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

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
the Assessment Team’s report for the assessment contact (performance assessment) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with consumers/representatives, staff, management and others;
the provider’s response to the Assessment Team’s report received 10 June 2025 and 11 June 2025. The response includes commentary and supporting documentation relating to the deficits identified;
a performance report dated 19 December 2024 for an assessment contact - site conducted 21 November 2024; and
the provider’s application for reconsideration, and supporting documentation, submitted 10 and 12 June 2025. 
The provider’s response to the Assessment Team’s report received 10 June 2025 states the decision maker is to “refer to and rely upon” information previously supplied to the Commission as part of previous monitoring activities that have been carried out at the service. The provider has not identified the previous monitoring activities. The provider has not identified the material or documents referred to. The provider has consequently not identified how that material can be relied upon in the current assessment or its relevance generally. Consequently, I have not relied on, and logically cannot rely on, the (unidentified) material.
The provider’s application for reconsideration, as indicated by its name, was authored for a different purpose than to respond to the Assessment Team’s report. The application contains submissions principally directed to how a document (a RET report) should be considered or relied upon and whether a sanction decision should be reconsidered. The RET report is not a document I have relied upon in the preparation of this report and the sanction decision, or its reconsideration, are irrelevant to the present document’s purpose. Those matters have not been considered. The application contains some factual material that overlaps with the material in the provider’s response to the Assessment Team’s report or which is otherwise relevant to an assessment of performance against the Quality Standards. That material within the application for reconsideration has been considered.

Assessment summary 
	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 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 2 requirement (3)(a) 
The provider ensures:
· charting and assessments are undertaken to identify risks associated with consumers’ health and wellbeing, and information gathered is used to develop appropriate management strategies reflective of consumers’ current condition, assessed needs and preferences; 
· risks to consumers’ safety, health and wellbeing are discussed with consumers and included care planning. Where dignity of risk forms are completed, these are regularly reviewed, in consultation with consumers or their substitute decision maker; and
· consumers’ changed behaviours and use of restrictive practices is identified and assessed, and individualised, best practice support strategies developed and documented to guide staff in provision of care.    
Standard 3 requirement (3)(b) 
The provider ensures:
high impact or high prevalence risks associated with consumers’ care are identified, managed, planned for, monitored and reviewed, including risks relating to pressure injuries, weight loss, pain and restrictive practices, specifically chemical restraint. 
Standard 4 requirement (3)(a) 
The provider ensures: 
consumer needs, goals, and preferences are identified through assessment and planning, and information is used to identify and engage services and supports to optimise independence, health, wellbeing, and quality of life; and
the lifestyle program is undertaken with consideration of consumers’ interests and preferences.   
Standard 7 requirement (3)(d) 
The provider ensures: 
staff, including contracted staff, receive robust induction and training; and 
staff training needs are identified based upon observations of staff practice, staff development, performance requirements, clinical indicator and incident data, or changing needs of consumers, and use these avenues to develop a relevant education program. 
Standard 8 requirements (3)(c) and (3)(d) 
The provider ensures: 
organisation wide governance systems relating to information management, continuous improvement, financial, workforce and regulatory compliance  are reviewed to ensure effectiveness; and 
the organisation’s risk management systems and practices are reviewed to ensure effectiveness.


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


Findings
The Quality Standard is non-compliant as the requirement assessed is non-compliant. 
Requirement 2(3)(a) was found non-compliant following an assessment contact conducted in November 2024, with the related performance report dated 19 December 2024 finding assessment and planning did not consider risks to consumers’ health and wellbeing to inform delivery of safe and effective care. At the assessment contact in May 2025, the Assessment Team found while the service has had the opportunity to develop, implement and evaluate improvements in response to the non-compliance, these have not been consistently executed as planned or actions that have been implemented have not addressed the deficiencies identified. The Assessment Team recommended requirement 2(3)(a) not met and provided the following information gathered through interviews, observations and document review. 
Observations and evidence indicate medications are being used to influence consumers’ behaviour, however, these have not been recognised as chemical restraint. While all 19 consumers, residing at the service at the time of the assessment contact, were prescribed regular, as required or both regular and as required psychotropic medications, management advised none of the medications have been assessed as chemical restraint as all consumers have underlying mental health diagnoses. Assessment and planning did not clearly describe the assessment or information about the consumer’s diagnosed disorder, nor outline information about the use of psychotropic medications to guide staff about appropriate and safe use of each medication. For a consumer assessed as requiring physical restraint, the restrictive practice intervention was an extreme form of physical restraint. However, assessment and planning processes did not consider the consumer's changed behaviour, underlying causes or contributing factors, including triggers, or use of person-centred behaviour support strategies. Nor did the assessment clearly articulate assessed risk of harm and reasons for why the physical restraint was necessary. The service has a locked front door which does not support consumers’ free access to areas of the indoor and outdoor environment, or the community. At the time of the assessment contact, renovations had commenced, and consumers could not access any outdoor areas without staff support and supervision. Management identified only one consumer as being environmentally restrained. Management could not demonstrate how to effectively assess if a practice or intervention is an environmental restraint use in accordance with best practice and legislative requirements. 
Where there is record of consent for restrictive practices, forms do not evidence consultation and discussion with the consumer or their appropriately appointed substitute decision maker (if required). Behaviour support plans are not developed and implemented for all consumers that require one. The plans do not evidence comprehensive behaviour assessments to clearly outline information about consumers who experience changed behaviours that require support, underlying causes or potential triggers, or person-centred behaviour support strategies to prevent or minimise changed behaviours and the impact or effect of the behaviour on the consumer or others.     
Pain charting for 2 consumers has not been consistently undertaken in line with directives and evaluation of charting has not been consistently documented. Management acknowledge they do not have a process to monitor completion of pain charting directives. Behaviour charts are generic and do not evidence completion of a comprehensive assessment that seeks to identify, understand and support occurrences of changed behaviour and to meaningfully inform care. For one consumer administered as required anti-anxiety and antipsychotic medications on 7 occasions between February 2025 and May 2025, there is no evidence of appropriate assessment regarding use of the medications prior to or following administration. Management said this is because the medication is not a restrictive practice but due to symptoms of the anxiety disorder. Progress notes do not consistently record the rationale for the use of the medication, including circumstances for appropriate use of the as required medication, alternative strategies considered or trialled before the medication is used or what monitoring or review has occurred following administration of the medication.
There is a lack of understanding of the definition ‘dignity of risk’ and how this applies to assessment and planning. Assessment and planning for one consumer includes a dignity of risk assessment dated October 2024 to consume foods contrary to speech pathologist recommendations. It is not clear who initiated the request, whether the request was supported, or declined, and mitigating strategies are not documented.
The provider’s response and application for reconsideration includes commentary and supporting documentation relating to the deficits identified in the Assessment Team’s report and have been considered in my finding. The provider regrets that the service’s performance has not improved, and notes some of the actions in the action plan referred to in the Assessment Team’s report were taken on advice and guidance from external consultants, including care planning, review of behaviour support plans, and consent for use of restrictive practices.  
The provider asserts external consultants advised chemical restraints were not used at the service, and reiterates each consumer has a diagnosis from their treating general practitioner (GP) of an underlying medical disorder. New advisors have been appointed and an independent review by a geriatrician to assess each consumer for the purposes of clinical diagnosis and treatment has commenced. The provider states no form of physical restraint has been used for the highlighted consumer in 12 months. All restrictive practices are monitored and staff are to complete a report at the time of using a restrictive practice evidencing use as a last resort, the least restrictive form and for the shortest time possible. In relation to the consumer highlighted, external behaviour specialists were involved to help provide highly effective non-pharmacological interventions, all of which are detailed in the behaviour support plan. The provider queries if consumers are being subject to a restrictive practice if they do not wish to leave the service, noting one consumer who shows exit seeking behaviour has been identified as being environmentally restrained, and relevant consents have been signed. The provider notes the issue of informed consent to restrictive practices was purportedly addressed by external consultants, and included documentation to evidence discussions with a representative, dated March 2025 relating to 2 different medications. In relation to behaviour support plans, the provider indicates specific examples given (in the Assessment Team’s report) do not demonstrate that assessment and planning does not inform the delivery of safe and effective care and services. A nurse practitioner has been engaged to complete comprehensive reviews of all consumers.
The provider accepts findings relating to pain charting, noting full pain charting for consumers highlighted has been completed, and pain management education is scheduled for June 2025. The response includes commentary and supporting information relating to one highlighted consumer to show actioning of pain charting, monitoring and medical review following identification of moderate pain. In relation to behaviour charting, the provider referenced one consumer subject to physical restraint, detailing restraint was used after non-pharmacological interventions were trialled. With respect to administration of as required medication for another highlighted consumer, the provider states one medication administered in February 2025 was prescribed for anxiety and was being trialled, and outlined reasons to demonstrate use of the medication was clinically indicated at that time. Another medication administered in April 2025 was to manage anxiety in line with the GP’s advice. 
The provider states there are multiple consumers on dignity of risk, and provided an example for one consumer. 
I acknowledge the provider’s response. However, I find assessment and planning processes have not been consistently completed to enable risks to consumers’ health and wellbeing to be identified and appropriate management strategies implemented. Management, clinical and care staff have not demonstrated an understanding of their legislative responsibilities in relation to assessment and planning processes, including consent for the use of restrictive practices. The service has not demonstrated individualised assessment when a decision has been made about what practices or interventions do or do not constitute a restrictive practice. The rationale for medications not being chemical restraint is not clear and evidence indicates while medications are being used to influence consumers’ behaviour, appropriate assessment and planning to identify, understand and support consumers’ potential unmet needs and trial best practice person-centred behaviour support strategies as an alternative to restrictive practice was not sufficiently demonstrated. In relation to the use of chemical restraint, the provider did not demonstrate that consent processes were undertaken when required or that consent for the use of chemical restraint evidenced appropriate consultation and the giving of valid informed consent. The provider has not demonstrated a correct or consistent understanding of environmental restraint in line with the legislative definition. Therefore, the use of environmental restraint has not been identified, nor have individualised assessments that consider each consumer’s circumstances been undertaken. As such, information to guide staff in the use of restrictive practices, such as when it is to be used, how long it is to be used for, associated risks and alternative strategies have not been implemented.   
I accept records do not indicate that physical restraint has been used for a consumer since June 2024. However, evidence included in the provider’s response shows this type of restrictive practice intervention for this consumer was an extreme form of physical restraint and is still an option for staff to use. Review dates of January 2025 and April 2025 are noted on a consent to use mechanical or physical restraint form, however, evidence of an assessment or comprehensive review of the use of the restrictive practice is not evidenced, including if the restrictive practice is still required, considering, as the provider states, it has not been implemented since the first half of 2024. 
[bookmark: _Hlk201754829]Behaviour support plans lack individualised, detailed information to assist staff to proactively prevent behaviour changes from occurring or support a consumer should they experience a behaviour. The plans do not evidence comprehensive assessment to understand and seek to support the consumer’s behaviour. For a consumer subject to use of an extreme physical restraint, the related behaviour support plan does not evidence assessment of the risk of harm to the consumer or others, that the use of the restrictive practice is necessary, nor include all strategies recommended by behaviour specialists to prevent the behaviours and minimise the impact. This includes consideration of unmet needs, specifically pain, which is not evidenced in the 3 progress note entries outlined in the Assessment Team’s report in requirement 3(3)(b) for this consumer. Additionally, while staff described behaviours and successful general support strategies for 2 highlighted consumers, this information is not included in behaviour support plans to assist all staff to implement and support a consumer should they experience changed behaviours.    
Pain and behaviour charting is not consistently completed to inform assessment and planning of consumers’ care, determine effectiveness of strategies, or to assist in the development of new strategies. While pain charting, included in the provider’s response, shows a change in the consumer’s experience of pain over a 7 day period in April 2025, there is no evidence of increased monitoring of the consumer during this time to inform care planning or evaluation.  
I find relevant risks to consumers’ safety, health and wellbeing have not been consistently identified, assessed, discussed with consumers and included in the planning of consumers’ care. Not all consumers subject to restrictive practices have been identified resulting in consumers or their substitute decision maker not being provided an opportunity to make an informed decision about the care consumers receive and as such, restrictive practices are being used without meeting legislative requirements. A dignity of risk record, included in the provider’s response to demonstrate dignity of risk processes records discussions of risks associated with a consumer’s choice as occurring with the representative in October 2023. The dignity of risk form does not evidence a proper consultation and consent process that supports an informed decision based on the information provided, and there is no evidence of review to determine the effectiveness of risk mitigation strategies in place. 
For the reasons detailed above, I find requirement 2(3)(a) 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
The Quality Standard is non-compliant as the requirement assessed is non-compliant. 
Requirement 3(3)(b) was found non-compliant following an assessment contact conducted in November 2024, with the related performance report dated 19 December 2024 finding high impact or high prevalence risks associated with consumers’ care, specifically behaviours, pain and use of restrictive practices were not effectively managed. At the assessment contact in May 2025, the Assessment Team found while the provider has identified a range of actions in response to the non-compliance, high impact or high prevalence risks are not effectively managed. The Assessment Team recommended requirement 3(3)(b) not met and provided the following information gathered through interviews, observations and document review. 
[bookmark: _Int_stBtn56y]Pressure injuries were not identified until reaching advanced stages, with one consumer developing multiple advanced pressure injuries and another hospitalised. Staff were unclear on responsibilities for ensuring pressure relieving air mattresses are in place and functioning, including for the 2 consumers highlighted, stating monitoring is undertaken on an ad-hoc basis. While care staff said they have raised concerns about the operation of one consumer’s air mattress and their risk of pressure injury, no action has been taken. Management said they have recently considered the possibility of incorrect use of air mattresses potentially contributing to the pressure injuries despite these arising in January 2025. There is no record of settings or type of mattress within care planning documentation. Staff described the requirement to regularly reposition all consumers, with reliance on electronic prompts or directives of colleagues to understand frequency. However, charting for April 2025 and May 2025 for the 2 consumers highlighted does not demonstrate this has been undertaken. 
Where pain was identified, documentation for 2 consumers did not demonstrate completion of actions or subsequent evaluation of pain or appropriate management. Where consumers showed signs of pain, conflicting information was often included within the note, suggesting the consumer was ‘happy’ or ‘content.’ 
One consumer has not been referred to or reviewed by a dietitian, in line with service policy, despite a weight loss of 11.1kg in 3 months. Management said weight loss data is extracted from the electronic care management system, and they have recognised this information is not accurate and the ‘technical glitches’ make clinical oversight difficult. 
In relation to chemical restraint, a consumer (A) is prescribed 5 psychotropic medications, including 2 for anxiety disorder which are prescribed for regular and as required use. Management do not consider these medications chemical restraint. One as required medication has been administered on 4 occasions over 9 days in February 2025, and the other as required medication on 3 occasions over 24 days between April 2025 and May 2025. There is no coinciding behaviour charting, no triggers recorded, no record of trial of alternate strategies, and no evidence to show Consumer A’s safety and wellbeing was monitored following administration of the medications. Another consumer (B) is prescribed regular and as required psychotropic medication for an anxiety disorder which has not been considered as a chemical restraint. Between April 2025 and May 2025, one as required medication was administered on 10 occasions for changed behaviours. Progress notes include multiple occurrences of changed behaviours without evidence of seeking to identify and support potential unmet needs or use of person-centred behaviour support strategies. A further consumer (C) is subject to use of an extreme physical restraint during attendance of personal care tasks. Strategies for use do not consider the impact on the consumer’s safety or wellbeing, and management could not describe how strategies were used to help reduce the underlying cause of the consumer’s behaviour. Processes for oversight rely on staff documenting in progress notes each time the restraint is used. There is no process to ensure all staff are aware of and comply with this practice or how use will be escalated for clinical oversight. Consumer C is also not recognised as being subject to chemical restraint in relation to their changed behaviours. Three progress notes highlighted do not consistently demonstrate use of the medication as a last resort or use of best practice alternate strategies to the extent possible prior to using this medication. 
The provider’s response and application for reconsideration includes commentary and supporting documentation relating to the deficits identified in the Assessment Team’s report and have been considered in my finding. The provider included email correspondence to a wound consultant, one day following identification of a consumer’s pressure injury in January 2025 and subsequent to the assessment contact. The consultant indicates the wound is a stage 3 pressure injury in January 2025 and the same wound, a stage 2 with unstageable areas in May 2025. The provider states it is plausible another consumer’s skin became discoloured rapidly and several days after any injury they sustained, noting if this were the case, staff would not have identified the injury until the rapid onset of the discolouration of skin. The provider states this was the conclusion drawn by the service at the time and when staff noticed discolouration of the consumer’s skin, they reported it immediately. The provider acknowledges gaps in repositioning charts and have implemented additional registered nurse shifts to ensure oversight of documentation, and a system of checking air mattresses. Training on skin integrity, including staging of pressure injuries is planned, and head to toe assessments for all consumers are being completed.
[bookmark: _Hlk201567310]The provider states one named consumer was taking analgesia for pain and, as such, regular pain monitoring was being undertaken and did not suggest the consumer required stronger medication than they were receiving. For another named consumer, the response includes a timeline outlining actions taken when acute pain was identified. The provider acknowledges the consumer’s pain could have been better managed. In response, all nurses have been enrolled to undertake pain management training. In relation to a consumer’s weight loss, the provider asserts when identified, a food item was implemented and when further weight loss was identified, a dietitian was contacted, the day prior the assessment contact. A reporting template for monitoring weight is being developed. 
In relation to restrictive practices, the provider states at all material times noted in the Assessment Team’s report, Consumer A had been suffering from panic attacks and anxiety secondary to a diagnosed condition. The provider states this was discussed with the GP who suggested an anti-psychotic and outlined non-pharmacological interventions considered prior to this. The provider states pain charting was undertaken before and after the period during which Consumer A was administered the relevant medication. The provider submitted documentation clarifying dates as required medication was administered to Consumer B, and progress notes to show strategies implemented in response to changed behaviours. Subsequent to the assessment contact, Consumer B has been referred to external behaviour specialists and reviewed by a geriatrician. The provider states no further as required medication has been administered to Consumer B since that time and will be considered a restrictive practice if administered. The provider states, and provided supporting documentation to show, extreme use of a physical restraint has not been used for Consumer C since June 2024 and stated since a geriatrician review in June 2025, as required medication has not been administered to Consumer C. The provider states behaviour support plans and restrictive practice documentation is being reviewed for all consumers, where required, and a geriatrician has been engaged to review each consumer to address issues relating to use of psychotropic medication. Management, external advisors and the service’s clinical lead are on call 24/7 to support staff to avoid using restrictive practices in relation to consumers.
I acknowledge the provider’s response. However, I find high impact or high prevalence risks, including pressure injuries, unplanned weight loss, pain and restrictive practices, specifically chemical restraint have not been effectively identified, assessed, planned for, managed, or reviewed impacting or potentially impacting consumers’ health and wellbeing.
Staff practices have not ensured appropriate implementation of management and monitoring strategies to minimise the risk of pressure injuries. For one consumer, a suspected deep tissue injury progressed to an unstageable wound over an 8 day period, with the consumer requiring hospitalisation due to the wound. For another consumer, 3 pressure injuries have not been identified until stage 2 or 3. Factors contributing to risk of pressure injury for both consumers, including inconsistent implementation of repositioning, in line with care plan directives, and malfunctioning pressure relieving devices had not been considered. I acknowledge supporting documentation included in the provider’s response showing a pressure injury referred to in the Assessment Team’s report as being identified as a stage 4, was in fact identified as a stage 2.  
Appropriate measures have not been implemented in response to weight loss, including timely referral to a dietitian. While the provider asserts a food item was commenced in response to the consumer’s weight loss, evidence to support this was limited to an order form. Additionally, while the provider indicates a dietitian was contacted prior to the assessment contact, no evidence has been provided to show this review has occurred.  
A change in pain behaviours over a 7 day period in April 2025 is evident in pain charting included in the provider’s response for one highlighted consumer. While I acknowledge the provider’s response stating charting did not suggest requirement for stronger medications, there is no evidence to show other measures to manage the consumer’s increased incidence of pain, such as review of current management strategies was considered. Pain charting shows pain was not consistently monitored over this period of time. I acknowledge the timeline of actions included in the provider’s response relating to a second consumer. However, documentation relating to the incidence of pain lacks detail relating to remedial actions and there is no subsequent evaluation of the consumer’s pain to support development of management strategies to minimise the consumer’s experience of pain.   
For the 3 consumers highlighted, there is a lack of evidence demonstrating use of best practice alternative strategies to support consumers experiencing changed behaviours and to identify and support any unmet needs prior to administration of medication. Additionally, clinical staff and management could not show consumers are monitored post administration of these medications to ensure safety and wellbeing. The provider states pain charting was being undertaken for Consumer A for the period relevant medications were administered. However, pain charting included in the provider’s response does not evidence assessment of pain on the dates identified in the Assessment Team’s report. Documentation included in the provider’s response does not sufficiently evidence trial of non-pharmacological strategies implemented prior to administration of medication to identify and support Consumer B’s behaviours. Strategies documented are limited to staff taking the consumer out twice and walking them around the facility. I note the provider’s response indicating that since a geriatrician review subsequent to the assessment contact, as required medication has not been administered to Consumers B or C.
Evidence presented in the Assessment Team’s report does not explicitly show recent use of an extreme physical restrictive practice for Consumer C. However, evidence included in the provider’s response shows this type of restrictive practice is still an option for staff to use, and examples of progress note entries documented in the Assessment Team’s report indicate behaviours where the physical restrictive practice can be applied are continuing without the use of best practice behaviour support strategies. As the service relies heavily on contracted staff who do not consistently receive an induction to the service’s processes, the provider can’t be assured that the restrictive practice is not currently being used. If, as the provider states, the physical restraint has not been used since the first half of 2024, I would encourage the provider to complete a comprehensive review of the consumer’s current care and service needs, including whether there is an ongoing need for use of the physical restraint.   
For the reasons detailed above, I find requirement 3(3)(b) 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


Findings
The Quality Standard is non-compliant as the requirement assessed is non-compliant. 
The Assessment Team recommended requirement 4(3)(a) not met and provided the following information gathered through interviews, observation and document review. 
Consumers were observed sitting in chairs, at tables or lying in bed not engaged in meaningful activities, looking bored, or appearing drowsy. There are no activity or lifestyle programs, and 2 representatives said there has not been a lifestyle officer for a couple of months, and consumers spend most of their day watching television. Management said if care staff have time they can coordinate an activity, however, acknowledge activities are ad hoc, and the selection is informed by what staff feel comfortable or able to do. Management did not address how the staff decision aligns to consumer interests or needs. 
For one consumer who was wandering, staff only sought to engage the consumer when they raised their voice. For another consumer demonstrating verbal behaviours, staff did not intervene or offer redirection to an activity. Management did not consider lack of stimulation as a contributing factor for these consumers’ behaviours. Staff said another consumer is only supported to sit out of bed 3 days a week as there are not enough chairs, impacting their movement throughout the service and engagement with other consumers. Due to renovations which commenced in March 2025, consumers cannot independently access outdoor areas. Management stated restriction to outdoor areas is only in place during the first phase, however, could not advise when the first phase was due for completion. Renovations are scheduled to continue through to late 2026.
The provider’s response and application for reconsideration includes commentary and supporting documentation relating to the deficits identified in the Assessment Team’s report and have been considered in my finding. The provider states they recognise the importance of providing a stimulating and engaging lifestyle program to enhance consumers’ quality of life and regret compliance with Standard 4 has not been demonstrated. The provider states activities are offered to consumers in line with their preferences and choices and participation is voluntary. Additionally, the lifestyle program is flexible, enabling consumers to engage in a variety of activities, including physical activities in the morning and cognitive activities in the evenings. Care plans include a section titled ‘enjoyable activities’ which records preferences for activities. The provider reiterated they are taking as much action as they can to recruit a lifestyle coordinator, but are using other staff to engage consumers in activities which is a sufficient interim solution to meet consumer needs.   
In relation observations of consumer and staff interactions, the provider states it is one consumer’s preference to not participate in any group activities, and they spend much of the time speaking with management. The provider included activities care notes to demonstrate attempts made by lifestyle staff to engage the consumer in activities, stating the consumer mainly benefits from one-to-one supports which are currently being provided by staff. The provider asserts other staff attempted to engage another named consumer, but it was apparent they wanted to speak with management specifically. Following this, staff were able to successfully engage with the consumer. The provider asserts it is a third named consumer’s preference to stay in their room and family and staff know this. The provider acknowledges the preference is not recorded in the consumer’s care plan, and the plan for continuous improvement (PCI) has been amended to ensure consumer preferences for socialising within the service are recorded. Documentation was provided to evidence the purchase of 2 additional chairs. 
I acknowledge the provider’s response. However, I find effective services and supports have not been consistently provided to maintain or enhance consumers’ sense of wellbeing and quality of life. In coming to my finding, I have placed weight on observations, and representative and staff feedback which shows a lack of provision of meaningful activities and engagement. The provider asserts care staff engaging consumers in activities is a sufficient interim solution while a lifestyle coordinator is being recruited. However, I find current lifestyle program arrangements do not support consumers to engage in a variety of activities in line with their preferences and choices. Throughout both days of the assessment contact, consumers were not engaged in any meaningful activities, an observation which was supported by representative feedback. 
Where consumers displayed changed behaviours, staff did not seek to intervene and meaningfully engage with these consumers. For one consumer highlighted, the provider states they benefit from one-to-one supports, and indicate lifestyle coordinators have previously attempted to engage the consumer but had difficulty doing so. This was not supported by activities care notes, included in the provider’s response, which evidence a range of one-to-one and group activities provided to the consumer, with a majority of notations stating the consumer was engaged in the activity, and was happy. Dates of the activity notes range from January 2024 to October 2024. There is no evidence provided to show these one-to-one engagements are continuing with the current lifestyle program arrangements, as stated in the provider’s response, or that lack of stimulation has been considered as a contributing factor for consumers’ behaviours more broadly. For a third consumer, the provider’s assertion that staff were aware of a consumer’s preference to stay in their room is not supported by the evidence presented. Staff said the consumer is only supported to sit out of bed 3 days a week as there are not enough chairs, and in relation to this consumer, management also advised this was because there were not enough chairs, requiring consumers to share devices. Additionally, to evidence staff awareness of this preference, the provider submitted email correspondence from the consumer’s representative dated 23 days subsequent to the completion of the assessment contact visit. As such, I consider staff were not aware of this preference, and the consumer is not receiving effective supports for daily living to maintain or improve their sense of wellbeing.    
In relation to consumers accessing outdoor areas, I acknowledge the provider’s response indicating the first phase of renovations is due for completion week beginning 9 June 2025. As such, I consider consumers should be able to access outdoor areas freely and independently as they wish. 
For the reasons detailed above, I find requirement 4(3)(a) non-compliant. 


Standard 7
	Human resources
	

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


Findings
The Quality Standard is non-compliant as the requirement assessed is non-compliant. 
Requirement 7(3)(d) was found non-compliant following an assessment contact in November 2024, with the related performance report dated 19 December 2024 finding processes to ensure staff were trained, equipped and supported to deliver the outcomes required by the Quality Standards were not effective. At the assessment contact in May 2025, the Assessment Team found while a range of actions have been implemented in response to the non-compliance, there was no evidence of improvement in understanding or practices in relation to this requirement. The Assessment Team recommended requirement 7(3)(d) not met and provided the following information gathered through interviews and document review.
Education and training has been developed in response to previous non-compliance and used to draft the 2025 training schedule. No staff capability or skills gap analysis has been undertaken. While related education, training and support has been provided to staff, deficits in knowledge and practice have been identified in assessment and planning, management of high impact or high prevalence risks, including supporting changed behaviours, use of restrictive practices, pain, falls and wounds and clinical oversight.
Clinical staff said they have not received training in what information to record on incident forms or in establishing root cause; have not completed training on the serious incident response scheme (SIRS) or falls management; and have received limited training on wounds. Care and clinical staff said they have not received training to monitor air mattresses. Clinical and care staff said toolbox training is provided through handouts which are left in the staff room for them to read. Management confirmed toolbox training is self-directed and systems to monitor staff understanding have not been implemented. 
There is a strong reliance on agency staff, and while agency induction processes have been reviewed, some agency staff said they have not completed an induction. Some said although they have long-term placements with the service, they have not been included in workforce training programs. 
The provider’s response and application for reconsideration includes commentary and supporting documentation relating to the deficits identified in the Assessment Team’s report and have been considered in my finding. The provider’s response reiterates recent engagement of external advisors. A gap analysis has been completed and has identified the need for a strengthened clinical leadership team. The provider references their response to use of psychotropic medication, the psychotropic register, and the assertions made that they have failed to notify the Commission of reportable incidents arising from pressure injuries, and pain assessment and monitoring. The provider states their response to these areas has not clearly established there are ‘deficits in knowledge and practice.’ Training on skin integrity, pressure injuries, pain management, air mattresses, and weight loss is being implemented. Mandatory training modules have been boosted and a staff training needs analysis will be released in July 2025. The provider acknowledges staff training and knowledge deficits relating to incident and SIRS reporting, and external advisors have identified failings with the care management system that has contributed to lack of incident reporting. A new quality system will have a digital platform for all policies and procedures, and will track when staff have read the documents. The platform is also a full incident management system, which will improve incident oversight. External advisors have provided a comprehensive SIRS flow chart and a root cause analysis template is being released to support staff with incident analysis.
I acknowledge the provider’s response. However, I find processes to ensure the workforce is trained, equipped and supported to deliver the outcomes required by these Standards are not adequate. The current education and training program has been developed in response to previous non-compliance. Further staff training, learning and development opportunities have not been recognised or actioned, and monitoring processes to determine staff competency, capability and understanding, including in relation to training which has been completed have not been implemented. Staff have received training on assessment and planning, supporting changed behaviours, restrictive practices, pain, and SIRS. Evidence and outcomes in requirements 2(3)(a) and 3(3)(b) highlight deficits relating to these aspects of care. Additionally, staff indicate they have not received training on incident reporting and wound management. Deficits have also been identified relating to these areas of care. The service relies heavily on agency staff, and while agency induction processes have been reviewed, these have not been consistently applied to ensure contracted staff are prepared for their role. This was supported by feedback from contracted staff. 
For the reasons detailed above, I find requirement 7(3)(d) non-compliant. 


Standard 8
	Organisational governance
	

	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


Findings
The Quality Standard is non-compliant as the 2 requirements assessed are non-compliant. The Assessment Team recommended requirements 8(3)(c) and 8(3)(d) not met and provided the following information gathered through interviews and document review. 
[bookmark: _Hlk200456419]Requirement 8(3)(c) was found non-compliant following an assessment contact in November 2024, with the related performance report dated 19 December 2024 finding organisational governance systems were not effective. At the assessment contact in May 2025, the Assessment Team found while a range of actions have been implemented in response to the non-compliance, not all actions have flowed through the organisation to improve practice and consumer outcomes. Clinical and quality oversight remain with the manager with no other organisational or clinical oversight above or below this role, and sustainable improvements to the quality and safety of care and service delivery have not been achieved or effectively implemented. 
Information relating to each consumer’s care is captured on staff work phones and what they are required to do is captured on each shift and removed from view once completed. Staff said changes do not always filter through and systems do not effectively talk to each other resulting in directives sometimes being overlooked. While tasks are allocated to staff on devices to prompt care, there is no process to show overdue tasks or identify and monitor tasks which have not been completed. While external consultants were engaged to review policies and procedures, this has not been completed. A suite of policies and procedures purchased have not been approved and implemented, with anticipated introduction by the end of 2025. Current policies and procedures do not provide clear instruction or sufficient detail, including policies and procedures relating to management of high impact or high prevalence risks, including restrictive practices, falls, pain and wounds. There is no current policy in place relating to medication administration.
A PCI developed in response to previous non-compliance includes progress and completion of some action items, however, sustained progress and embedding of new processes has not occurred, and management acknowledge the PCI is outdated and not being used. No new items have been added to the PCI. In relation to financial governance, management said while a budget has been commenced with the accountants, and quarterly meetings occur, an annual set budget has not been established. Management were unsure if there were any policies and procedures relating to financial governance and said discussions relating to purchases occur informally.
Members of the workforce do not have clear responsibilities and accountabilities for their roles and workforce pre-screening checks are not completed in line with legislative requirements. There are no systems and processes to understand staff capability gaps to inform training, and no formal processes to test staff competency or understanding of training delivered. While a human resource consultant has been engaged to support recruitment, limited progress has been made. There is a strong reliance on agency staff to fill the roster, however, there are no systems to ensure these staff have requisite skills, knowledge and training. Risks relating to the high level of contracted workforce have not been considered. Management have responsibilities and oversight across multiple roles, including management of clinical care, risk, and governance, and contingency plans to manage unplanned absences of the management team are reliant on clinical support from clinicians and external consultants.
Systems and processes have not ensured compliance with all relevant legislation and regulatory requirements, including best practice behaviour support and use of restrictive practices. No formal processes to identify potential SIRS have been instigated, and current processes to identify, assess and resolve incidents potentially requiring reporting to the SIRS are not effective. Management have not considered there have been any incidents requiring reporting through the SIRS since the last assessment contact in November 2024. 
A feedback and complaints register shows 4 complaints have been received from January 2025 to May 2025 relating to clinical care, the environment and food. None of these issues are reflected on the PCI, including a complaint relating to failure to identify a pressure injury. While commentary for this complaint identifies potential contributory factors, there is no evidence of processes linking to the PCI. Staff interviewed said they have not received training on feedback and complaints, and some are unaware of where to access feedback forms.
The provider’s response and application for reconsideration includes commentary and supporting documentation relating to the deficits identified in the Assessment Team’s report and have been considered in my finding. The provider’s response reiterates engagement of external advisors who are assisting to implement improvements in relation to the Assessment Team’s findings. The provider acknowledges policy deficits, noting purchase of a new online platform where policies and procedures will be uploaded for access by staff. Advisors are assisting with completing/updating the PCI and to audit actions in the PCI previously implemented. The provider regrets findings relating to financial governance and are working to improve financial management policies. The provider is committed to demonstrating an improvement in compliance with workforce governance. The provider does not wholly accept criticisms relating to restrictive practice systems, however, recognises the importance of improvements and are working to implement sustainable improvements to address these issues. In relation to feedback and complaints, an open disclosure process has been undertaken in relation to the highlighted complaint. The provider acknowledges training provided to staff in December 2024, and to new staff does not address deficits in staff knowledge or awareness of the feedback system. The provider plans to review handbooks for staff, including agency orientations, to ensure all staff are aware of processes.
I acknowledge the provider’s response. However, I find organisational governance systems relating to information management, continuous improvement, financial governance, workforce governance and regulatory compliance are not effective. Devices used by staff to inform provision of consumer care are not effective, with staff indicating this has resulted in care directives being overlooked, and there are no processes in place to monitor completion of tasks staff have been allocated. Policies and procedures lack clarity and do not provide adequate guidance to ensure consistent practice in accordance with legislative requirements and best practice. This includes policies and procedures relating to assessment and planning and areas of clinical care which have been found deficient. I have also considered data relating to a range of areas, including aspects of clinical care, incidents, and staff performance is not being effectively maintained to enable accurate reporting, trending and analysis to occur, data to be effectively monitored or improvements in the provision of care and services to be identified at an individual or organisational level.  
While a PCI has been implemented in response to non-compliance identified following an assessment contact in November 2024, it has not been maintained. Actions included on the PCI have not been sufficiently embedded or monitored for effectiveness, with similar issues identified following the most recent assessment contact. Clinical and governance audits are not conducted, and other avenues to identify improvements, such trending and analysis of clinical data and incidents, and monitoring of staff practice are not consistently undertaken to enable improvement opportunities to the quality of care and services to be effectively identified. I have also considered findings of non-compliance in relation to all 6 requirements assessed indicates deficiencies with governance processes associated with continuous improvement.
Financial governance systems and processes have not been effective to manage finances and resources required to deliver safe and quality care and services. While care staff have been tasked with coordinating activities for consumers this measure has not been effective. Consumers have been required to stay in bed due to lack of equipment, and while I acknowledge purchase of additional equipment, invoices included in the provider’s response show this was initiated subsequent to the assessment contact.   
Organisational processes have not ensured the workforce has been sufficiently monitored or supported to ensure delivery safe and quality care and services to consumers. While the service relies on support of a contracted workforce, induction processes are not consistently undertaken, and staff contracted on a long-term basis have not been supported to attend workforce training programs to ensure they can meet the needs of their role. Deficiencies highlighted in Standards 2 and 3 indicate processes to monitor and review the performance of each member of the workforce have not been effective. 
Use of restrictive practices, specifically chemical and environmental restraint, has not been recognised, therefore, appropriate and valid consent processes, assessment and clinical oversight, including management strategies and monitoring processes, in line with legislative requirements, have not been consistently or adequately completed. I acknowledge the provider’s response acknowledging their responsibility to comply with legislative requirements relating to restrictive practice and note external advisors and a geriatrician are assisting the provider and service in this area. Processes to identify incidents requiring reporting through the SIRS are not effective. This is supported by the provider’s response which indicates through completion of retrospective progress note audits for a 12 month period, external consultants have identified further incidents which require reporting through the SIRS. Furthermore, findings of non-compliance in relation to 6 requirements across 5 of the 8 Quality Standards, including 4 requirements which were found non-compliant following an assessment contact in November 2024, indicates the organisation are not complying with their regulatory obligations.
Evidence presented does not indicate systemic deficits relating to feedback and complaints governance systems. While the Assessment Team note 4 complaints have been received since January 2025, there is no evidence to suggest that the complaints have not been actioned. I do acknowledge, however, that learnings from one complaint should have been considered through implementation of a continuous improvement activity to improve results for consumers more broadly. I would encourage the provider to consider staff comments and implement appropriate actions to ensure staff awareness of feedback and complaints processes.       
In relation to requirement 8(3)(d), templates introduced to formalise, track and analyse clinical risks and trends have not been consistently used to identify and monitor risk. Clinical governance meetings to discuss clinical risks and trends have not consistently occurred, with the last meeting held in March 2025, and standing agenda items used to monitor risk are still in development. Most governance meetings have occurred informally between management, and discussion of risk has not been captured in meeting minutes. There is no platform where risks relating to individual consumers are recorded and discussed, and clinical meeting minutes for March 2025 do not include discussion of clinical issues.
[bookmark: _Int_s8MZ8ZFu]There are deficiencies with processes, oversight and safe management of high impact or high prevalence risks. Oversight of high-risk psychotropic medications, including when these medications are used as chemical restraint was not demonstrated, and there is a lack of understanding and clinical oversight of consumers’ overall psychotropic medication use. There are no formal audit processes to identify and monitor management of high impact or high prevalence risks and clinical or governance audits have not been conducted. Analysis and trending of clinical risk data and incidents, including those reported through the SIRS has not been compiled for February 2025 to May 2025. Reporting shows 12 new pressure injuries have been acquired by consumers from February 2025 to March 2025, however, analysis or implementation of effective strategies to understand or manage this risk has not been undertaken.
Current processes do not effectively support consumers to live their best life. Staff lack understanding of what dignity of risk means and documentation is not clear on whether the consumer is or is not supported to take risk and does not include mitigating strategies. Incidents are not consistently reported, and where they are, there is insufficient detail to understand causative factors and enable measures to be implemented to prevent reoccurrence. Clinical staff said they input basic details into incident reports and how and why an incident occurred is not currently prioritised. They said they have not received training on incident management, have not seen an incident management policy and are guided by the electronic system and management as to when an incident report is required.  
The provider’s response and application for reconsideration includes commentary and supporting documentation relating to the deficits identified in the Assessment Team’s report and have been considered in my finding.  The provider states they were initially assisted by external consultants to review the psychotropic register. With the appointment of new advisors, the provider hopes to demonstrate improvement in the management of psychotropic medication. The provider referenced use of psychotropic medications in relation to identified consumers who have diagnosed mental disorders, reiterating that the use falls within an exception to the legislative definition of chemical restraint. Behaviour support plans and restrictive practice documentation is being reviewed for all consumers, where required, and a geriatrician has been engaged to review each consumer to address issues relating to use of psychotropic medication. A quality care advisory body is being established to support a better model of governance. The provider regrets findings relating to incident management and a new quality management system has been purchased to support incident review and analysis. However, the provider disputes that 2 consumers’ pressure injuries were insufficiently managed and disagree that they failed to report these injuries as reportable incidents. Head to toe assessments for all consumers are being conducted with any reportable incidents arising from these being reported to the SIRS. External advisors are assisting with development of a training plan, training needs analysis, competency assessment and a policy. The provider acknowledges the importance of supporting consumers to live their best life, including by documenting this and having appropriate dignity of risk processes in place. In the immediate term, external advisors are assisting to educate staff and monitor these areas of concern. 
I acknowledge the provider’s response. However, I find risk management systems and practices are not effectively applied. While 5 consumers, highlighted in requirement 3(3)(b), have been identified with high impact or high prevalence risks, these have not been effectively identified, managed and/or monitored to ensure timely identification, assessment and monitoring of risks to health, safety and wellbeing. I have also considered that the organisation’s own monitoring processes have not identified deficits identified by the Assessment Team relating to management of high impact or high prevalence risks associated with consumers’ care. In relation to identifying and responding to abuse and neglect, weight loss, administration of psychotropic medications and use of chemical and environmental restraint have not been consistently identified, as such implementation of appropriate safeguards or reporting in line with SIRS requirements has not occurred. While 12 new pressure injuries have been identified over a one month period, clinical risk data and incidents for this period have not been analysed to provide and understand causative factors, implementation of management strategies to minimise risk of harm or consideration of reporting through SIRS.  
Staff do not understand or apply the organisation’s incident reporting and escalation processes. Pressure and skin integrity injuries relating to 3 consumers were not reported as incidents. Where incidents have been reported, reporting lacks detail of the incident and causative factors. As such, the provider cannot be assured that all incidents are identified or analysed to assist to identify trends and opportunities for improvement or risks to consumers’ health and wellbeing are minimised or eliminated.
Systems and processes to support consumers to live the best life they can are not effective. As highlighted in requirements 3(3)(b) and 4(3)(a), relevant risks to consumers’ safety, health and wellbeing have not been consistently identified, assessed, discussed with consumers and included in the planning of consumers’ care. As such, I consider this has not ensured the possibility of risks and the impact to consumers is reduced. 
For the reasons detailed above, I find requirements 8(3)(c) and 8(3)(d) non-compliant. 
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