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

This performance report
This performance report for Glenview Community Services Inc. (the service) has been prepared by T Wurf, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· The assessment team’s report for the Assessment contact (performance assessment) – site report was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others.
· The provider’s response to the assessment team’s report received 2 October 2025.
· 

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

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 7 Human resources
	Not 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.
[bookmark: _Hlk212791030]Requirement 2(3)(a) – ensure 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, including in relation to restrictive practices, behaviour support, pain, and for new and respite consumers.
Requirement 2(3)(e) – ensure 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.
Requirement 3(3)(a) – ensure consumers receive safe and effective personal and clinical care that: (i) is best practice; and (ii)	is tailored to their needs; and (iii) optimises their health and well-being; including relating to restrictive practices and complex care needs.
Requirement 3(3)(b) – ensure effective management of high-impact or high-prevalence risks associated with the care of each consumer, including relating to medications, skin integrity, falls and dysphagia.
Requirement 3(3)(d) – ensure 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.
Requirement 7(3)(a) – ensure 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.
Requirement 7(3)(c) – ensure the workforce is competent, and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
Requirement 8(3)(d) – ensure effective risk management systems and practices.
Requirement 8(3)(e) – ensure 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.


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
Requirement 2(3)(a)
[bookmark: _Hlk121490682]Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence the service did not have effective assessment and planning processes, including to identify risks to consumers such as those associated with restrictive practices, behaviour support and pain, and for new and respite consumers. For example:
· Various assessments, including a complex nursing assessment, were not completed for a consumer upon their entry to the service, and there was inconsistent information recorded about their medical diagnosis. 
· Assessment and planning processes did not identify consumers’ clinical risks, including for one consumer with wounds (pain was not considered) and two consumers with oedema of the legs.
· Assessment and planning of consumers’ pain generally did not consider or include non-pharmacological strategies for pain management. Also, pain has not been considered or assessed to understand if pain may be a contributing factor related to changed behaviours.
In relation to restrictive practices and behaviour support:
· Assessment and care planning processes did not clearly identify the risk of harm to the consumer to ensure restrictive practices are used only when necessary and in proportion to the assessed risk of harm. 
· Restrictive practice assessments did not include details about the assessed need for its use, and the circumstances for when chemical restraint can be used. 
· Consumers’ behaviour support plans (BSPs) lacked detail about:
· the use of the restrictive practices in accordance with the assessed need and agreed plan of care
· the changed behaviours, and specific triggers and strategies relevant to each behaviour, and
· all changed behaviours (some were not recorded in the BSP despite being identified in progress notes and behaviour charting).
· The Assessment Contact Report included several consumer examples, including:
· BSPs for several consumers where chemical restraint is used as part of their care did not include information about the changed behaviours. 
· For a consumer subject to chemical restraint, assessments did not indicate why the medications were initially prescribed, alternative strategies trialled before the use of chemical restraint or information regarding the ongoing need for the use of restrictive practice. 
· A consumer’s BSP stated there were no restrictive practices in place, despite the consumer being prescribed 3 regular and one as required (PRN) psychotropic medications as a chemical restraint.
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the identified areas of concern. The provider’s response included:
· A plan for continuous improvement that documented corrective actions to improve assessment and planning, with planned completion dates until February 2026. 
· A document that recorded the actions taken by the service in response to named consumers and relevant concerns/risks identified the Assessment Contact Report.
· An organisational training plan to address areas of concern noted in the Assessment Contact Report. 
Planned actions and training related to this requirement included, but were not limited to:  
· Review and update of various organisational policies, procedures, practices and forms that relate to assessment and planning. 
· Establish processes to monitor completion of assessment and care planning. 
· Review of consumers’ care documentation related to restrictive practices, behaviour support and pain. 
· Introduce an audit tool to monitor restrictive practice documentation. 
· Staff education on various topics associated with assessment and planning, restrictive practices and behaviour support, and pain management. 
· For consumers named in the Assessment Contact Report, updated assessment and planning documents and implemented documents required for the use of restrictive practices and to support changed behaviours.
Whilst the provider has identified several planned actions to address deficits in assessment and planning processes and practices, actions have not been completed, embedded in practice and monitored and reviewed for effectiveness. In coming to my decision about compliance, I have also placed weight on the evidence in the Assessment Contact Report of potential harm and risks posed to consumers resulting from ineffective assessment and planning processes, particularly related to the use of chemical restraint. For these reasons, I have decided this requirement is non-compliant.
Requirement 2(3)(e)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence that although the service had processes to routinely review consumers’ care, these processes did not identify changes in a consumer’s condition. Also, the service’s review processes were not consistently or thoroughly completed following a change in a consumer’s condition or when incidents occur. For example:
Care documentation for a consumer reviewed by the Assessment Team showed review and updates to assessment and care plan information did not occur following a prolonged stay in hospital for a fracture and changes in condition recorded on the hospital discharge summary. Re-assessment and planning also did not occur following the consumer experiencing pain and deterioration. 
Care review processes have not been effective as detailed examples in requirements 2(3)(a), 3(3)(a) and 3(3)(b), related to effectiveness of behaviour, diabetes management, pain following a change in a consumer’s condition, and following incidents. 
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the identified areas of concern. The provider’s response included a staff training plan, a plan for continuous improvement that documented corrective actions (with planned completion dates of 31 October 2025), and a document that recorded actions taken in response to consumers named in the Assessment Contact Report.
Actions and training related to this requirement included, but were not limited to:  
· Review of the care plan review policy. 
· Implement processes to monitor and ensure review of consumers’ care and services, including through review of progress notes, and in clinical huddle and high-risk meetings. 
· Staff education on various topics associated with assessment and planning, including how to undertake a comprehensive care plan review. 
· For consumers named in the Assessment Contact Report a review of care was completed and assessment and planning documents updated.
Whilst the provider has identified several planned actions to improve processes and practices to review consumers’ care and services, actions have not been completed, embedded in practice and monitored and reviewed for effectiveness. For these reasons, I have decided this requirement is 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)(b)
	Effective management of high impact or high prevalence risks associated with the care of each consumer.
	Not 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


Findings
Requirement 3(3)(a)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence clinical care was not best practice and tailored to consumers’ needs in relation to restrictive practices and complex clinical needs. 
Restrictive practices
The Assessment Contact Report evidenced a lack of oversight and management of the use of restrictive practices. For example:
The front door is locked 24 hours a day, 7 days a week. Assessments had not been completed to determine if the service’s front door, that requires an exit code and verbal request through an intercom to re-enter the service, was environmental restraint for consumers.
There was no evidence of the ongoing monitoring and review of mechanical restraint (low bed) for one consumer and another consumer was not identified as subject to mechanical restraint (low bed).
The service’s process for the assessment of psychotropic medications to identify whether they are used as chemical restraint did not always consider the intended purpose and reason for prescribing. For example, there was no indication for the use of psychotropic medication for 3 consumers listed on the psychotropic register including those identified as a chemical restraint, and another three consumers for which medication was possibly used to influence behaviour (chemical restraint). 
Restrictive practices (including mechanical restraint and regular and/or PRN chemical restraint) were not always used as a last resort, in the least restrictive form, for the shortest possible time after consideration of best practice alternative behaviour support strategies. For example: 
· A consumer on a chemical restraint was regularly administered the maximum dose prescribed rather than staff considering the lower dose (least restrictive form). 
· Another consumer was administered medication as a chemical restraint on 5 occasions during August 2025 for a variety of reasons with no evidence in documentation to demonstrate staff used any behaviour support strategies prior to the use of chemical restraint. 
The service’s processes and evidence for obtaining valid informed consent in relation to the use of restrictive practices was ineffective. While the service uses a consent form for restrictive practices, these were generic in nature and did not include evidence of communication, discussion and shared decision making. 
In response to feedback from the Assessment Team, management provided an action plan to improve management of restrictive practices including review of current restrictive practices, and the development of new processes, forms, flow charts and delivery of staff education. 
Complex care needs
Management of indwelling catheters (IDCs) was not best practice nor optimised consumers’ health and wellbeing. For two consumers who require an IDC, catheter bags were not changed according to the catheter management plan and routine review of the IDC did not occur.
Management of diabetes was neither best practice nor optimised consumers’ health and wellbeing. Consumers’ diabetes management plans were not consistently followed by staff, including in line with best practice and the service’s processes. For example, for three consumers with insulin dependent diabetes, recording, monitoring, actions and escalations were not consistently taken in response to blood glucose levels (BGLs) readings outside set parameters. BGL monitoring did not consistently occur for two consumers in line with their diabetes management plan. 
Daily monitoring of fluid intake and weights did not consistently occur for a consumer as required. 
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the identified areas of concern. The provider’s response included a staff training plan, a plan for continuous improvement that documented corrective actions (with planned completion dates until 30 November 2025), and a document that recorded actions taken in response to consumers named in the Assessment Contact Report.
Specific actions related to this requirement included:
· Review of clinical policies and procedures, including for complex clinical needs and restrictive practices. 
· Update various registers and tools related to the management of restrictive practices.
· Implement clinical monitoring systems to ensure care is delivered as per consumers’ care plan.
· Various actions to review the use of restrictive practices and medications at the service, including processes to assess, monitor and escalate.
· Staff education on various topics associated with complex clinical care needs, and restrictive practices and behaviour support. 
· For consumers named in the Assessment Contact Report, assessment and planning documents were updated, and review of care completed, and where required, case conferences conducted and referrals to external specialists made. 
Whilst the provider has identified several planned actions to address improve clinical care delivery, actions have not been completed, embedded in practice and monitored and reviewed for effectiveness. In coming to my decision, I have also placed weight on the evidence in the Assessment Contact Report of potential harm and risk posed to consumers. For these reasons, I have decided this requirement is non-compliant. 
Requirement 3(3)(b)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence the provider was not effectively managing high-impact and high-prevalence risks relating to high-risk medications, skin integrity, falls and dysphagia. Incidents relating to these areas were not effectively managed to identify and mitigate risks to consumers. 
Medication management
The provider did not have a process to monitor administration of time sensitive medications to consumers. Four consumers with diagnoses of Parkinson’s disease required their medication to be administered within a 30-minute window, however this did not consistent occur. When medication was not administered within prescribed timeframes, these occurrences were not identified as incidents in the incident management system or reviewed to identify if reporting to the Serious Incident Response Scheme (SIRS) was required due to the potential harm caused to the consumer. Registered and care staff with medication competencies understood which medications were time sensitive but not of the impact of not adhering to administration timeframes. 
High-risk medications administered to a consumer were not safely managed. For example:
· A consumer’s care documentation provided conflicting information about the use of two high-risk medications (morphine and midazolam) which was not in accordance with the hospital discharge summary which stated the medications were for end-of-life care ‘down the line’. There was no information available about why the medications had been prescribed. 
· The consumer was administered PRN morphine with increasing frequency for pain (no details of the specific pain), not related to end-of-life care. 
· Assessment and care planning documentation about pain management and use of the psychotropic medications was limited and inconsistent. A pain assessment and consistent pain monitoring did not commence immediately following return from hospital and did not mention the use of morphine to manage pain.
Skin integrity     
Consumers’ skin integrity was not effectively managed to identify and prevent wounds and pressure injuries. For example:                              
· A consumer with multiple wounds was not regularly repositioned, did not have pressure-relieving devices to prevent pressure injuries and pain associated with wounds had not been considered. 
· Another consumer with a skin tear did not have the wound dressed in accordance with the treatment plan. 
· A consumer with multiple bruises did not have a full skin assessment completed until following feedback from the Assessment Team to management. 
Falls management
The service’s falls management processes were not consistently followed. For example:
· For a consumer that had fallen 8 times since June 2025, while post falls actions were undertaken, incident reports did not detail investigation of contributing factors, review of the effectiveness of existing falls strategies, or development of new strategies. 
· For another consumer who sustained a fracture from a fall, there was a lack of documentation, monitoring and review following the fall. For a subsequent fall where the consumer sustained another fracture, physiotherapist instructions were not followed, and care documentation and the incident report lacked detail about assessments. 
Dysphasia - swallowing risks
Risks to a consumer were not effectively managed following two choking incidents on 14 and 15 August 2025 and the consumer’s decision to continue with oral intake to maintain quality of life. Assessment and planning documents contained inconsistent information about strategies to manage risk of choking/aspiration and lacked detail to guide staff in assisting the consumer with meals. 
Staff assisting the consumer during the assessment contact were aware of the choking incident but had not been provided with specific information about how to support the consumer, recognise signs of swallowing difficulties, or mitigate risks of future choking incidents. Staff processes did not align with care plan or hospital discharge information. 
Following feedback from the Assessment Team, management implemented measures to ensure the consumer was appropriately assisted with meals and reviewed by a speech pathologist, and staff are appropriately trained.
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the areas of concern. The provider’s response included a plan for continuous improvement, a staff training plan and a document recording actions taken in response to consumers named in the Assessment Contact Report. Specific actions planned for completion by 10 December 2025 included:
· Review and update policies, procedures and processes, in response to those areas identified in the Assessment Contact Report. 
· Implement monitoring practices for high-impact, high-prevalence risks, including those identified in this requirement. 
· Staff education on various topics related to risk, including the management of medications, skin integrity, falls, and dysphasia. 
· For consumers named in the Assessment Contact Report, assessment and planning documents were updated, and review of care was completed, and where required, case conferences conducted, referrals to external specialists made, and incidents recorded and reported. 
The provider has identified actions relevant to this requirement to improve the management of high-impact, high-prevalence risks. However, these have not been fully implemented and will need to be tested and reviewed for effectiveness. In coming to my decision, I have also placed weight on the evidence in the Assessment Contact Report of harm and risk posed to consumers, particular one consumer where the service had failed to manage several significant high-impact risks. For these reasons, I have decided this requirement is non-compliant. 
Requirement 3(3)(d)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence the provider did not have effective systems to identify and respond in a timely manner to deterioration or change in a consumer. For example:
· The service had limited guidance available for staff related to deterioration. Registered staff were unaware of procedures, flow charts or documents to guide practice in relation to deterioration. 
· Care staff identified limited issues they would escalate to registered staff. 
· Consumers’ care documentation reviewed by the Assessment Team showed deterioration or a change was not consistently recognised and responded to. For example:
· An incident report documented an incident on 25 August 2025 (with potential for high-impact risk) for a consumer that has several mental health conditions. The incident report lacked a detailed description of the incident (or contributing factors) and there was no other documentation on the day, and days following the incident to record monitoring, assessments or care plan updates following the incident.
· Staff failed to identify a consumer’s multiple bruises and worsening oedema on legs. In response to feedback from the Assessment Team, management arranged for a medical officer review and submitted a SIRS for neglect. 
· Staff did not identify a consumer’s repeated use of a call bell and seeking assistance as a change in behaviour and possible change in condition the day prior to being transferred to hospital where they passed away.
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the areas of concern. The provider’s response included a plan for continuous improvement, a document recording actions taken in response to consumers named in the Assessment Contact Report, and a staff training plan. Specific actions relevant to this requirement are planned for completion by 30 November 2025 and included:
· Introduce documented procedures for recognising and responding to clinical deterioration, including defined escalation pathways and timeframes.
· Implement monitoring and review processes, including audits and multidisciplinary review process. 
· Improve communication of changes in consumers’ condition or behaviour during shift handovers and team meetings, and integrate escalation triggers into care plans so staff can respond consistently and promptly. 
· Staff education and training on clinical deterioration, including recognition and management of deterioration and behaviour charting processes.
The provider has identified multiple improvement actions relevant to this requirement to improve the recognition and response to deterioration and changes in a consumer; however, these have not been fully implemented and will need to be tested and reviewed for effectiveness. For these reasons, I have decided this requirement is non-compliant. 


Standard 7
	Human resources
	

	Requirement 7(3)(a)
	The workforce is planned to enable, and the number and mix of members of the workforce deployed enables, the delivery and management of safe and quality care and services.
	Not 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.
	Not Compliant


Findings
Requirement 7(3)(a)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence the provider did not have robust workforce monitoring and planning processes, and there was an insufficient number of staff to deliver safe and quality care to consumers. For example:
· Some consumers and representatives reported that there are not enough staff. Examples of impact to consumers included waiting extended periods for staff assistance, not supporting or taking consumers to activities and concerts in the service of interest to them which makes them feel isolated, and not providing assistance with meals as required.
· The service’s complaint register included three complaints from consumers and staff about inadequate staffing levels and consumer care needs not being met in a timely manner. 
· Call bell response data recorded a high number of excessive response times. The provider did not have a documented or robust system to monitor the call bell system and ensure care is delivered in a timely manner. Reports on call bell performance data were not analysed, including for the risks posed to consumers due to excessive wait times.
In response to feedback from the Assessment Team, management reviewed call bell data and identified measures to improve monitoring of the call bell system and staff allocation, including introducing additional staff shifts and a ‘call bell management and escalation path’.
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the areas of concern. The provider’s response included a plan for continuous improvement and staff training plan that identified staff training on call bell response and management. Specific actions relevant to this requirement are planned for completion by 30 November 2025 and included, but is not limited to:
· Review of staffing levels and allocation, and adjust rosters to ensure adequate coverage during peak call times. 
· Monitor and audit call bell response times. Include call bell performance data in quality reports and a standing agenda item in clinical governance meetings, and set improvement targets, and investigate where response times exceed 10 minutes.
The provider has identified multiple improvement actions relevant to this requirement to improve staffing levels and monitoring of the service’s call bell system to ensure consumers receive assistance in a timely manner. However, these have not been fully implemented and will need to be tested and reviewed for effectiveness. For these reasons, I have decided this requirement is non-compliant.
Requirement 7(3)(c)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence that staff did not have the knowledge and skills to effectively undertake their roles. For example:
· The provider’s training matrix showed most staff had completed mandatory annual training on various topics and that knowledge quizzes were an element of the training. However, staff interviewed by the Assessment Team did not demonstrate knowledge of various topic areas covered in mandatory training. 
· Feedback from consumers and representatives and some complaints indicated deficiencies in staff knowledge and skills to support consumers’ needs, including during meals (for a consumer with significant swallowing difficulties) and personal care. Two consumers reported staff being rough during care delivery. 
· The Assessment Team identified multiple incidents and complaints that once raised with management, management identified they should have been reported as SIRS incidents. Registered and care staff had varying levels of understanding about SIRS, open disclosure and antimicrobial stewardship.
· Management advised staff complete competency assessments, and a training needs analysis had recently been undertaken and will be used to schedule further training.
In response to feedback from the Assessment Team, management advised further staff training was required and they provided an action plan to deliver education in September 2025 and October 2025 including in relation to various clinical topics and incident management. 
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the areas of concern. The provider’s response included a plan for continuous improvement and a staff training plan. Specific actions relevant to this requirement are planned for completion by 30 November 2025 and included:
· Develop and implement an Annual Training Plan 2026.
· Appoint a clinical nurse educator, and a learning and development role. 
· Seek allied health to provide training opportunities (speech pathologist, physiotherapist, continence advisor/ diabetes educator, dietician).
Whilst the provider has commenced a training needs analysis, developed an annual training plan and identified the need to appoint new roles to support training, these have not been implemented and the suite of staff training not delivered. Staff have not yet received sufficient training and support to ensure they have the knowledge and skills to perform their role. The effectiveness of planned training will also need to be tested. For these reasons, I have decided this requirement is non-compliant. 


Standard 8
	Organisational governance
	

	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
Requirement 8(3)(d)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report included evidence that the provider does not have effective risk management systems and practices to ensure risks are effectively managed. Whilst the provider has policies and procedures related to risk, these do not provide sufficient detail to guide staff practice and have not been consistently implemented. Risks have not been effectively identified, monitored and responded to.
For example:
· In relation to high-impact and high-prevalence risks, the provider had implemented a high-risk meeting and high-risk register, however, these have not been sufficiently robust to ensure that clinical risks are identified and addressed. For example:
· Refer to requirement 3(3)(b) for further information.
· A consumer was discussed at the high-risk meeting related to the risk of choking, however strategies and staff training to manage the risk were limited. 
· The governing body has been aware of call bell data and high levels of excessive wait times since April 2025, and while some actions were taken, high-risk consumers were not identified and prioritised. 
· The Assessment Team raised several complaints and incidents with management, who further reviewed them and determined they should be reported as SIRS related to abuse or neglect of consumers. 
· While the provider has a dignity of risk process and register to support consumers to make choices and take risks, strategies to manage and monitor risks are not identified. 
· The provider did not have an effective incident management system. Incidents were neither consistently reported (including to SIRS) nor investigated, to identify contributing factors and consider strategies to prevent future incidents.
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the identified areas of concern. The provider’s response included a plan for continuous improvement that documented planned corrective actions to risk management systems and practices, with planned completion dates until 20 January 2026. A staff training plan was also included. Specific actions relevant to this requirement included:
· Strengthen the high-risk register and meeting. The risk register to be reviewed weekly as per the newly developed Clinical Monitoring Tool.
· Review and updated policies processes associated with risk and incident management. 
· Improve risk monitoring processes through various meetings, audits and reviews of incident reports, care plans, and consumer feedback, and spot-checks and observations. 
· Embed a standardised risk assessment tool to be used when consumers make lifestyle choices involving potential risks. 
· Staff training on various topics related to risk, incidents, clinical care, consumer-centred decision making, dignity of risk, and recognising signs of abuse and neglect.
Whilst the provider has identified several planned actions to improve risk management systems and practices, these actions have not been completed, embedded in practice and monitored and reviewed for effectiveness. For these reasons, I have decided this requirement is non-compliant. 
Requirement 8(3)(e)
Having considered the Assessment Contact Report and approved provider’s response, I have decided this requirement is non-compliant. 
I have made this decision based on the following analysis.
The Assessment Contact Report identified that while the provider had recently implemented actions to improve clinical governance including the introduction of daily clinical huddles, a high-risk framework, and monthly reporting, these had not been effective in ensuring robust clinical oversight and governance. 
The Assessment Contact Report included evidence that whilst the organisational-level trending of clinical indicators is undertaken, the provider does not have an effective or systematic process to monitor clinical care delivery or identify and respond to clinical risks. For example:
· The provider did not have a systematic processes to monitor clinical care (other than daily monitoring of progress noes and audits when needed).
· The provider did not have processes or systems to minimise the use of restraint at the service, particularly chemical restraint. Refer to Standard 2 and 3 requirements above. 
· While the provider has infection control policies and procedures, these had not been updated with recent external advice about best practice. However, registered nurse interviews and file reviews by the Assessment Team identified reasonable understanding and practices to prevent infection and for antibiotic use. 
· While the provider has a policy that defines open disclosure, it does not include information about how the organisation ensures open disclosure occurs. Staff had varying degrees of familiarity with the concept of open disclosure. Documentation such as incident reports, progress notes and complaints documented open disclosure was generally used, however did not include specific detail about the discussion or what was disclosed. The Assessment Contact Report identified two examples of complaints where open disclosure was not practiced.
In response to feedback from the Assessment Team, management provided an action plan which included implementation of a third-party auditing schedule, review of clinical policies and procedures, and implementation of improved care planning processes and complex health care monitoring.
The approved provider’s response to the Assessment Contact Report accepted the findings and stated the provider’s commitment to address the identified areas of concern. The provider’s response included a plan for continuous improvement that documented actions to improve clinical governance, with planned completion dates until 20 January 2026 and a staff training plan. Specific actions relevant to this requirement included:
· A clinical monitoring tool introduced on 8 September 2025 to ensure ongoing monitoring of clinical care and systems are in place to identify clinical risks. 
· Update and refine the Monthly Clinical Incident and Analysis Report to ensure clear themes and trends are outlined. 
· Actions listed under standard 2 and 3 requirements above that relate to restrictive practices. 
· Update policies, procedures and forms related to topic areas covered by this requirement. 
· Establish regular audits of care plans and incident reviews to evaluate risk management processes and identify improvements.
· Staff training on various topics including clinical topics, open disclosure, antimicrobial stewardship and restrictive practices.
Whilst the provider has identified planned actions to improve clinical governance and monitoring, these actions have not been completed, embedded in practice and monitored and reviewed for effectiveness. For these reasons, I have decided this requirement is non-compliant.
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