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This performance report
This performance report for Esperance Aged Care Facility (the service) has been prepared by M Glenn, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:2].  [2:  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 consumers, representatives, staff and others;
the provider’s response to the Assessment Team’s report received 16 January 2025 and 20 January 2025. The response includes commentary and supporting documentation relating to the deficits identified, as well as a plan for continuous improvement outlining planned actions and completion dates to address the deficits; and 
a performance report dated 6 December 2023 for an assessment contact undertaken from 17 October 2023 to 18 October 2023. 
Assessment summary 
	Standard 1 Consumer dignity and choice
	Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 4 Services and supports for daily living
	Compliant

	Standard 5 Organisation’s service environment
	Compliant

	Standard 6 Feedback and complaints
	Compliant

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
Standard 2 requirements (3)(a) and (3)(e)
· Ensure assessments are undertaken to ensure risks to consumers’ health and wellbeing are identified, with information gathered used to develop appropriate management strategies to enable staff to provide safe, quality care and services.
· Ensure consumer care plans are reviewed for effectiveness and updated, including in response to changes in consumers’ condition. Ensure care plans are reflective of consumers’ current and assessed needs and preferences to enable staff to provide quality care and services.  
· Ensure policies and procedures in relation to assessment, care planning and review are effectively communicated and understood by staff. 
· Monitor staff compliance with the service’s policies, procedures and guidelines in relation to assessment, care planning and review. 
Standard 3 requirements (3)(a), (3)(b), (3)(d) and (3)(e)
· Ensure staff have the skills and knowledge to:
· provide clinical care and services to consumers in line with their assessed needs and preferences and that is best practice, tailored to their needs and optimises their health and well-being, specifically in relation post falls and oxygen management; 
· identify, manage, monitor and provide appropriate care relating to high impact or high prevalence risks, including behaviours and weight loss; and
· recognise changes to consumers’ health and wellbeing, including clinical deterioration, and implement appropriate and timely monitoring and management strategies. 
· Review information sharing and communication processes to ensure information relating to consumers’ personal and clinical care needs is identified, documented and effectively communicated.
· Ensure policies, procedures and guidelines in relation to best practice care, management of high impact or high prevalence clinical risks, management of deterioration and information exchange processes are effectively communicated and understood by staff. 
· Monitor staff compliance with the service’s policies, procedures and guidelines in relation to best practice care, management of high impact or high prevalence clinical risks, management of deterioration and information exchange processes.
Standard 7 requirement (3)(e)
· Ensure regular assessment, monitoring and review of the performance of each staff member, including contracted staff, is undertaken and accurate records maintained. 
Standard 8 requirements (3)(c), (3)(d) and (3)(e)
· Review organisational governance systems, specifically those relating to information management, continuous improvement and workforce.  
· Review organisational risk management systems and processes, including those relating to managing high impact or high prevalence risks and managing and preventing incidents. 
· Review the organisational clinical governance framework, including in relation to minimising use of restrictive practices and non-compliance identified in Standards 2 and Standard 3. 


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
[bookmark: _Hlk126783395]Consumers and representatives interviewed said consumers are treated with dignity and respect, and staff understand aspects of their identity and how they prefer care and services to be delivered. They also described how the service accommodates consumers’ cultural needs and preferences to ensure culturally safe care and services are provided. Entry assessments assist to identify aspects of consumers’ identity which are important to them, including cultural and religious practices, preferences for gender of personal care staff, and language requirements. Care files include information about what is important to consumers to guide staff in the provision of care and services. 
Consumers said they make decisions about the care and services they receive, including when others should be involved, and are supported to maintain their connections and relationships with others. Consumers receive clear, easy to understand information to assist them to make informed choices, including through meeting forums, focus groups, newsletters, noticeboards, and verbally from staff. Staff described how they tailor communication to suit the needs of the consumer. There are processes to ensure consumers’ privacy is respected and personal information is kept confidential. 
Consumers said they are supported to lead a life they choose, including to take risks. Where consumers partake in activities which include risk, care files show risk assessments are completed in discussion with the consumer or representative; related risks are discussed and strategies developed to mitigate risks. 
Based on the Assessment Team’s report, I find all requirements in Standard 1 Consumer dignity and choice compliant. 


Standard 2
	Ongoing assessment and planning with consumers
	

	Requirement 2(3)(a)
	Assessment and planning, including consideration of risks to the consumer’s health and well-being, informs the delivery of safe and effective care and services.
	Not Compliant

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	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.
	Not Compliant


Findings
The Quality Standard is non-compliant as 2 of the 5 requirements are non-compliant. The Assessment Team recommended requirements (3)(a) and (3)(e) not met. 
[bookmark: _Hlk187058590]Requirement (3)(a) was found non-compliant following an assessment contact undertaken in October 2023 as risks, specifically restrictive practices, pressure injuries and nutrition, were not consistently considered through assessment and planning to inform the delivery of care and services. The Assessment Team’s report for the site audit does not include improvements implemented by the provider in response to the non-compliance. 
At the site audit, the Assessment Team found current assessment and planning processes are not effective. Four consumers/representatives cannot recall discussions regarding risk of pressure injury; the importance of pressure area care; assessment and care planning regarding lifestyle or activity preferences; or a consumer’s routine or preferences to manage behaviour.
Clinical staff and management said they do not use a 28-day admission checklist, in line with policy, to guide commencement of assessments and charts to assess consumers’ baseline care needs, and management acknowledge not all initial assessments are completed on admission. Care files show not all consumer risks have been considered, and validated assessment tools are not consistently used. A malnutrition risk assessment has not been completed, in line with policy for a consumer with unplanned weight loss and strategies to manage weight loss are not documented in the care plan. A consumer who entered the service in March 2024 does not have a diabetic management plan and a pain assessment has not been completed. For another consumer, there are inconsistencies in assessments for mobility and toileting, and while the behaviour management plan states a change of routine is a trigger, the routine is not detailed in the plan. For another consumer who entered the service in December 2024, risk and safety issues related to medical conditions are not detailed in the care plan, and management plans relating to diabetes, oxygen and catheter care are not in place to guide staff. 
[bookmark: _Hlk187855313]The provider’s response indicates limitations with the electronic care system have led to nursing staff reviewing assessments in the system and, in some cases, presuming the 28-day assessments are complete. Nursing staff are actively reviewing and updating past assessments to ensure accuracy, and a 28-day checklist will be introduced. The provider indicates one highlighted consumer’s weight has fluctuated since admission in May 2016, weight loss is monitored and while unplanned the loss is not considered high risk based. The consumer has been referred to the dietician and speech pathologist. The provider states no consumer is documented as having a nutritional risk assessment completed in the electronic system, and currently, hard copy forms are used to complete assessments. The provider plans to implement a nutritional risk screening tool. In relation to diabetes management, the provider plans to consult with each consumer’s general practitioner (GP) to develop management plans, where required. 
The provider notes there are inconsistencies in how updates are reflected across assessments, with updates made in one assessment not automatically populating corresponding fields in other assessments. For the highlighted consumer, the provider indicates a summarised version of their routine can be incorporated into the behaviour management plan. 
I acknowledge the provider’s response. In coming to my finding, I have considered the intent of the requirement which expects relevant risks to a consumer’s safety, health and wellbeing need to be assessed, discussed with the consumer, and included in planning a consumer’s care. As such, I find assessments, initial and ongoing, are not consistently completed to enable risks to consumers’ health and wellbeing to be identified and appropriate management strategies implemented. This includes for risks relating to pain, diabetes and nutrition. While the provider’s response states hard copy forms are used to document nutritional risk, the response does not indicate how many, if any consumers have had this assessment completed. I have also considered admission assessments to assist to identify risks are not consistently completed, nor appropriate management strategies implemented to guide provision of care and services. I note a highlighted consumer entered the service prior to the site audit, was transferred to hospital soon after, and returned to the service during the site audit, and the provider’s response indicates necessary assessments are being completed. However, there is no indication interim management plans for related specialised care needs were developed on admission to assist staff to manage these particular areas of care. 
Evidence relating to information technology (IT) is more aligned with requirement (3)(c) in Standard 8, specifically information management, as such, I have considered the evidence and the provider’s response in my finding for that requirement.  
For the reasons detailed above, I find requirement (3)(a) non-compliant. 
Requirement (3)(e) Consumers and representatives said they have not had a formal family conference to review care and services. Malnutrition risk assessments have not been completed for 3 consumers identified with significant weight loss in the past 3 months. The last pressure injury risk assessment for a consumer with a chronic, deteriorating pressure injury is dated September 2023. While another consumer has had multiple falls in 2024, falls risk and pain assessments have not been consistently completed post incident, with the last falls risk assessment dated April 2024 and no pain assessment recorded. While a resident of the day process was implemented to review assessments and care plans monthly, the annual care plan review process has not started as clinical staff are still completing all assessments not previously completed.
The provider’s response states family conferences should be conducted and describes when. The provider states the resident of the day process was not consistently adhered to, with updates often not made in a timely manner. The provider acknowledges nutrition risk assessments have not been completed for any consumers and should have been, and this assessment will be implemented for all consumers going forward. A meeting with registered staff is scheduled for January 2025 to emphasise the importance of thorough documentation and address areas where compliance needs improvement. The provider acknowledges that due to various factors, documentation has not been consistently completed as required and these issues are expected to be resolved, particularly with the upcoming IT system upgrade. 
I acknowledge the provider’s response. In coming to my finding, I have considered the intent of this requirement which expects organisations to regularly review the care and service’s provided to consumers. As such, I find care and services have not been regularly reviewed for effectiveness or in response to changes in consumers’ care and service needs. Risk assessments have not been completed for 5 consumers in response to unplanned weight loss, pressure injuries and falls, in line with the service’s processes. Furthermore, a resident of the day process implemented to review assessments and care plans on a monthly basis has not been consistently adhered to. I consider inconsistencies in review processes have not ensured care plans are current, risks to consumers are minimised or care and services delivered are in line with consumers’ current needs and preferences. 
For the reasons detailed above, I find requirement (3)(e) non-compliant. 
In relation to requirements (3)(a) and (3)(e), the provider’s plan for continuous improvement (PCI) outlines actions planned to address the deficits identified. Planned completion dates for the actions identified range from January to July 2025. As such, time will be required to implement, establish and review efficacy of the planned actions, as well as staff competency and improved consumer outcomes in relation to these requirements.
In relation to all other requirements, assessment and planning processes assist to identify and address consumers’ current needs, goals and preferences. Discussions with consumers regarding advance care planning occurs on admission and when their condition deteriorates. Where consumers do not wish to discuss at this time, a referral to the medical officer (MO) is initiated or collaboration with the palliative care team occurs to discuss end of life planning for consumers on a palliative pathway.
Care files evidence ongoing collaboration with consumers and their representatives to ensure care and services meet their needs. Care files also evidence involvement of MOs, specialists and allied health services in the assessment and planning of consumers’ care and services.  Consumers and representatives confirm the outcomes of assessment and care planning are communicated to them and documented in a care plan which is readily available them. Staff said they have access to electronic care plans and are kept up to date on consumers’ condition, needs and preferences through handover processes.  
Based on the Assessment Team’s report, I find requirements (3)(b), (3)(c) and (3)(d) in Standard 2 Ongoing assessment and planning with consumers compliant. 


Standard 3
	Personal care and clinical care
	

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

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

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

	Requirement 3(3)(d)
	Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
	Not Compliant

	Requirement 3(3)(e)
	Information about the consumer’s condition, needs and preferences is documented and communicated within the organisation, and with others where responsibility for care is shared.
	Not Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	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
The Quality Standard is non-compliant as 4 of the 7 requirements are non-compliant. The Assessment Team recommended requirements (3)(a), (3)(b), (3)(d), (3)(e) and (3)(f) not met. 
Requirement (3)(a) Care files for 2 consumers show staff are not following the service’s policies and procedures, with oxygen administered without a MOs prescription, and oxygen management plans are not in place. Staff were observed assisting a consumer with related oxygen equipment.  
Care files for 2 consumers who require falls monitoring show neurological observations are not recorded in accordance with policy. Clinical staff are not sure about the service policy on the frequency of monitoring neurological observations post fall, however, said they do it as per best practice. For another consumer, blood glucose levels (BGL) have not been consistently checked in line with the diabetic management plan on 4 days in December 2024.  
The provider’s response acknowledges nursing staff did not fully adhere to policies and procedures relating to oxygen therapy. The hospital discharge summary for the consumer indicated use of oxygen was a personal comfort request rather than a medical directive. Nursing staff implemented this but failed to document it correctly or escalate it to the GP for clarification. The oversight was identified during the site audit and a phone order obtained and actioned. For the other consumer, a prescription has been correctly documented on the medication chart.
Clinical staff interviewed were exclusively agency staff. Management acknowledge post-fall monitoring must be adhered to regardless of familiarity with the specific policies. Nursing staff are expected to follow the prescribed frequency for neurological observations, which is clearly outlined in the orientation pack provided to all agency registered and enrolled nurses. The provider states a review of all documentation identified instances of missed BGL recordings and this will be addressed at a meeting to be held in January 2025. Individual nursing staff have been cautioned about not following policy and procedures. 
I acknowledge the provider’s response. However, I find each consumer has not been provided safe and effective clinical care, specifically in relation to oxygen administration and post falls management. Oxygen administration is not undertaken in line with the service’s policies and procedures, with care staff working outside of their scope of practice. Neurological observations have not been consistently conducted post falls, in line with the service’s processes, and staff could not articulate how often neurological observations should be taken. I acknowledge documentation included in the provider’s response demonstrating BGLs for one consumer are noted for the dates/times identified in the Assessment Team’s report. However, a review of BGL readings completed by the provider subsequent to the site audit has identified BGLs have not been consistently recorded. 
For the reasons detailed above, I find requirement (3)(a) non-compliant. 
Requirement (3)(b) was found non-compliant following an assessment contact undertaken in October 2023 as high impact or high prevalence risks, specifically restrictive practices to manage behaviours were not effectively managed. In response to the non-compliance, the provider implemented a range of improvement actions, including, but not limited to, processes to ensure valid informed consents for chemical restraint are undertaken on admission. However, at the site audit, the Assessment Team found high impact or high prevalence risks, specifically management of wounds, pressure injuries, unplanned weight loss, behaviours and use of psychotropic medication are not effectively managed. 
Wounds have not been attended in accordance with wound management plans for 8 consumers, and for one consumer this resulted in a deterioration of wounds, and infection. Appropriate pressure area care is not in place for one consumer with a stage 3 pressure injury. For another consumer identified with an infection in the wound, dressing products outlined in the wound management plan have not always been available. Care files for 2 consumers show unplanned weight loss over a 5 month and 6 week period respectively. Records show weights have not been monitored monthly, further management interventions have not been identified or referral for MO and dietitian review initiated, in line with policy. Clinical staff said their understanding of the process is to start interventions when there is a weight loss of 5kg. 
One consumer, who has experienced ongoing changed behaviours since May 2024, has been reviewed by a specialist on 3 occasions, with the specialist recommending on each occasion referral to specialist services for non-pharmacological strategies. The referral was only initiated following the last review in November 2024. Behaviour charts show another consumer has experienced ongoing behaviours since January 2024, with non-pharmacological strategies implemented, as outlined in the behaviour support plan, ineffective. The consumer has not been referred for specialist support and remains subject to chemical restraint. 
The provider’s response states weights are completed monthly as part of the resident of the day process and nursing staff are required to ensure all weights have been recorded. The provider acknowledges this protocol has not been consistently followed and has proposed action to address this. The provider acknowledges referral to specialist services, as recommended, had not been initiated and corrective actions have since been implemented. Additionally, while the GP was informed of the other consumer’s escalating behaviours and actions taken to address behaviours initiated, the provider acknowledges referrals to behaviour specialists were not undertaken in a timely manner and this has since been rectified. 
I acknowledge the provider’s response. However, I find high impact or high prevalence risks, specifically weight loss and behaviours, have not been effectively managed for each consumer. Where weight loss has been identified, appropriate actions have not been taken, in line with the service’s policies and procedures. I have also considered while the provider’s response indicates weights are undertaken monthly, the provider acknowledges this protocol has not been consistently followed. In relation to behaviour management, the evidence indicates behaviours for both consumers have been ongoing from May 2024 and January 2024 respectively. While there has been input by a specialist for one consumer and GP for the other, staff confirm strategies outlined in behaviour support plans are not effective in managing behaviours, which is also evidenced in behaviour charting. 
On review of information included in the provider’s response, I do not consider wounds have been ineffectively managed. While there are some instances for the 2 consumers highlighted where wounds have not been attended in line with wound management plan directives, I do not consider these instances have contributed to deterioration of wounds. Where wound deterioration has been identified, supporting documentation in the provider’s response and the Assessment Team’s report evidence referral to and involvement of GPs and specialist services. I also note dressings identified on wound management plans have not consistently been available, however, again, do not consider this has contributed to deterioration of wounds.   
For the reasons detailed above, I find requirement (3)(b) non-compliant. 
Requirement (3)(d) A representative said during a pre-admission interview, they informed staff of the consumer’s medical equipment needs with staff stating this would be able to be managed, and staff would be provided training on the use of the equipment. On the day of admission, the medical equipment was not applied to the consumer. When the representative visited the following morning, the equipment was not functioning and the consumer was very drowsy. Staff informed the consumer had been administered 2 doses of narcotic analgesic over a 6 hour period. The representative said they provided feedback to staff on how to use the machine. The consumer was transferred to hospital on the night following admission due to being unrousable. 
Another consumer experienced significant deterioration over a one week period. The representative said the deterioration was not taken seriously despite their calls for help for their relative to see a doctor. The representative said they spoke to a nurse on one morning, to call a doctor and by the evening the consumer was critically ill, in emergency care. Documentation in response to a related complaint shows over a 4 day period, staff conducted a urinalysis and a nursing assessment with no issues identified; vital signs were taken; an assessment to measure consciousness was completed following the representative reporting the consumer had increased confusion; and antibiotics were prescribed without the MO undertaking a physical review of the consumer. 
While a stop and watch approach is used to recognise any changes to consumer’s health and wellbeing, management acknowledge outcomes of this are not consistently documented to enable staff to detect changes and take appropriate action. 
For one of the highlighted consumers, the provider’s response includes a serious incident response scheme (SIRS) report completed on the consumer’s return from hospital, and documentation demonstrating open disclosure with the consumer’s representative. For the other consumer, the provider acknowledges that on this occasion, nursing staff did not assess for other potential issues, such as bowel or medication related factors, and a delirium screening should have been initiated. For this consumer, the provider states a related complaint which was investigated and determined to have been appropriately addressed was resolved in August 2024, with no further complaints of this nature reported. To address concerns raised, a mandatory registered and enrolled nurse meeting has been scheduled for January 2025.  
I acknowledge the provider’s response. However, I find current processes have not ensured changes in consumers’ condition are recognised and responded to appropriately or in a timely manner. In relation to one highlighted consumer, the consumer’s condition on entry to the service cannot be determined, however, supporting documentation in the provider’s response identifies the consumer as being palliative, and indicates narcotic analgesia was administered to the consumer in line with directives. Required medical equipment, however, had not been applied which could have contributed to the consumer’s deterioration. While I acknowledge completion of a SIRS report and investigation, strategies to prevent similar incidents are limited to updating policies and procedures regarding admission paperwork and communication important information to staff.
In relation to the other highlighted consumer, I consider appropriate actions were not taken to address a deterioration in condition over a one week period. While some measures were taken over a 4 day period, evidence presented indicates these measure were only initiated following concerns raised by the representative. Additionally, antibiotics were prescribed by the MO without a physical review of the consumer. The consumer was transferred to hospital later that evening. While I acknowledge a related complaint was investigated, addressed and resolved, the provider’s response does not include any actions taken in response to address staff awareness of processes to identify and manage changes in consumers’ condition. Outcomes of current approaches to recognise changes in consumers’ health and wellbeing are not consistently documented to ensure appropriate and prompt action is initiated in response.  
For the reasons detailed above, I find requirement (3)(d) non-compliant. 
Requirement (3)(e) While a representative was aware of a change to a consumer’s medications, this was not communicated to them by the service. Another representative said information about a consumer’s clinical needs was not passed on to all staff on admission, resulting in staff not ensuring medical equipment was implemented. 
A skin assessment completed on entry in December 2024 notes a consumer was identified with a dry scab. A wound chart dated 5 days later identifies a stage 2 pressure injury to the area. While a dressing was identified to the area on the day the wound chart was implemented, an incident form or wound chart had not been completed. For another consumer, MO recommendations for daily wound dressings were not effectively communicated resulting in recommended wound care not being delivered. 
Staff said they rely on the electronic care plan for more specific details. Clinical staff said there is inconsistency of staff practice in documenting information, and the electronic management system is “clunky” causing information to be missed. Management acknowledge there are gaps in communication.
The provider’s response incudes documentation showing a representative was notified of a medication change. Documentation also includes a SIRS notification report, dated 9 days post incident, relating, but not limited to, medical equipment not being commenced for a consumer. 
I acknowledge the provider’s response. However, I consider the evidence demonstrates information exchange processes are not effective to enable coordination and delivery of safe and effective care. Supporting documentation included in the provider’s response indicates the service was aware of medical equipment required by a consumer prior to admission. However, while use of the equipment was omitted on the hospital discharge letter, there is no indication this was followed up by staff at the time. Staff have also not completed required documentation following identification of a skin integrity issue, or followed MO recommendations for wound care which does not ensure appropriate monitoring or coordination of care to reduce the risk of harm. In coming to my finding, I have also considered evidence highlighted in requirement (3)(b) of this Standard showing while a specialist recommended a consumer be referred to specialist services on 2 occasions, this recommendation was not actioned until the third request in November 2024. 
For the reasons detailed above, I find requirement (3)(e) non-compliant. 
[bookmark: _Int_VSEq0Wr8]Requirement (3)(f) One consumer was not referred to the MO or dietician despite significant weight loss. Two consumers, identified as exhibiting behaviours and refusal of care were not referred to specialist services in a timely manner, despite recommendations by a specialist for assistance with personalised strategies for one consumer, and ongoing behaviours over an extended period the other. Clinical staff said referral to a MO and allied health practitioner is done by the registered nurse and followed up by clinical management when closing the incident investigation when referral is required and still pending. However, approximately 43 incidents remain unresolved or not reviewed. Management said they have current arrangements in place for the physiotherapist and dietitian to review all consumers on admission and to respond to referrals and conduct follow ups. However, they have difficulty accessing support from behaviour specialists in a timely manner due to geographic location of the service. 
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. While I acknowledge evidence brought forward by the Assessment Team, I do not consider these instances are indicative of systemic issues as they relate to appropriate and timely referrals. Evidence in Standards 2 and 3, as well as supporting documentation in the provider’s response demonstrates overall, the need for referral is identified and initiated. There are examples of consumers being referred to medical officers, allied health services and specialists. I have considered the failure to initiate referrals in a timely manner for the consumers highlighted in the context of managing high impact or high prevalence risks and staff understanding of the service’s related processes, including referrals. As such, I have considered the evidence in my finding for requirement (3)(b) of this Standard.   
The provider’s response for other requirements indicates referrals to the dietitian and speech pathologist have been initiated for the consumer with unplanned weight loss. The provider acknowledges staff did not follow up the specialist’s recommendation for specialist service input for one consumer’s behaviours and corrective measures have since been implemented. The provider also acknowledges another consumer was not referred to specialist services for behaviour management in a timely manner, and referrals have since been initiated. I would encourage the provider to continue with actions outlined on their PCI to ensure referral requirements are identified and actioned in a timely manner.
For the reasons detailed above, I find requirement (3)(f) compliant.   
In relation to requirements (3)(a), (3)(b), (3)(d) and (3)(e), I acknowledge actions outlined on the PCI to address the deficits identified. Planned completion dates for actions identified range from January to July 2025. As such, time will be required to implement, establish and review efficacy of the planned actions, as well as staff competency and improved consumer outcomes in relation to these requirements.
In relation to requirements (3)(c) and (3)(g), care files demonstrate where consumers are identified as palliative or at end of life, referrals to MOs are initiated to ensure appropriate care measures are initiated, including optimal pain management. Palliative care specialists are also engaged to manage consumers’ pain and discomfort and to provide support to families. Staff described how they provide palliative care, including maximising comfort and preserving dignity while collaborating with consumers’ families, MOs and palliative care specialists, where required. 
There are processes to prevent and control infections, including COVID-19, and to promote appropriate antibiotic prescribing and use. Staff described practical ways of how to minimise the spread of infection, and care files demonstrate appropriate measures are taken prior to commencement of antibiotics. While the service does not currently have an infection prevention control lead, the service seeks support and advice form a health service company, including during COVID-19 outbreaks. Consumers and representatives expressed satisfaction with staff practices and infection control measures.
Based on the Assessment Team’s report, I find requirements (3)(c) and (3)(g) in Standard 3 Personal care and clinical care 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.
	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 feel their independence, health, wellbeing and quality of life are optimised. Lifestyle staff described the different goals and preferences of consumers, and related documentation shows a variety of activities are offered and surveys undertaken to identify consumers’ individual goals and preferences. Consumers and representatives feel consumers’ emotional, spiritual and psychological wellbeing is supported and prioritised by staff. Several volunteers from the community visit the service to support consumers with group and one on one activities in accordance with their interests. Where identified, appropriate and timely referrals to individuals, other organisations and other providers of care and services for further support are initiated for consumers. Staff are familiar with consumers’ specific spiritual beliefs and cultural backgrounds, describing how they these aspects are considered to support their needs.  
Consumers feel the service and staff know them well and provide care suitable to their condition, needs and preferences. Care plans include relevant information relating to consumers, with staff stating they refer to care plans regularly to ensure they are providing appropriate care. Staff said they converse with consumers and their family and friends to get to know consumers better and share this information with other staff. Information relating to consumers’ care and service needs is also communicated to staff through email and handover processes. 
Consumers are satisfied with the meals, feel they have enough to eat and state they can eat whenever and wherever they want. Meals are prepared in line with a 4-week rotating menu which includes 2 choices for lunch and dinner with soup and dessert offered. Additional portions and alternative options are available, as required. A menu monitor has recently been appointed to assist in menu development in consultation with consumers to ensure their preferences are considered in future menu planning.  
Equipment provided is safe, suitable, clean and well maintained. Staff described their roles and responsibilities for cleaning and maintaining equipment, including how to report maintenance requests.  
Based on the Assessment Team’s report, I find all requirements in Standard 4 Services and supports for daily living compliant. 


Standard 5
	Organisation’s service environment
	

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

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

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


Findings
Consumers and representatives feel the service environment is welcoming, easy for consumers to get around and gives them a sense of belonging and the ability to interact with others. The service is comprised of multiple wings, each containing at least 2 communal areas, garden courtyards, a dining and kitchen area. All wings are decorated with artwork, furniture in communal areas is arranged to enable social interaction, and there is a large activity room located centrally to enable access to all consumers. Outdoor areas are accessible to all wings and include seating and a vegetable garden. 
The service environment is clean, safe, well maintained and comfortable and consumers can move freely indoors and outdoors. Furniture, fittings and equipment are safe, clean and well maintained, and consumers are supplied with equipment and furniture to suit their needs. A maintenance and servicing regime supported by suppliers ensures equipment, furniture and fittings remain safe and fit for purpose. Care staff described their roles and responsibilities for cleaning certain aspects of the environment, and for reporting maintenance or repair issues. 
Based on the Assessment Team’s report, I find all requirements in Standard 5 Organisation’s service environment compliant. 


Standard 6
	Feedback and complaints
	

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

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

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

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


Findings
The Quality Standard is compliant as all 4 requirements are compliant. The Assessment Team recommended requirements (3)(a) and (3)(b) not met. 
Requirement (3)(a) Five consumers are unaware of formal complaints mechanisms, including feedback and complaints forms, meeting forums, and who to report concerns to. One consumer said they would like to express dissatisfaction with some issues, but feels they have ‘no voice’. A complaints box and feedback forms are not visible or accessible to the majority of consumers. Signage, posters or other materials promoting or encouraging consumers or others to provide feedback or complaints was not observed. Other than issues arising during resident/relative meetings, related minutes do not evidence discussion of complaints or feedback. Other than the availability of a complaints box and staff trained to support consumers to make complaints, management are unable to describe how consumers and others are supported and encouraged to make complaints.
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. While I acknowledge feedback provided by 5 consumers/representatives, I do not consider this indicates systemic issues with the overall feedback and complaints system as it relates to consumers and others being encouraged and supported to provide feedback and make complaints. Thirty other consumers and representatives also provided feedback to the Assessment Team during the site audit. I have also considered evidence in other Standards and requirements indicating the service supports a culture where consumers are encouraged and supported to provide feedback and complaints. Evidence noted in requirement (3)(a) of Standard 8 in the Assessment Team’s report indicates consumers stated they can provide feedback about how care and services are provided to them, including meal services, supports for daily living, equipment they need, the service environment, activities they would like to have available to them and the workforce. Consumers also said they will raise issues with staff members. I have considered consumers’ awareness of and access to information relating to methods for raising and resolving complaints in my finding for requirement (3)(b) of this Standard. 
Requirement (3)(b) Six consumers/representatives are not aware of advocacy services or other methods for raising complaints. While staff interviewed said they would engage a language or advocacy service if required, they could not find information at the service relating to these avenues. There are no brochures or other materials available relating to language or advocacy services or alternative methods for raising complaints. Management said there are currently no consumers who require language services and would look into it if the need arises. They could not describe how they would engage a language service or provide the name of an advocacy service they promote to consumers. Management said there is limited accessibility to advocacy services due to the service’s remote location.
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. In coming to my finding, I have placed weight on the provider’s response which includes photographs showing new posters displayed in the service for advocacy, interpreting and translation services and external complaints avenues. A step by step guide for accessing translating services is also available and displayed. Additional feedback boxes have been installed in each wing of the service, along with feedback forms, improving accessibility for consumers and others. The provider’s response also includes meeting minutes for a resident/relative meeting forum in March 2024 where an external advocacy service representative was a guest speaker, however, the provider notes 3 of the 5 consumers highlighted in the Assessment Team’s report were not in attendance. Commentary in the provider’s response indicates information relating to translation services and complaints processes will be discussed at an upcoming resident/relative meetings and feature in the January 2025 newsletter. The provider states staff will also be informed and trained on these initiatives.    
In relation to requirements (3)(c) and (3)(d), where complaints are made, consumers and representatives said, and documentation shows appropriate action is taken in response and open disclosure is applied when things go wrong. However, it is noted that open disclosure is not consistently applied to all complaints. Feedback and complaints data is reviewed and used to improve the quality of care and services, and consumers and representatives said they have noticed improvements in recent times resulting from complaints raised, including in relation to food. 
Based on the Assessment Team’s report and provider’s response, I find all requirements in Standard 6 Feedback and complaints compliant.  


Standard 7
	Human resources
	

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

	Requirement 7(3)(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.
	Not Compliant


Findings
The Quality Standard is non-compliant as one of the 5 requirements is non-compliant. The Assessment Team recommended requirements (3)(a) and (3)(e) not met. 
Requirement (3)(a) Several positions are vacant, including clinical leadership, registered staff, allied health staff, and a training officer. The quality manager has been on leave, and while some related duties have been reassigned to other staff in the interim, clinical leaders are impacted by time constraints in meeting the responsibilities of their roles. An infection prevention control lead is not in place with management stating they have been unable to fill this role. The workforce is planned for 2 physiotherapy assistants, however, one role is vacant, and the other position is currently undertaking personal care work to cover unfilled shifts. Four representatives, including of consumers who reside in the memory support area, said there are often not enough staff to care for consumers, staff cannot be located, consumers are not always actively engaged, and consumers wait for meal assistance. A staff member and a representative said they were upset on one occasion where staff shortages resulted in a delay in continence care and meal assistance for the consumer. Staff interviewed said it can be challenging to meet consumers’ needs at times, due to staff absences and during outbreaks. 
The provider’s response states recruitment challenges have been further compounded by several staffing changes. The provider states responsibilities associated with senior staff roles have been delegated to ensure continuity, which has presented some operational challenges.
I have come to a different finding to that of the Assessment Team’s recommendation of not met and find this requirement compliant. While there are currently a number of vacant senior positions, I consider these vacancies have not impacted the ability of staff to provide the care and services consumers require. I acknowledge feedback provided by 4 representatives relating to staffing, however, the Assessment Team’s report does not provide context as to the extent of the issues raised, how frequently these are occurring, or if these instances are current or historical. Considering a total of 35 consumers and representatives and 13 staff from various disciplines were interviewed during the site audit, the evidence presented does not suggest systemic issues related to staffing and the provision of care and services to consumers. I do, however, consider the vacancies in senior positions has impacted monitoring and review of staff practices, and have considered this further in my finding for requirement (3)(e) in this Standard. I have also considered staff vacancies in my finding for requirement (3)(c) in Standard 8, specifically workforce governance.     
Requirement (3)(e) Management described ways staff performance is monitored, including direct observation of staff practice by clinical management and team leaders. However, a clinical management position remains vacant, and the current clinical manager is taking on some other manager duties, impacting their capacity to monitor staff practices. Management said they do their best to address staff performance deficits in areas of clinical practice in meetings and provide toolbox education during handover, however, have not had time to conduct regular meetings and toolbox education said to be conducted is not documented. Approximately 60 of 158 annual staff appraisals are overdue, and staff interviewed could not recall having a staff appraisal. 
The provider’s response states the majority of the 60 of 158 staff (who do not have a current appraisal) are contracted workers and assessments are completed by the contracting company. The provider states they are working through appraisals as time allows. 
I acknowledge the provider’s response and staffing challenges the service is experiencing at this time. However, I find ongoing monitoring of the performance of each member of the workforce is not occurring. In coming to my finding, I have considered the intent of the requirement which expects the performance of all members of the workforce to be regularly evaluated to identify, plan and support any training and development they need. While I acknowledge most staff are contracted, 60 of 158 annual staff appraisals are overdue, and staff cannot recall completing an appraisal process. Regular meetings and toolbox education used to address staff performance deficits have not been conducted. I have also considered ongoing monitoring, review and evaluation of staff performance is not occurring as deficits in staff practices highlighted in Standards 2 and 3 are either ongoing or have not been identified by the service’s own monitoring processes. 
I acknowledge actions outlined on the PCI to address the deficits identified. However, the planned completion date for the actions identified is noted as December 2025. The PCI or provider’s response do not outline how appraisals will be prioritised or how many have been completed. I would encourage the provider to review the planned actions and timeframe for completion. 
For the reasons detailed above, I find requirement (3)(e) non-compliant. 
In relation to all other requirements, consumers and representatives said staff are kind, caring and respectful of consumers’ identity, culture, and diversity. Staff interviewed described the importance of providing kind, caring and respectful care and services to all consumers, and practical examples of how they achieve this. 
Consumers and representatives said staff who care for consumers are competent, knowledgeable and qualified. The service engages staff who have the appropriate qualifications and skills for the job, including professional registrations and certifications. Police clearances are required by the service prior to commencement of employment, with processes in place to monitor currency. Related documentation shows staff are up to date with competencies required for their roles. 
Consumers and representatives consider staff to be skilled and well trained and are confident in their ability to provide consumers with a good standard of care and services. Staff position descriptions and contracts of employment outline roles and responsibilities, and staff are required to complete a range of mandatory training topics, with records showing staff are up to date with these requirements. Staff said they received support during onboarding, including adequate information about consumers' needs, and buddy shifts which helped them understand service processes and how to care for consumers. 
Based on the Assessment Team’s report and provider’s response, I find requirements (3)(a), (3)(b), (3)(c) and (3)(d) in Standard 7 Human resources compliant. 


Standard 8
	Organisational governance
	

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

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

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Not Compliant

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

	Requirement 8(3)(e)
	Where clinical care is provided—a clinical governance framework, including but not limited to the following:
(i) antimicrobial stewardship;
(ii) minimising the use of restraint;
(iii) open disclosure.
	Not Compliant


Findings
The Quality Standard is non-compliant as 3 of the 5 requirements are non-compliant. The Assessment Team recommended requirements (3)(c), (3)(d) and (3)(e) not met. 
Requirement (3)(c) Governance systems relating to information management, continuous improvement and workforce governance are not effective. Many policies and procedures related to delivery of best practice clinical care and risk and incident management are out of date, and some do not reflect current staff practices. The version of the electronic care management system is outdated and does not enable ease of recording, access of information, and monitoring of consumer care. A number of improvements outlined in the PCI, including those relating to deficits identified at the assessment contact in October 2023, have not been actioned due to time constraints, and have been rescheduled for the new year, including up to June 2025. Some improvements directly relate to ongoing deficits identified at the site audit. The PCI does not include how improvements might be achieved and evaluated for effectiveness. There are currently a number of vacant or unfilled staff positions, and an infection prevention control lead is not in place, with management stating they have been unable to fill this role. Additionally, the performance of all the workforce is not being monitored to ensure staff are performing at the standard required of the Quality Standards. 
The provider’s response states clinical management will meet each week, commencing in February 2025, to update clinical policies and procedures. The provider acknowledges the requirement for nursing staff to consistently update vital information for each consumer as details arise has not been consistently followed nor updated information referred to. The provider plans to implement a handover feature on the electronic system once the IT system is upgraded. 
I acknowledge the provider’s response. Based on the evidence presented, including across other Standards, effective governance systems relating to financial, regulatory compliance and feedback and complaints has been demonstrated. However, I find effective organisational governance systems, specifically information management, continuous improvement and workforce have not been demonstrated. Policies and procedures to guide staff in provision of care and services are outdated and not reflective of current practices, including in relation to areas of clinical care and assessment and planning which have been found deficient. I have also considered the electronic care system is outdated resulting in inconsistencies in consumer care planning, including completion of assessments. Actions included on the PCI relating to non-compliance identified with requirements 2(3)(a), 3(3)(b) and 8(3)(e) in October 2023 have not been sufficiently embedded or monitored for effectiveness, with similar issues identified. I have also considered the findings of non-compliance in relation to 10 requirements across 4 Standards indicates deficiencies with governance processes associated with continuous improvement.
While I acknowledge responsibilities of some senior positions have been delegated to ensure continuity, I find the organisation’s processes have not ensured the workforce is sufficient or supported to deliver safe and quality care and services to consumers. Deficits highlighted in Standards 2 and 3 indicate processes to monitor and review the performance of each member of the workforce have not been effective. Additionally, an infection prevention control lead is not in place to ensure compliance with infection prevention and control requirements. The provider’s response indicates 2 permanent registered nurses, who will be onboarded in February 2025, are expected to take on designated portfolios, and infection prevention and control training will be offered and provided to support the advancement of this initiative.
For the reasons detailed above, I find requirement (3)(c) non-compliant. 
Requirement (3)(d) Risk management systems and practices relating to high impact or high prevalence risks and managing and preventing incidents are not effective. For 6 consumers, risks relating to wounds, pressure injuries, nutrition and hydration, clinical deterioration, behaviours and use of clinical restraint have not been effectively identified or mitigated. Management do not have clear oversight of the management of risks related to these consumers, clinical meetings are not consistently conducted to identify high risk consumers and ensure effective mitigation strategies are in place, and monitoring of staff is impacted due to staff shortages. Incidents over a 3 month period relating to high impact high or prevalence risks, and the PCI shows ongoing issues with resolving and closing incidents. There are approximately 40 unresolved incidents high impact or high prevalence risk areas. Incidents have not been fully completed or in line with policy, including strategies to mitigate further risks, evaluation of effectiveness of strategies, review by a GP, and open disclosure with consumers and representatives. While clinical incident data is collected across high impact high prevalence risk areas and reported on monthly, the data is not analysed to determine all contributing factors, identify trends, potential systemic issues, or to enable identification and actioning of service improvements. Management said they will continue to try and reduce the numbers of unresolved incidents, however, do not have a current action plan for how this might be achieved.
The provider’s response includes a timeline from March 2024 to January 2025 to demonstrate how the backlog of clinical incidents has been addressed. The timeline indicates that as of January 2025, 8 incidents require closing out. Clinical management will commence reviewing policies and procedures in February 2025. The provider states while not consistently closed in the electronic system, clinical incidents are analysed as they arise, and actions and interventions are implemented promptly. Efforts are underway to improve the timeliness of closing out incidents, and ensure incidents are reviewed and corresponding documentation in the electronic system is updated to reflect outcomes. Additionally, with the addition of new permanent nursing staff, introduction of an incident management portfolio is planned which will ensure timely resolution and closure of incident forms. 
I acknowledge the provider’s response. However, I find risk management systems and processes relating to high impact or high prevalence risks and managing and preventing incidents are not effective. In coming to my finding, I have placed weight on evidence brought forward by the Assessment Team indicating the organisation does not have clear oversight of high impact or high prevalence consumer risks. There is no evidence to demonstrate processes to collectively monitor high impact or high prevalence consumer risks and ensure effective mitigation strategies are in place. I acknowledge actions taken by the provider to address outstanding incident reports. However, while clinical incident data is collected and reported monthly, there is no evidence to demonstrate the data is analysed to identify trends, contributing factors or potential systemic issues. I find this does not ensure the organisation has effective oversight of emerging trends, or that opportunities to improve the quality of care and services are identified to prevent similar incidents from occurring.  
For the reasons detailed above, I find requirement (3)(d) non-compliant. 
Requirement (3)(e) was found non-compliant following an assessment contact undertaken in October 2023, specifically relating to minimising use of restraint and open disclosure. In response, the provider identified a range of improvement actions, including, but not limited to, updating the psychotropic medication register; commencement of an audit program as a tool to identify gaps; and updating policies and procedures to reflect current practices. Completion of improvement actions has been extended to January to June 2025. 
At the site audit, the Assessment Team identified deficits relating to the clinical governance framework, specifically minimising use of restraint and open disclosure. A range of policies and procedures that form part of the clinical governance framework have not been reviewed and do not consistently reflect current staff clinical practice, including incident management, infection prevention and control and antimicrobial stewardship. 
Two consumers administered psychotropic medication to modify behaviour do not have effective non-pharmacological strategies in place. Neither consumer has been referred in a timely manner to specialist services for assistance with personalised management strategies to minimise use of the medication. Two consumers administered psychotropic medication have not been recognised as being subject to chemical restraint. Restraint authorisations and behaviour support plans are not in place to assist with minimising use of chemical restraint. Records show one consumer was admitted on psychotropic medication for treatment of delirium if/when the consumer develops urinary tract infections (UTI). The consumer has not had a UTI for at least 12 months, however, remains on the medication as a precautionary measure. While the medication has been considered as a chemical restraint the MO has declined to sign an informed consent authorisation, as they do not consider the medication a chemical restraint. 
While staff are familiar with open disclosure processes and a policy is available to guide related staff practice, several of the approximately 43 open/unresolved incidents do not evidence use of open disclosure with consumers or their representatives in response to adverse events. Two representatives said they were not always kept informed following incidents. 
The provider’s response shows the psychotropic medication register has been updated to reflect medications prescribed for 2 consumers as being used as a restraint. The provider states they will present medication review to the GP every 3 months. In relation to the consumer prescribed a psychotropic for delirium/UTI, actions will be taken to ensure there is valid informed consent regarding the medication and the provider will liaise with the GP. The provider acknowledges processes implemented to address open disclosure following the last assessment contact are not consistently occurring and will implement actions to address this. 
I acknowledge the provider’s response. However, I find the clinical governance framework is not effective, including in relation to minimising use of restraint. In coming to my finding, I have considered the performance of the workforce has not been effectively monitored to ensure quality care and service delivery to consumers is maintained, good clinical results achieved, and improvement opportunities identified. Policies and procedures to guide staff in provision of clinical care are out of date, not consistently reflective of current practice or followed by staff. Additionally, staff said they are not aware of any guidance available to them or of service policies to manage clinical issues, including unplanned weight loss and frequency of monitoring neurological observations. I have also considered 2 requirements in Standard 2 and 4 of 7 requirements in Standard 3 have been found non-compliant with the evidence presented in these requirements indicating the organisation’s clinical governance framework is not effective.
In relation to minimising use of restrictive practices, all consumers subject to restrictive practices, specifically chemical restraint, have not been identified, appropriate consents, authorisations, management and monitoring strategies implemented, or medications reviewed. This has not ensured restrictive practices are identified or managed in accordance with legislative requirements or opportunities to minimise use of restrictive practices identified or actioned. 
I have, however, considered the evidence presented does not indicate systemic issues relating to the use of open disclosure. As noted in requirement (3)(d), the Assessment Team indicate open disclosure is practiced when things go wrong, which was evidence in email responses to recent complaints. While it is noted that open disclosure is not consistently applied to all complaints, no further context is provided. The provider’s response includes supporting documentation to demonstrate the application of open disclosure, including following incidents. 
For the reasons detailed above, I find requirement (3)(e) non-compliant. 
In relation to requirements (3)(c), (3)(d) and (3)(e), I acknowledge actions outlined on the PCI to address the deficits identified. Planned completion dates for actions range from March to July 2025. As such, time will be required to implement, establish and review efficacy of the planned actions, as well as staff competency and improved consumer outcomes in relation to these requirements.
In relation to requirements (3)(a) and (3)(b), consumers feel encouraged and supported in the development, delivery and evaluation of care and services through meeting forums, surveys, focus groups and providing feedback to staff. Management described how information gathered through these mechanisms is used to drive service improvements. 
The organisation is governed by a board supported by a range of sub-committees. The board are provided relevant information to ensure awareness, oversight and accountability for care and services, including in relation to serious incidents, clinical incidents, significant feedback and complaints, human resources and financial matters. Board members have the capacity to interrogate the information provided and request further information to enable them to satisfy themselves, safe, quality care and service are provided. 
Based on the Assessment Team’s report, I find requirements (3)(a) and (3)(b) in Standard 8 Organisational governance compliant. 
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