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This performance report
This performance report for Forest Lake Lodge (the service) has been prepared by Ben Johnston, 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 assessments and monitoring assessments) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with consumers, representatives, staff, management, and others; and
· The provider’s response to the Assessment Team’s report received 26 August 2025 which includes commentary and supporting information relating to deficits identified in the Assessment Team’s report, as well as a plan for continuous improvement. 

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

	Standard 3 Personal care and clinical care
	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 2(3)(a)
The provider ensures:
1. assessments are undertaken to identify risks to consumers’ health and wellbeing; and information gathered through assessments is used to develop appropriate management strategies, in line with consumers’ current care needs and preferences, to enable staff to provide safe, quality care and services.
Standard 2 requirement 2(3)(e)
The provider ensures:
1. Consumer’s 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.
Standard 3 requirements 3(3)(a) 
The provider ensures:
1. consumers are provided best practice, tailored clinical care which optimises their health and wellbeing and is in line with their assessed needs and preferences, including, but not limited to, monitoring of blood pressure, blood glucose levels and fluid intake; behaviour support; and chemical restrictive practices; and    

Standard 3 requirements 3(3)(e)
The provider ensures:
1. 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.
Other relevant matters: 
In addition to the performance assessment of Requirements 2(3)a), 2(3)(e), 3(3)(a) and 3(3)(e), the Assessment Team identified and assessed six issues of concern. While the matters did not fall squarely within the scope of the Requirements under direct assessment for this assessment contact, their nature and frequency were material to the Commission’s broader regulatory functions. The six issues of concern are as follows: 

Issue 1: Clinical and care information systems and processes are not current and do not reflect accurate information to inform care delivery. As a result, staff do not have a shared understanding of consumer’s needs and preferences.

Issue 2: Consumer’s failed to receive personal and clinical care that was tailored to their needs and optimised their health and well-being.

Issue 3: There are concerns relating to the management of consumers who are deteriorating or who experience a change in their condition.

Issue 4: There are concerns the service has failed to effectively minimise infection related risks.

Issue 5: The workforce has not been managed to support the delivery of safe, quality care and services.

Issue 6: Ineffective risk management processes.
The identification of concerns outside the immediate scope of the assessed Requirements does not preclude the Commission’s responsibility to ensure risks to consumers are monitored and addressed. These matters will not form part of the present non-compliance decision but will be subject to ongoing regulatory oversight. The Commission will therefore adopt a longitudinal regulatory approach to address the identified concerns. This approach will involve engagement with the provider, regular reviews of progress and the imposition of proportionate monitoring activities until such time the concerns are demonstrably ameliorated and the risk profile is reduced to an acceptable level. 

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)(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 requirements assessed are non-compliant.
Requirement 2(3)(a) - The Assessment Team found assessment and planning did not consider risks to consumers’ health and wellbeing, including in relation to use of psychotropic medications and palliative care and end of life planning. The Assessment Team recommended requirement 2(3)(a) not met and provided the following information gathered through interviews and document review. 
Deficits were identified in assessment and planning in pain, medication self-administration, behaviour support and restrictive practices for consumers with changed behaviours. For one consumer, the care and behaviour support (BSP) plan did not include risks associated with a diagnosis of dementia with aggression to guide staff in supporting the consumer. Another consumer’s BSP lacked sufficient detail to guide and inform the appropriate use chemical restraint in response to changed behaviours. Another consumer’s BSP lacked sufficient assessment and planning to identify the risks and benefits of mechanical restraint. Furthermore, a consumer’s BSP lacked evidence of a sensible best practice assessment for the use of environmental restraint. The restrictive practices assessment and authorisation does not show comprehensive assessment to support use of chemical, mechanical and environmental restraint. 
Assessment and planning do not consider the emotional support for one consumer in relation to his wife’s ongoing refusal of care and clinical deterioration. Assessment and planning do not demonstrate relevant information has been evaluated to understand the consumer’s needs. Additionally, the same consumer’s palliative care and end of life planning assessments were not included in care planning to inform and guide staff in the delivery of safe and effective care. 
To inform my decision, I have also considered the collateral evidence brought forward in 3(3)(a) and 3(3)(e) by the Assessment Team. Specifically, management have not considered how assessment and planning of mechanical, chemical and environmental restrictive practices used for some consumers impacts on safe delivery of care. A consumer’s BSP does not identify any assessment to rationalise the confining of a consumer to a confined space using mechanical devices, for hours of the day and without the ability to voluntarily leave. For other consumers subject to restrictive practices, behaviours charts and progress notes do not consistently note the time of the behaviour, or personalised behaviour support interventions described by staff.
The provider, in their response, acknowledged the deficiencies in assessment and planning. I acknowledge the action plan to drive quality improvements in relation to the identified deficiencies such as implementing validated assessment tools and improving oversight strategies for assessment and planning of self-medication administration. The provider acknowledged deficits relating to assessment and planning of restrictive practice consent processes, and the need for these to be further strengthened.
The Plan for Continuous Improvement (PCI) under requirement 2(3)(a) includes actions to:
· Ensure BSPs are updated and tailored
· Add detailed restrictive practice guidance to BSPs
· Ensure a quarterly audit of assessment completeness and restrictive practice documentation.
· Ensure staff receive training 
Other actions implemented include collecting life stories and behavioural insights, including through engagement of families and integrating these into BSPs; auditing current BSPs to identify gaps in personalisation and relevance; and prioritising consumers with complex behaviours or recent related incidents for immediate review. Staff have recently attended a training session encompassing restrictive practices, psychotropic medication management, and care needs and assessment, however, there is insufficient evidence in the provider’s response to substantiate the training has been completed.
I acknowledge the totality of the provider’s response. However, I find assessment and planning processes do not sufficiently inform the delivery of safe and effective care and services or consider risk. In coming to my finding, I have placed weight on the Assessment Team’s report. For example, for consumer’s highlighted, care plans and other related care documentation do not include correct, sufficient, or tailored information to guide staff in the provision of consumers’ care. For two consumers, there was insufficient or inconsistent information in monitoring charts, directives and care planning. Personalised strategies described by staff are not reflected on behaviour charting or progress notes to enable identification and inclusion in the BSP to guide all staff in the management of a consumer’s behaviours. I have also considered management and staff have not demonstrated a shared understanding of their legislative responsibilities in relation assessment and planning for use of chemical, mechanical and environmental restrictive practices, including undertaking discussions relating to risks and consent for improvised restraint. As highlighted in requirement 3(3)(a), use of an improvised form of seclusion was identified by the Assessment Team, therefore, related assessment and planning processes have not been undertaken to identify those consumers impacted. 
I acknowledge a BSP, included in the provider’s response, outlines behaviours, triggers, outcomes and best practice strategies to support a consumer, aligned with their diagnoses. 
In reaching this decision, I have undertaken a comprehensive evaluation of all evidence presented for consideration. I have applied a weight-of-evidence approach, giving due regard to the probative value, reliability and relevance of each source of material. This evaluative process has informed and substantiated the regulatory decision herein. I acknowledge actions taken by the provider to address deficits identified for consumers highlighted in the Assessment Team’s report. 
However, the issues have not been identified by the organisation’s own processes. Although the plan for continuous improvement (PCI) contains tangible planned actions specific to this requirement, the service has taken a reactionary approach and has therefore not had time to embed new systems and processes. I have considered whether it is more probable than not, based on the totality of evidence available, that the provider has not demonstrated compliance with Requirement 2(3)(a). I have placed weight on the reliability, cogency and probative value of all evidence before me and I am satisfied that the threshold has been met to support a finding on non-compliance.
For the reasons detailed above, I find requirement 2(3)(a) non-compliant. 
Requirement 2(3)(e) – At the Assessment Contact 29 - 31 July 2025 the Assessment Team found care plans were not consistently updated to reflect changes to consumer’s care and some reviews are not undertaken when indicated. The Assessment Team recommended requirement 2(3)(e) not met and provided the following collateral collected through interviews and document reviews.
The electronic clinical management system evidenced ninety-five assessments and forty-nine care plans were overdue for review. Although some periodic review of care plans were undertaken, there was evidence of an absence of corresponding consumer reassessments. The identified deficiency in conducting timely reassessments resulted in care plans not being updated to reflect changes in the consumer’s condition, needs or goals. One consumer who experienced a fall did not have their care plan reviewed or evaluated to ensure care aligned with changes in circumstances. Recommendations from a Dietitian were not documented in one consumer’s care plan to inform and guide staff. Another consumer’s insulin therapy and subsequent changes were not reflected in the diabetic management plan to inform and guide staff. One consumer required an emotional health and well-being review, a palliative care review and daily living review, however, the service was unable to demonstrate assessments were completed and reviewed to align with their change in circumstances. Another consumer left the service on three occasions unaccompanied and their care plan was not reviewed or updated to reflect the risk or strategies implemented to effectively ensure the risk to the consumer was mitigated.
In the provider’s response, I acknowledge one consumer was noted to be in clinical decline requiring end of life and palliative care support. Although, the Assessment Team found no evidence to substantiate the provider reviewed the consumer’s care plan, the evidence brought forward by the Provider does demonstrate assessments were reviewed and palliative care pathways were updated specific to this consumer. 
Further to the provider’s response, I have placed weight on managements acknowledgement of the identified departures from Requirement 2(3)(e) in care plan reviews for diabetic management plans, falls, emotional well-being and some palliative care pathways. Additionally, it is not entirely clear in the provider’s response what evidence was brought forward to address the root cause of the consumer who leaves the service unaccompanied. Therefore, I am not satisfied the genesis of risk is mitigated. I have further considered the weight of evidence provided in the Assessment Team report and the actions taken by the provider to address departures in reviewing care plans for effectiveness. I accept the evidence demonstrates care plans have been reviewed since the Assessment Contact 29 - 31 July 2025 to align with the consumer’s needs, goals and circumstances. However, I remain concerned the issues were not identified by the organisations own processes, thereby raising questions as to the consistency, reliability and adequacy of its application. 
In reaching this decision, I have undertaken a comprehensive evaluation of all evidence presented for consideration. I have applied a weight-of-evidence approach, giving due regard to the probative value, reliability and relevance of each source of material. This evaluative process has informed and substantiated the regulatory decision herein. I am not satisfied the provider has a sufficient understanding of their obligations under requirement 2(3)(e) to regularly review care and services for effectiveness. Although the plan for continuous improvement (PCI) contains tangible planned actions specific to this requirement, the provider has adopted a reactive rather than proactive approach to the management of care planning review.
I acknowledge the evidence by the provider that time and resources have been allocated to remediate the risks in the Assessment Team report. However, I am not satisfied there is sufficient evidence time and resources have been allocated to sufficiently embed robust systems and processes; to ensure care plans are consistently subject to regular review and revision, in response to changes in consumer’s conditions or circumstances. I have considered whether it is more probable than not, based on the totality of evidence available, that the provider has not demonstrated compliance with Requirement 2(3)(e). I have placed weight on the reliability, cogency and probative value of all evidence before me and I am satisfied that the threshold has been met to support a finding on non-compliance.
For the reasons detailed above, I find requirement 2(3)(e) non-compliant. 


Standard 3
	Personal care and clinical care
	

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

	Requirement 3(3)(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


Findings
The Quality Standard is non-compliant as 2 requirements assessed are non-compliant.
Requirement 3(3)(a) - was found non-compliant following a site audit conducted on 30 January 2025, with the related performance report dated 27 February 2025,  finding consumers did not receive safe and effective clinical care that was best practice, tailored and optimised their health and wellbeing, specifically in relation to restrictive practices, behaviour support, diabetic management, falls management, pressure injury prevention, pain, weight loss, dysphagia and complex care. The Assessment Team’s report did include improvement actions the provider had implemented in response to the non-compliance specific to this requirement. However, the Assessment Team report provided evidence the deficiencies were only addressed at a point in time and did not demonstrate controls were in implemented to continuously mitigate the risk from departures in expected clinical best practice. 
At the assessment contact in July 2025, the Assessment Team found personal and clinical care that is best practice, tailored and optimises consumers’ health and wellbeing, particularly in relation to restrictive practices and behaviour support, is not consistently provided. The Assessment Team report recommended requirement 3(3)(a) not met and provided the following information gathered through interviews and document review. 
BSPs do not include a life story and lack personal specific information and strategies. BSPs highlighted for two consumers do not include individual preferences, likes and interests, activities or music that could be used to support management of behaviours. While one staff member described specific information regarding consumer preferences, likes and dislikes, other staff could not describe this information, nor strategies they would implement for consumers experiencing changed behaviours.
The service was unable to demonstrate expected clinical best practice of diabetes management. Although the Assessment Team report acknowledged actions in the PCI to address this previous non-compliance, evidence via an internal audit revealed not all consumers with diabetes are effectively managed. The audit identified eleven consumers with ineffective blood glucose monitoring. In the provider’s response, I acknowledge the evidence one consumer who self-administers insulin had sufficient risk assessments undertaken to ensure effective administration of insulin and monitoring of blood glucose levels. In addition, the provider acknowledges the departures from expected clinical best practice and hired a consultant to address the issues. However, the provider acknowledges this did not mitigate the risk and further training from an educator was implemented. I acknowledge the purpose of the provider’s statement is to reassure the Commission there is downward pressure on this deficiency, however, there is insufficient evidence brought forward by the provider to substantiate the risk has been ameliorated for the remaining consumers. 
One consumer experienced seven falls and the service did not demonstrate the consumer received expected clinical best practice post fall management. Neurological and vital sign observations were missing from documentation and did not align with organisational policy. The service was unable to demonstrate how to manage the consumer’s neurological and vital sign observations when the consumer was asleep or declined care post fall. I acknowledge the providers response that a risk assessment was completed and pages from neurological and vital sign observations were missing but were subsequently found. However, there is insufficient evidence brought forward by the provider, to substantiate neurological and vital sign observations were undertaken in accordance with organisational policy or best practice guidelines. 
The service was unable to demonstrate one consumer was receiving regular daily pain assessments as per best practice pain management guidelines. The evidence brought forward in the Assessment Team report did not demonstrate the service completed four hourly pain assessments. However, in the providers response, there is sufficient evidence to support pain assessments are occurring four times per day. In response, the provider has further increased the pain assessments to eight times per day. However, evidence brought forward in the Assessment Team report demonstrated the service was not using a validated assessment tool where a verbal pain assessment was undertaken. In the providers response, they acknowledge they are still embedding a process for consistent pain management in relation to validated assessment tools. The provider acknowledged throughout July 2025 only 39% of the 221 assessments were completed using a validated pain assessment tool. I acknowledge the deficiency in timely identification of pain has been partly understood by the provider and further consideration to address the implementation of validated assessment tools is still ongoing. 
The service was unable to demonstrate effective clinical best practice management of unplanned weight loss. Staff were unaware one consumer had been reviewed by the dietitian and clinical management were unaware of the recommendations to support the consumer. Progress notes evidenced staff recorded 350mls of fluid was consumed over a 24 hour period and other clinical documentation evidenced the consumer only received 200-250mls of fluid per day. In the providers response, management acknowledged the maladministration of documenting dietitian recommendations and the departure from best practice of fluid charting. 
Moreover, the Assessment Team report identified the same consumer did not receive their soft and bite sized diet profile, despite the consumer living with dysphagia. The consumer was observed to be given meat balls after the consumer refused to eat a pureed meal. The report also brought forward observational evidence the consumer was not given any meal after she requested to go to the toilet. In the providers response, management acknowledge the consumer was given a meal that was not soft and bite sized. Notably, the provider’s response did not acknowledge the near miss choking incident, which was serendipitously avoided by the consumer’s request to go to the toilet. Although, the provider also acknowledges staff did not offer the consumer a meal or snack despite being given incorrect meals, the provider stopped short in acknowledging how this impacts the consumer’s unplanned weight loss. Furthermore, the provider did not provide sufficient evidence in their response to specifically address lack of reporting to the serious incident response scheme, incorrect diet profile, near-miss risk of choking, weight loss and hunger the consumer experienced or potentially experienced. I acknowledge the actions in the PCI to implement tray cards to inform care staff of diet profiles and a planned investigation into the incident.
Overall, care staff and management were unable to demonstrate behaviour support plans and restrictive practice assessments inform the delivery of best practice care. Staff and management were unable to demonstrate awareness or shared understanding of restrictive practices, nor evidence an understanding of legislated requirements for restrictive practice use. Staff were unable to demonstrate monitoring of the use of restraint and the documentation to support the use of the restraint as a last resort. Observational evidence brought forward in the Assessment Team report, evidenced one consumer was consistently led and directed by care staff to a single chair in a room, where staff directed the consumer to sit. Staff were subsequently observed building a wall around the consumer using other chairs. After observing the completed construction of the chair walls, the consumer was observed to be sitting in a confined space with no physical room to walk. The consumer was observed to be unable to voluntarily exit the confined space due to the improvised wall constructed from chairs. The consumer was observed to be the only consumer confined within the space created by the chair walls. The consumer was observed to only have the ability to sit and stand. Staff interviews substantiated this restraint was being used as first line treatment and was implemented to influence the consumer’s behaviour. 
In the providers response, management confirmed the consumer is confined to a physical space with a ‘barrier constructed of chairs to protect other consumers and prevent falls.’ The Assessment Team report provided evidence to support this is a potential form of improvised seclusion due to the lack of evidence of risk assessments or consideration of the appropriate use of a restraint. Additionally, in the providers response, management did not agree this was an improvised form of seclusion. However, there is insufficient evidence brought forward in the providers response to substantiate the consumer was not subject to an improvised form of seclusion. For example, there is insufficient documented evidence to substantiate the consumer was not left alone in the confined space at any hour of the day, the consumer was able to voluntarily exit the confined space, the consumer was not prevented by chair walls from leaving the confined space and the purpose of the restraint was not to influence behaviour. In their response, the provider does not provide sufficient evidence of an evidence-based risk assessment to rationalise the use of a restraint which carries the potential for serious health risks associated with a person being confined to a seat in a small space for hours of the day. 
I have reviewed the assessments in the provider’s response and there is insufficient evidence of clinical consideration of high risk adverse health effects such as deep vein thrombosis and psychological distress potentially associated with this form of restraint. I acknowledge the provider has determined the restraint as mechanical, however, there is no evidence-based rationale in the providers reply to demonstrate how they have determined this to be a safe form of restraint, a justified form of restraint and why this type of restraint is preferred over alternative strategies. In addition, I also acknowledge an updated risk assessment for mechanical restraint in the providers response. However, the risk assessment does not fully describe the type and features of the mechanical restraint being implemented. For example, the risk assessment states mechanical restraint as ‘the use of a chair’ but the provider in their reply describes the mechanical restraint as a ‘chair arrangement and a barrier.’ Therefore, it is not clear to me if staff are being guided to use one chair or multiple chairs to create a ‘barrier’ to confine the consumer to a small space and prevent voluntary extrication. 
Furthermore, there is insufficient evidence in the providers response to substantiate this form of restraint met legislative requirements. The provider does acknowledge this deficit and is currently investigating this deficiency in their clinical management system. I acknowledge management have now stated they have ‘released’ the restraint, however, there is insufficient evidence brought forward by the provider, to substantiate this has occurred. On the balance of evidence, I have placed weight on the observations of the Assessment Team and the collateral provided in staff interviews. 
Notably, in the provider’s response, management have declared they are not reporting this to the serious incident response scheme as they disagree with the findings in the Assessment Team report. I am not satisfied the provider understands the potential risk imposed by the improvised nature of the restraint and potential for serious adverse health outcomes. The serious incident response scheme applies not only in circumstances where actual harm has occurred, but also where there is a potential for harm to a consumer. The threshold for reportability is not confined to incidents resulting in demonstrable harm, but extends to situations where the conduct, act or omission gives rise to a foreseeable risk of harm. My decision is therefore informed by the provider’s lack of evidence-based rationale and understanding of the obligations under the serious incident response scheme to address both realised and potential threats to consumer welfare.
Although behaviour charting was undertaken for most consumers, the documentation does not provide meaningful information to enable understanding of triggers, details of the behaviour and responses to the behaviour or outcomes. In the providers response, management acknowledged charts do not provide this level of detail, however, there is evidence this is documented in BSPs. I have reviewed the BSP provided as evidence and there is insufficient evidence of individualised information to guide staff. For example, triggers were ‘probable major depression’ and ‘pain’ and interventions are ‘reassurance from husband.’ I am not satisfied the BSP provides tailored, person specific strategies or contextualised interventions that would enable staff to respond to behavioural changes in a manner that is both clinically appropriate and rights based. In coming to my decision, the absence of individualisation within the BSP materially diminishes its utility as a guidance document for staff and creates risk that staff may default to restrictive or inappropriate responses. This does not align with best practice standards in behavioural support.
One consumer with a history of leaving the service unaccompanied was prescribed a tracking device without an investigation to determine the root cause of the incidents to prevent incidents from reoccurring. In the providers response, management stated an observational protocol has been clarified and the BSP updated to address ‘absconding and location tracking.’ I have reviewed the BSP and risk assessment provided as evidence to address the deficiencies. There is insufficient evidence of a risk assessment to address the risk of absconding and the BSP does not establish specific strategies to prevent the risk from reoccurring. For example, the antecedent is ‘confusion’ and the behaviour objective is ‘consumer to be settled in her environment.’ The notes section states ‘follow BSP, currently commenced hourly monitoring and provide GPS tracker for close monitoring.’ The evidence is unclear as to why the consumer is absconding, what strategies are in place to prevent absconding, how the service minimises the use of the tracking device, how the hourly monitoring is used to inform care delivery, who is responsible for undertaking the hourly monitoring, why is hourly monitoring being undertaken, who manages the tracking device, where is the tracking device located on the consumer, who has analysed the effectiveness of the tracking device and who is reviewing all the strategies for effectiveness? 
In coming to my decision, I acknowledge the care plan and BSP have been subsequently updated following the deficiencies identified by the Assessment Team report. However, the evidence does not sufficiently demonstrate the incidents have been thoroughly investigated. For example, the incident report provided as evidence, does not establish if a root cause analysis was completed. Although the document cited ‘pain’ and hygiene status’ may be contributory factors to behavioural distress, these elements considered in isolation do not constitute sufficient or comprehensive evidence to establish causality for absconding behaviours. The evidence in the incident report is unsupported by adequate behavioural assessment, functional analysis or corroborative documentation. Moreover, the absence of individualisation within the BSP materially diminishes its utility as a guidance document for staff and creates risk that staff may default to restrictive or inappropriate responses. This does not align with best practice standards in behavioural support.
In relation to wound care and pressure injury management, the service was unable to demonstrate expected clinical best practice interventions were implemented to prevent the development of pressure injuries to ensure early identification and timely management. The evidence brought forward in the Assessment Team report evidenced four consumers had developed pressure injuries and all had not been identified until they were a stage II. In the provider’s response, management stated a review of the ‘audit’ of pressure injuries found no consumers at the time of the audit were identified as stage II pressure injuries. I acknowledge the provider’s statement; however, the provider did not substantiate their response with documented evidence. 
In addition, the provider’s response acknowledged one consumer was identified with a stage II pressure injury and the care plan was subsequently updated with smart goals for improvement. The provider’s response stated an investigation will be completed. I acknowledge the updated wound management plan and care plan with goals for wound healing. However, I am not satisfied there was sufficient evidence skin integrity assessments were undertaken to determine the risk trajectory to pressure injury. It is unclear in the provider’s response if there is clinical oversight of skin assessments to identify and prevent pressure injuries. I acknowledge the provider’s procurement of pressure area care equipment and ongoing mentoring of care workers to improve techniques and schedules. I acknowledge pressure injuries have been added to the high impact high prevalence register to improve monitoring. I acknowledge the claim ‘trending of PI’s have been documented in fortnightly reports and are now below the industry benchmark.’ In coming to my decision, I have placed weight on the provider’s statements and the evidence brought forward in the Assessment Team report. I am not satisfied the provider has provided sufficient evidence to substantiate pressure injuries are included on the HIHP register, mentoring of care workers is occurring and how this is evaluated, pressure injuries are included in a fortnightly report, how the report informs clinical oversight and evidence the number of PI’s are below the industry benchmark.  
In relation to complex clinical care, the provider was unable to demonstrate fluid intake, hemodynamic monitoring (blood pressure) and medication management (warfarin) was managed according to expected clinical best practice principles. Fluid intake charting was inconsistently completed and prescribed medical fluid restrictions were not followed or understood by staff. The provider acknowledges these deficiencies in their response. 
In relation to withholding of a loop diuretic for one consumer, I am satisfied by the evidence in the provider’s response this was managed according to expected clinical best practice. 
In relation to blood pressure monitoring for one consumer, the evidence brought forward in the Assessment Team report evidenced blood pressure monitoring did not align with medical officer’s orders for one week of blood pressure monitoring. In the providers response, evidence of the medical officer’s orders was brought forward. I acknowledge the evidence the medical officer ordered one week of blood pressure monitoring with 3 days of lying and standing blood pressure monitoring. However, I have reviewed the blood pressure monitoring progress notes submitted as evidence, and I am not satisfied the provider completed one week of blood pressure monitoring with 3 days of sitting and standing blood pressure. The evidence demonstrates 4 days of blood pressure monitoring was completed with 1 day of sitting and standing blood pressure monitoring. There is insufficient evidence in the provider’s response to substantiate blood pressure monitoring was aligned with expected clinical practice guidelines or in line with medical officer orders. Notably, in the provider’s response, I was directed to review an email regarding the monitoring of the consumer’s blood pressure. However, the document with the email is not obvious in the attached files. The file was unable to be identified and located to be considered as evidence for analysis. 
In relation to warfarin management for one consumer, the service did not demonstrate expected clinical best practice management of warfarin therapy. The service was unable to demonstrate completed risk assessments for self-administration of warfarin and INR monitoring. Staff were unable to demonstrate clinical oversight of warfarin dosing and INR pathology results. In the provider’s response, management have completed a validated risk assessment for self-administration. In the provider’s response, I have reviewed the ‘supporting medication risk assessment’ document as evidence of a completed self-administration risk assessment in consultation with the consumer, medical officer and daughter. There is also evidence of an ‘INR good monitoring practices’ document in the risk assessment, however, the provider stops short in providing evidence of how, when and who will be monitoring the consumer’s INR moving forward. There is insufficient evidence brought forward by the provider to support this is being managed in line with expected clinical best practice.
In reaching this decision, I have undertaken a comprehensive evaluation of all evidence presented for consideration. I have applied a weight-of-evidence approach, giving due regard to the probative value, reliability and relevance of each source of material. This evaluative process has informed and substantiated the regulatory decision herein. I acknowledge actions taken by the provider to address deficits identified for consumers highlighted in the Assessment Team’s report. However, the issues have not been identified by the organisation’s own processes. I am not satisfied the provider understands their obligations under the Quality of Care Principles and Aged Care Quality Standards in relation to expected clinical best practice management of restrictive practices, behaviour support, unplanned weight loss, dysphagia, wounds/pressure injuries, fluid intake, hemodynamic monitoring and medication self-administration. 
Although the plan for continuous improvement (PCI) contains tangible planned actions specific to this requirement, I have placed weight on the evidence the provider has been non-compliant with Requirement 3(3)(a) since January 2025. I have considered the service’s approach to ameliorating the deficits and I consider the service to have taken a reactionary approach. I am not satisfied the provider’s evidence sufficiently satisfies the Commission that the provider has had time to embed improved clinical oversight principles, systems and processes. I have considered whether it is more probable than not, based on the totality of evidence available, that the provider has not demonstrated compliance with Requirement 3(3)(a). I have placed weight on the reliability, cogency and probative value of all evidence before me and I am satisfied that the threshold has been met to support a finding on non-compliance.
For the reasons detailed above, I find requirement 3(3)(a) non-compliant. 
Requirement 3(3)(e) – the service has been non-compliant with this Requirement following an Assessment Contact 30 January 2025. Deficiencies were identified in relation to ineffective processes to ensure information about consumer’s needs and preferences was documented and communicated within the organisation, and with others responsible for care delivery. Subsequently, a Monitoring Assessment contact 20 May 2025 identified ongoing deficiencies in documented care planning and communication following clinical deterioration, hospitalisation and allied health reviews. I acknowledge the service provided evidence some actions in their PCI have been implemented following the Assessment Contact, such as hospital discharge summary sheets. The Assessment Team recommended requirement 3(3)(e) not met and provided the following information gathered through interviews and document review. 
The Assessment Team report brought forward the challenge of accessing and reviewing information about the consumers during the most recent Assessment Contact. In the provider’s response, management provided the Assessment Team with access to all documents across multiple platforms. The provider explained the ‘representatives from the Commission were not sufficiently familiar with their system to draw out relevant information and download information.’ I acknowledge the provider’s opinion the Assessment Team were not familiar with their system. However, the provider is responsible for providing evidence to demonstrate they are compliant with the Requirement. I am not satisfied it is the Assessment Team’s responsibility to find the evidence under the relevant legislative and regulatory framework. The onus of demonstrating compliance rests with the approved provider and it is not incumbent upon the assessment team to actively draw out, seek out or infer evidence of compliance. Rather, the provider bears the responsibility to source, collate and present evidence in a manner that is both accessible and comprehensible. 
The Assessment Team report brought forward evidence of management’s acknowledgement of challenges with their clinical documentation system; and high volume activities in progress notes impedes meaningful information being recorded, recognised and monitored. In the provider’s response, management acknowledged they are working through tasks and have completed a ‘trial in the Jenny Mulley wing and starting on other departments.’ I acknowledge the provider has accepted the deficiencies; however, the provider did not provide evidence for consideration, to demonstrate how the trial is mitigating risk and how the outcomes of the trial have improved communication about the consumer’s condition, needs and preferences.
Interviewed staff said they were unable to easily access information about the procedures to be followed for neurological observations following falls. Clinical staff were unable to describe the service’s policy regarding neurological observations following a witnessed/unwitnessed fall. In the provider’s response, all staff have access to a policy platform where falls policies are published. I acknowledge the provider ‘asks all staff’ during onboarding to read the policies and acknowledge they have been read. I have reviewed the evidence in the response. The policy and procedure acknowledgement form is a screenshot of an acknowledgement statement. However, the form is unable to demonstrate if this is a falls policy that has been acknowledged by clinical staff. There is insufficient evidence brought forward in the provider’s response to demonstrate clinical staff are complying with the policy acknowledgment form, how many staff have accepted the acknowledgment statement for falls policy and how staff are evaluated to check their comprehension of the falls policy. I acknowledge this is a process already embedded within the service; however, I am not satisfied the process is sufficiently robust to ensure staff have sufficient knowledge to align care delivery with policy.
Registered Nurses in the Jenny Mulley wing were unaware of the palliative care plan folder and could not demonstrate to the Assessment Team where to find it in the nurses’ station. In the providers response, management acknowledge the folder ‘had only just been introduced when the Commission arrived.’ The provider acknowledges the folder only contains the End-of-Life care plan. I acknowledge the provider is now requesting an electronic version to be uploaded to an online location accessible to all registered staff. However, the provider has not demonstrated with substantiated evidence this has been completed and subsequently implemented. 
Staff said they do not need to refer to the information as they know consumers well. One staff member was subsequently observed preparing and delivering an incorrect diet profile meal to one consumer. Another staff member identified the mistake. The clinical coordinator acknowledged staff are not completing charts in a timely manner which does not ensure accurate information is captured. In the provider’s response, management acknowledged there is a process in place to manage diets and the issue has identified the need for an audit to ensure diets are correct. In response to the identified deficiency, the provider states ‘meal compliance audits completed, dietary profiles corrected, staff retrained.’ Although I accept the statement is reflected in the PCI and is attempting to reassure the Commission there is downward pressure on the risk, the provider has not brought forward evidence for consideration, to substantiate the actions have been undertaken and how the results have abated risk to improve outcomes for consumers. 
Care plans are not reflective of consumers’ needs, goals and preferences and do not contain sufficient information to guide staff in delivery of care. Staff and management did not have a shared understanding of consumers current condition, needs and preferences or strategies to be implemented to meet their needs. In the provider’s response, management stated ‘see previous.’ The previous response was ‘management acknowledged there is a process in place to manage diets and the issue has identified the need for an audit to ensure diets are correct. ‘Meal compliance audits completed, dietary profiles corrected, staff retrained.’ I am not satisfied this response addresses the identified deficiency and the provider did not bring forward sufficient evidence for consideration, to specifically demonstrate this deficiency is being managed.
For one consumer, a Registered Nurse said the handover system does not ensure adequate information about consumers is effectively communicated. The registered nurse said they are limited to the last 24 hours of information and therefore unable to track issues that have been evolving or need to be followed up from 3-4 days prior. The Registered Nurse said this results in care being missed if it was a care issue identified days earlier. In the provider’s response, management do not directly acknowledge the deficiency but state a ‘handover template is being trialled in Memory Retreat and has been going well.’ I acknowledge the provider is also planning to ‘deploy’ to the rest of the facility. However, the provider has not brought forward sufficient evidence for consideration, to demonstrate a new handover template has been developed, trialled and reviewed for effectiveness. 
During this Assessment Contact, management acknowledged difficulties with the electronic clinical management system (ECMS) which made communication and management of consumers care difficult. Management were unable to demonstrate specific actions being undertaken to improve communication and management of information related to clinical and personal care. Inadequate information communicated in palliative care plans effected contemporaneous care delivery. In the provider’s response, management acknowledged the electronic care management system has its limitations but as the system is widely used in industry by compliant providers, the provider has subsequently met with the ECMS company representative to understand how other providers use the system to achieve compliance. I acknowledge the provider plans to:
· review and rationalise assessments to reduce unnecessary documentation to align with other providers
· turned on contemporaneous neuro-observations to align with best practice
· roll out a trial of reduced tasks beyond JM 
· engage talk simple an experienced aged care automation consultant to assist with reviewing the system to ensure the service are utilising it in an effective manner
I acknowledge the plan brought forward by the provider is reflected in the PCI and the immediate activation of contemporaneous neuro-observations. The provider’s response did include reference to a document with the file name ‘Talk Simple Plan,’ however, this document could not be accessed in the format the provider submitted. In addition, the PCI was analysed to find information in relation to the ‘Talk Simple Plan’ and this was not clearly identifiable or obvious as an element of continuous improvement. There is insufficient evidence brought forward by the provider for consideration, in relation to this deficiency. I am satisfied the provider has acknowledged the deficit and is planning to address the deficiency through future planned action items. However, the provider has not demonstrated with sufficient evidence the deficiencies have been mitigated or resolved since January 2025. 
In coming to my decision, I have considered the evidence in its totality and applied the balance of probabilities to determine compliance with Requirement 3(3)(e). I have placed weight on the existing non-compliance since January 2025. I acknowledge the provider has recognised most deficiencies and the PCI does support resources and effort are being allocated to inspire compliance. However, my decision is also informed by the insufficient evidence brought forward in the provider’s response to satisfy the Commission that deficiencies contributing to existing non-compliance have been self-identified and pro-actively mitigated. 
I have considered the service’s approach to ameliorating the deficits and I consider the service to have taken a reactionary approach. I am not satisfied the provider understands their obligations under the Aged Care Quality Standards, specifically Requirement 3(3)(e); and the lack of evidence to sufficiently satisfy the Commission, that the provider has had time to embed improved clinical oversight of communication systems and clinical information principles and processes. I have considered whether it is more probable than not, based on the totality of evidence available, that the provider has not demonstrated compliance with Requirement 3(3)(e). I have placed weight on the reliability, cogency and probative value of all evidence before me and I am satisfied that the threshold has been met to support a finding on non-compliance.
For the reasons detailed above, I find requirement 3(3)(e) non-compliant.
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