evidence in its response demonstrating discussions with consumers about risks associated with their chosen activities. The submitted documentation included completed dignity of risks forms with clear signatures from consumers, indicating informed consent and acknowledgment of the risks involved. 
I acknowledge the provider’s response and the submitted evidence of the implemented improvements. I find these improvements sufficiently address the documentation gaps to support informed consumer choices about risk-taking activities. I encourage the provider to continue monitoring their improvements to confirm sustained effectiveness. 
Based on the reasons summarised above, I find requirement 1(3)(d) compliant. 
In relation to requirements 1(3)(a), 1(3)(b), 1(3)(c), 1(3)(e) and 1(3)(f), the Assessment Team found the service has established effective systems and processes to ensure consumers are treated with dignity and respect, can maintain their identity and make informed choices about their care and services. 
Consumers confirmed their cultural needs are recognised and respected. Staff have received training in cultural safety and were able to describe how culture influences care delivery. Documentation showed that care plans are tailored to consumers’ cultural preferences. The service demonstrated an understanding of cultural safety through staff practices and documentation reviews.
Consumers reported being supported to make their own decisions about care, including who is involved and how services are delivered. Staff described how they accommodate communication needs and facilitate consumer independence. Observations showed consumers making choices during care routines. Management explained how services align with consumers’ preferences. Documentation and interviews confirmed a consistent, respectful approach to promoting consumer choice and autonomy.
Consumers said they receive clear and timely information that enables informed decision-making. Entry packs, menus, and calendars are presented in easy-to-understand formats. Staff were observed adapting communication styles for consumers with hearing or vision impairments. Staff and management described how they assist consumers with varying communication needs. Documentation supported that communication practices are person-centred. 
Consumers reported understanding how their information is used and felt staff respected their privacy. Staff described procedures to protect consumer confidentiality. Consumer information is securely stored in an electronic system. Observations confirmed staff-only access to offices, logout practices, and policies reviewed supported staff’s privacy and confidentiality practices.

Standard 2
	Ongoing assessment and planning with consumers
	

	Requirement 2(3)(a)
	Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
	Compliant

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	Compliant

	Requirement 2(3)(c)
	The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer.
	Compliant

	Requirement 2(3)(d)
	The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
	Compliant

	Requirement 2(3)(e)
	Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
	Compliant


Findings
Assessment and planning consider risks to consumers’ health and wellbeing. Consumers and representatives said they are involved in care planning and receive services aligned with their needs. Staff use an electronic care management system with embedded assessment tools to guide care delivery. Clinical managers explained how risk assessments support safe, personalised care.
Consumers and representatives confirmed care planning reflects their current needs and preferences, including advance care and end-of-life planning. Staff explained how care aligns with consumer values and goals. All consumers have an advance care directive in place . Care plans were individualised and up to date.
Consumers and representatives said they are involved in assessments and reviews. Staff described policies supporting ongoing partnerships with consumers, their families, and external providers. Case conferences are held every 6 months. Documentation demonstrated coordinated assessment and planning involving relevant professionals. 
Consumers said they are informed of care changes and involved in care planning. Staff keep consumers updated and offer care plan copies during reviews. While most consumers decline a copy, documentation showed offers are made. Observations confirmed verbal shift handovers and regular documentation updates. Policies support clear communication and record-keeping.
Care and services are reviewed following incidents or changes in health. Consumers confirmed they are informed of changes in their care. Review of incident data showed follow-up actions and preventative strategies, including but not limited to toileting schedules and sensor mats after falls. Documentation showed care plans are updated promptly. 
 

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.
	Compliant

	Requirement 3(3)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Compliant

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

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

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

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

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


Findings
Consumers and representatives said care is safe, appropriate, and aligned with consumers’ preferences. Staff follow best-practice guidelines and access clinical procedures and protocols to manage pain, wounds, falls, and changed behaviours. Wound care is supported by training and specialist access. For consumers with changed behaviours, staff use non-pharmacological strategies as per behaviour support plans, with no evidence of inappropriate use of restrictive practices. 
High-impact risks, including falls, weight loss, skin integrity, and medication safety, are managed through clinical systems and regular reviews. Strategies are discussed in fortnightly clinical meetings. Recent weight loss concerns led to individualised interventions and dietitian referrals, with improvements observed. Falls management includes reviews by physiotherapists and general practitioners, with follow-up care and prevention strategies implemented. The recommissioned electronic medication system supports improved medication safety, already reducing incident rates. Policies guide staff in risk identification, management, and documentation.
The service has structured processes for delivering end-of-life care, supported by palliative care policies and after-death audits. Registered nurses and care staff described how they ensure comfort, dignity, and symptom management, including emotional support and increased attention to hydration, pressure care, and personal comfort for consumers approaching their end of life. 
Consumers and representatives reported timely recognition and response to changes in consumer health. Staff monitor consumer condition changes, escalate to registered nurses, and follow assessment protocols. Nurses described head-to-toe assessments, delirium screening, and medical referrals. Documentation and interviews confirmed prompt responses and clear communication with families during incidents or when a consumer’s condition deteriorates.
Care information is recorded in the electronic care management system and shared appropriately. External providers, including general practitioners and allied health professionals, access and update electronic records. Hospital discharge summaries and specialist inputs are integrated into care plans. Staff described regular handovers, clinical huddles, meetings, and verbal updates to ensure timely communication and continuity of care.
Consumers and representatives confirmed referrals are timely and appropriate. Records showed engagement with general practitioners, allied health professionals, hospitals, and specialist services. Physiotherapists are on site 5 days a week, providing assessments and therapy for pain, mobility, falls, and assessing new consumers. Clinical staff initiate referrals based on changes in condition or identified needs, with input from other professionals included in the care planning process.
The service applies standard and transmission-based precautions and promotes antimicrobial stewardship. Policies support infection prevention and appropriate antibiotic use. Staff described how infections are monitored, managed, and reported. During a recent COVID-19 outbreak, infections were contained to one residential wing. Observations confirmed hand hygiene practices, access to personal protective equipment , and ongoing staff training. Infections and antimicrobial use are monitored by the infection prevention control lead, reported monthly, and reviewed in clinical meetings. 


Standard 4
	Services and supports for daily living
	

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

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

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

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

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

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

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


Findings
Consumers said they receive support that promotes their independence, wellbeing and lifestyle goals. The lifestyle coordinator updates activity preferences annually via the care management system. The Assessment Team observed consumers enjoying varied activities, including music, exercise, and a bus trip. Staff use safe and appropriate equipment and resources to enhance consumer engagement and quality of life.
Consumers said they receive emotional and spiritual support when needed. The full-time chaplain offers multidenominational care and coordinates volunteers, while lifestyle staff provide one-on-one social support. Staff described how they tailor psychological support to individuals, contributing positively to consumer wellbeing.
Consumers are supported to engage socially and within the broader community, including shopping trips and friend visits. Staff described how they facilitate connections and support consumers to build relationships. Care plans document people of importance to each individual. The Assessment Team observed active participation of consumers in concerts, games and community-linked events, including support for consumers with limited mobility.
Consumers and staff reported services are consistent and responsive. Changes in their needs and preferences are shared via progress notes, handovers, and team meetings. Lifestyle and catering staff described how they receive updates through the care management system. Communication with external providers occurs through email, phone, or case conferences.
Consumers said the service makes timely referrals when needed. Hearing Australia visits are arranged by staff, and referrals are made to relevant providers based on consumers’ individual requirements. The service demonstrated a proactive approach to engaging external professionals to support consumers’ daily living needs.
Consumers said meals are satisfying and varied. Menus rotate every 4 weeks and are updated biannually with dietitian input. Texture-modified meals and alternatives are available. Consumer feedback shapes menu changes through meetings and food focus groups. Nutritional needs are recorded in the care management system and shared with kitchen staff. Observations confirmed clear menu displays and multiple meal options, including vegetarian dishes.
Consumers and staff said equipment is safe and well maintained. Maintenance requests are managed through an electronic system and prioritised daily. The Assessment Team observed clean and suitable equipment throughout the service. Maintenance logs confirmed regular servicing and cleaning practices. 


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
The Assessment Team recommended requirement 5(3)(b) not met. They identified whilst the service environment was clean and comfortable, some environmental barriers impacted consumers’ ability to move freely and safely within and around the service. Specifically, entry and exit from the service were controlled by mechanical security devices, including keypads and doorbells, some of which were positioned at a height or obstructed, making them difficult to access, particularly for consumers using mobility aids. Consumers reported being unable to move freely at times, particularly after hours, and the Assessment Team experienced difficulty contacting staff to gain entry. Although entry was facilitated by staff, this process was dependent on staff availability, which was not always guaranteed.
In its response, the provider addressed each of the identified concerns with specific corrective actions. Regarding physical accessibility, they confirmed that all keypad signage has been replaced with larger print and repositioned to a height suitable for consumers in wheelchairs. The service’s action plan notes this was completed by 9 April 2025. Additionally, a work order was submitted on 18 March 2025 for the installation of secondary pin-pads and exit buttons at accessible height, with implementation due 30 May 2025. The provider also undertook a risk assessment to address furniture obstructing access to keypads.
In relation to after-hours access, the provider outlined an escalation protocol to ensure timely entry: if the on-duty Registered Nurse (RN) does not respond to the door intercom, calls are redirected to a second RN and then to a Care Services Employee. This escalation process was implemented and monitored from 9 April 2025 onward. 
Based on the evidence of implemented actions, environmental modifications, and process improvements to ensure access and independence, I am satisfied the provider has addressed the identified issues and is compliant with Requirement 5(3)(b).
In relation to requirements 5(3)(a) and 5(3)(c), the Assessment Team found the service environment to be warm, well-lit and easy to navigate. Signage was visible throughout residential areas. Consumers were seen independently moving around and accessing gardens and activity spaces. Rooms were personalised with individual décor. The layout supports social interaction and a sense of community.
Equipment and furnishings were observed to be clean, safe and in good condition. Staff described the maintenance process, which includes both scheduled checks and reactive responses to new issues. Cleaning and maintenance records confirmed procedures are followed consistently. Consumers and staff can submit maintenance requests, which are monitored and prioritised daily.


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
The Assessment Team recommended requirement 6(3)(d) not met. They found whilst staff and management described improvement initiatives that have been driven by consumer and representative feedback, there were issues with the documentation and management of feedback and complaints. Specifically, feedback raised by consumers and representatives—such as concerns about staff supervision during group activities and difficulties accessing the service after hours—was not consistently recorded in the formal complaints or feedback register. Staff acknowledged that not all feedback was entered into the electronic feedback system and that informal complaints were often addressed without documentation. As a result, the service was unable to demonstrate all feedback was effectively captured, monitored, and used to inform continuous improvement.
In response, the provider acknowledged these documentation gaps and provided evidence of specific actions taken to strengthen their feedback and complaints processes. They confirmed feedback raised in resident and representative meetings is now systematically transferred to the “Care Page” platform for tracking and action. This change is supported by an action recorded in their Plan for Continuous Improvement (PCI), identifying responsible persons. Reviews of meeting minutes from March and April 2025 confirmed feedback had been recorded in the system and aligned with the PCI, with the action marked as completed.
Furthermore, the provider clarified their previous practice of excluding feedback from formal registers when raised in group forums unless it was framed explicitly as a complaint. While this approach may have limited formal visibility, the provider now commits to capturing all matters raised, whether framed as a complaint or general feedback, within formal documentation systems. The provider’s action plan and response demonstrate a commitment to embedding this change.
I acknowledge the provider’s response and actions taken in response to the Assessment Team’s findings. The inclusion of feedback in both the complaints system and the PCI, as well as evidence of follow-up and closure, confirms the service has taken corrective action. I encourage the provider to continue monitoring their improvements to confirm sustained effectiveness. 
Based on the reasons summarised above, I find requirement 6(3)(d) compliant. 
In relation to requirements 6(3)(a), 6(3)(b) and 6(3)(c), the Assessment Team found the service has established effective feedback management systems and processes. 
Consumers said staff and management are approachable and responsive. Feedback tools include an electronic tablet, a quick response code and suggestions box. Written information explains how to raise concerns. Staff respond promptly when issues arise. However, the Assessment Team noted that not all feedback is consistently logged in the electronic system, which may limit trend analysis. This has been addressed by the provider through improvement actions implemented under requirement 6(3)(d). 
Consumers and representatives said they know how to make complaints and are aware of available supports, including the Older Persons Advocacy Network (OPAN) and the Commission. Language services are not currently needed but have been used previously. OPAN has visited the service to deliver information sessions and plans to return. Materials about advocacy and interpreter access are available and visible.
Complaints are investigated and addressed timely. Staff are trained in open disclosure and were able to describe how they apply it in practice. Resolved complaints showed evidence of investigation and apology. However, documentation of some complaints and outcomes is inconsistent. While feedback is often addressed, some items are only recorded in individual notes, limiting service-wide trend analysis. These deficits have been remediated through improvement actions implemented by the provider under requirement 6(3)(d).


Standard 7
	Human resources
	

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

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

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

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Compliant

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Compliant


Findings
Consumers and staff said staffing levels are appropriate, with call bells answered promptly. Rosters demonstrated suitable staff numbers and skill mix. While unfilled shifts occurred during the recent extreme weather event, no negative impacts were reported. Management actively recruits staff and monitors call bell responses. The service is working to fill a floating RN role and has introduced new staff with buddy support. 
Consumers consistently described staff as kind, respectful and caring. Observations confirmed polite, personal interactions with staff using consumers’ preferred names. Management described various initiatives to support culturally safe care, including updated care plans and cultural celebrations. Staff receive training and updates via meetings, alerts and noticeboards.
Consumers expressed confidence in staff skills. Staff confirmed they receive regular training and feel equipped to meet consumer care needs. Management described robust onboarding processes with qualification checks and police clearances. Position descriptions are clear, outlining skills and responsibilities. Mandatory training completion is above 90%. Staff participate in induction, competency assessments and ongoing learning, with access to face-to-face training and online modules.
Staff said they are supported and receive relevant training. A dedicated educator oversees training and competency. The service uses an online platform and runs targeted sessions in response to incident trends. Manual handling training is delivered face-to-face with practical assessments. Medication training is annual, and post-incident re-training occurs. Surveys guide training focus, with dementia, documentation and palliative care identified as topics for 2025. Education is responsive to staff requests, including a hearing aid care session and visits from Hearing Australia.
Staff performance is formally reviewed at probation and annually, with feedback, training goals and development opportunities discussed. Performance reviews consider incidents, feedback, and staff development needs. The service maintains records of completed appraisals and supports staff with training or HR intervention when needed. Staff described appraisals as constructive, with opportunities to discuss career development or learning preferences. 


Standard 8
	Organisational governance
	

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

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

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Compliant

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


Findings
The Assessment Team recommended requirement 8(3)(c) not met. They found the service did not demonstrate effective organisation wide governance in relation to information management, continuous improvement, and feedback and complaints.  
In relation to information management system, there were gaps in medication documentation, specifically the omission of information about the reasons for prescribing psychotropic medications. Additionally, an outdated version (June 2019) of the policy “Choice, Independence and Dignity of Risk” was presented at the audit.
In relation to continuous improvement systems, the Assessment Team noted the service’s PCI did not capture key issues that had been raised in resident and representative meetings or in clinical and governance forums. These items appeared in meeting minutes and in audit observations, however, they were not recorded in the PCI, indicating there was no formal mechanism to monitor progress, evaluate outcomes or drive ongoing improvement.
In relation to feedback and complaints systems, while a complaints management process was followed when handling complaints, not all feedback was entered into the electronic feedback system and informal complaints were often addressed without documentation.
In its response, the provider addressed the deficiencies in information management by taking specific actions, including communicating directly with prescribing General Practitioners to reinforce mandatory compliance with medication documentation requirements. In addition, the provider implemented structured education and training sessions for staff, reinforcing best practices and compliance standards within medication management. 
The provider acknowledged the policy error, explaining that administrative staff inadvertently supplied an archived version of the policy during the audit. In the submitted evidence, they provided the correct, updated “Choice, Independence and Dignity of Risk Policy” (reviewed 2023) and evidence that a comprehensive two-yearly review cycle is managed by the organisation’s Care and Quality Committee. The provider submitted the Committee’s 2025 Workplan, demonstrating that the policy was scheduled for formal review in May 2025, consistent with governance requirements. 
In relation to deficits in continuous improvement and feedback and complaints documentation processes regarding PCI and concerns raised during resident and relative meetings, the provider acknowledged these matters had historically been managed through meeting follow-up rather than being formally entered into the site-level PCI. The provider noted all feedback and meeting minutes are reviewed by the corporate Care and Quality Committee, and some issues are already logged on the 2024–25 Corporate Continuous Improvement Plan. The provider expressed its commitment to ensuring that any action arising from local forums will be entered into both the site PCI and the electronic complaints system, so that every improvement item is tracked, assigned, monitored and evaluated through to completion.
I acknowledge the provider’s response and the submitted evidence related to specific issues under 3 sub-requirements. I have also considered the Assessment Team’s findings in relation to other sub-requirements which shows, the organisation’s governance framework is effective. The Assessment Team’s report shows the Board and committee oversight functions appropriately, financial and workforce governance mechanisms operate reliably, policy review and update cycles are adhered to, and statutory incident‐reporting obligations are met.
The issues in relation to information management, continuous improvement and feedback and complaints mechanisms, do not represent systemic governance failures. The provider’s response included a detailed action plan to rectify these deficiencies. Accordingly, because the overarching governance structures satisfy the multiple sub-requirements of Standard 8(3)(c) and the remaining process issues are being addressed, I am satisfied that requirement 8 (3)(c) is met.
The Assessment Team recommended requirement 8(3)(d) not met. They found whilst risk management systems and practices exist across all sub-requirements, not all of them are effective. Specifically, the organisation has not identified through their own monitoring processes and risk management systems that the service had not been following the organisation’s “Choice, Independence and Dignity of Risk Policy”. Care documentation did not evidence potential risks and consequences had been discussed with consumers or their substitute decision- makers.
In its response, the provider explains the ECMS risk-assessment module incorporates the “Restrictive Practice Consent Form”.  The provider submitted supporting evidence showing completed digital risk assessments for consumers who engaged in identified activities involving an element of risk. 
The provider also described strengthened governance oversight: minutes from the Care and Quality Committee meetings held in February and April 2025 record detailed reviews of site-level risk registers, policy updates, and audit outcomes. The Committee’s actions included assigning responsibility for monitoring completion of risk assessments to management, with quarterly reporting back to the Board. 
The provider’s action plan shows actions taken since the audit, including training sessions delivered in late March 2025 for all care and clinical staff on the updated policy and ECMS functionality and auditing processes established to flag missing forms. These measures were completed or underway by early April 2025.
I acknowledge the provider’s corrective actions, and find they directly remedied the governance and risk management deficiencies identified at the site audit. Therefore, I am satisfied the provider is compliant with requirement 8(3)(d).
The Assessment Team recommended requirement 8(3)(e) not met. Whilst the service has a clinical governance framework which provides an overarching monitoring system for antimicrobial stewardship, the use of restraint and open disclosure and staff demonstrated knowledge of this, some deficiencies were identified in minimising the use of restraint relating to environmental restrictions with reference to the findings in requirement 5(3)(b). 
There was no information in the report evidencing deficiencies in the clinical governance framework’s approach to restraint minimisation
In its response, the provider asserts the current Clinical Governance Framework is aligned with the Commission’s guidelines. The framework incorporates a Behaviour Support Framework that stipulates least-restrictive interventions and requires multidisciplinary review whenever any form of restraint is used. The provider also submitted training records showing that all relevant clinical and care staff completed education on restraint minimisation in March 2025. Additionally, audit logs from the ECMS were provided, showing that any use of bed rails or other restraints is automatically flagged for quarterly review by the Care and Quality Committee. Deficits identified in relation to environmental restraint under requirement 5(3)(b) have been rectified through improvements implemented by the provider as outlined above within this report. 
The submitted evidence and the provider’s response demonstrate an effective clinical governance framework. I am satisfied requirement 8(3)(e) is compliant. 
In relation to requirements 8(3)(a) and 8(3)(b), the Assessment Team found consumers are engaged in care and service development, delivery and evaluation. Consumers said they are supported to have input into care and service delivery. Feedback is collected through surveys, meetings, focus groups and direct conversations. Consumers help develop activities calendars, welcome new consumers, and contribute to staff orientation. 
The governing body oversees quality and safety through structured reporting and regular reviews. Clinical incidents, feedback, and key indicators are shared via governance committees and Board meetings. Consumers reported feeling safe and said management is approachable. Newsletters and meeting updates keep consumers informed. The Board includes members with relevant governance and care expertise. Audit results and quality improvements are actioned through established oversight processes.
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