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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 Korongee (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.
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 relating to restrictive practices, behaviour support, pain and diabetes.
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, behaviour support and diabetes.
Requirement 3(3)(b) – ensure effective management of high-impact or high-prevalence risks associated with the care of each consumer, including falls, pain and time-sensitive medication.
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 and ensure appropriate guidance is available for staff, in relation to restrictive practices, behaviour support, pain and diabetes. For example:
· Assessment and planning of consumers’ pain was not systematically completed for three consumers and failed to include pain management strategies, including for two consumers who sustained a fracture following a fall, and for a third consumer whose pain triggered changed behaviours. Also, pain had not been considered or assessed to understand if pain may be a contributing factor related to changed behaviours, including for three consumers named in the Assessment Contact Report. 
· A consumer who had been living at the service for 6 weeks did not have a diabetes management plan to guide staff on managing their insulin dependent diabetes. 
In relation to restrictive practices and behaviour support:
· Assessment and care planning processes in relation to restrictive practices did not clearly identify and articulate 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 of the assessed need for its use, and the circumstances for when regular and as required (PRN) chemical restraint can be used.
· Consumers’ behaviour support plans (BSPs) and associated care documentation 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).
· Most staff were unable to detail the individualised behaviour support strategies in consumers’ behaviour support plans and did not know where to access them. 
· While Management had commenced a review of consumers’ BSPs following feedback received by the provider during a meeting with the Commission on 25 July 2025, only 4 of 88 consumers’ BSPs had been updated the updated plans lacked adequate details to guide care delivery about changed behaviours requiring support and monitoring and review.
· The Assessment Contact Report contained multiple examples of consumers where regular and/or PRN medication were used as a chemical restraint, however care documentation did not record the assessed need for the medication/s, associated risk of harm, changed behaviours requiring support, how and when to use it, best practice alternatives trialled and how the restrictive practice would be reviewed. For example:
· Documentation was not clear about why one consumer had been prescribed and administered regular psychotropic medication since July 2023 as a chemical restraint. 
· For a consumer that has regular and PRN medications used as a chemical restraint as part of their care, the assessed risk of harm or specific need for the medications, and the circumstances which the medications can be used were not documented. Staff administered psychotropic medications without a clear understanding of why and when the medication should be used. Further, four of five care staff interviewed were not aware of any restrictive practices used for the consumer.     
Following feedback from the Assessment Team during the assessment contact, management identified several actions that would be undertaken by October 2025, including reviewing and updating all restrictive practice and behaviour support documentation.
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 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. 
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 and update 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 the service did not review consumers’ care or consider risk mitigation strategies when a consumer’s condition changes, they experience an incident or return from hospital. For example:
· A consumer who experienced functional decline and was transferred to hospital had not had their care reviewed in line with the 6 monthly routine review nor following their return from hospital. Risks associated with the diagnosis that required hospital admission were not considered. 
· A second consumer’s care had not been reviewed and documentation updated following the consumer sustaining a fracture or a subsequent fall (including related to pain, mobility/transfers and personal care). 
· Two consumers who experienced frequent falls did not have their care documentation reviewed or updated related to the risk of falls. One of those consumers sustained a fracture from the fall which affected their mobility and pain. 
Review and reassessment did not consistently occur following incidents and ongoing use of PRN chemical restraint related to changed behaviour, including to consider the impact and risk of harm for consumers and evaluate behaviour support strategies. Whilst the service utilises a high-risk meeting to identify ongoing and escalating behaviour, this has focused on pharmacological strategies (referral to medical officer) without consideration or review of behaviour support strategies. For example:
· A consumer subjected to 13 incidents of unreasonable use of force (reportable to Serious Incident Response Scheme (SIRS)) from other consumers did not have behaviour support or risk mitigation strategies reviewed to prevent further incidents.  
· Review and reassessment of a consumer’s behaviour support strategies or pain did not occur despite ongoing and escalating changed behaviours, increases in medication, and regular and high use of PRN chemical restraint (administered on 40 occasions between 1 July 2025 and 20 August 2025). 
· Another consumer’s behaviour support strategies were not reviewed despite the frequent use of PRN chemical restraint for changed behaviours (administered on 53 occasions between 3 July 2025 and 20 August 2025) and behaviour support strategies trialled by staff considered not effective.
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 the review of care and services, with planned completion dates until 10 November 2025.
· A document that listed named consumers and relevant concerns/risks in the Assessment Contact Report, that recorded the actions taken by the service in response to concerns/risks and outcomes.
· An organisational training plan to address concerns noted in the Assessment Contact Report. 
Actions and training related to this requirement included, but were not limited to:  
· Those actions relevant to requirement 2(3)(a) listed above. 
· Review and update of various policies and procedures related to assessment and care planning, care plan review, return from hospital, and incident management. 
· 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, how to undertake a comprehensive care plan review, behaviour support and plans, falls management, pain management, restrictive practices and psychotropic medications, and incident management. 
· 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 address deficits in processes and practices to review consumers’ care and services, these actions were in response to the findings from the Assessment Contact (rather than the provider’s own systems), and 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 resulting from ineffective review processes. 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, behaviour support and diabetes. 
Restrictive practices, behaviour support, and the use of psychotropic medications
The Assessment Contact Report evidenced a lack of oversight and management of the use of restrictive practices, particularly chemical restraint. 
Regular and PRN chemical restraint was not always used as a last resort, in the least restrictive form, for the shortest possible time, and after consideration of best practice alternative behaviour support strategies. For example:
· A consumer was administered PRN psychotropic medications on 40 occasions between 1 July 2025 and 20 August 2025. Staff continued to frequently use PRN chemical restraint, noting unsuccessful behaviour support strategies, however, this did not prompt reassessment, review or increased monitoring and clinical observation. The consumer was discussed at the high-risk meeting on 5 August 2025 and referred to a medical officer in relation to the high use of PRN chemical restraint, however, this resulted in an increased dose of medication rather than a review of behaviour support strategies to ensure the increased chemical restraint dose was used as a last resort.  
· Another consumer was administered PRN chemical restraint on 53 occasions between 3 July 2025 (entry to the service) and 20 August 2025, after staff had trialled behaviour support strategies which were considered not effective. However, documentation does not describe why the chemical restraint was necessary or that it was used always used a last resort and in the least restrictive form. On 11 July 2025, the consumer reported pain and was administered a psychotropic medication because they were not prescribed analgesia. 
The service’s processes and evidence for obtaining valid informed consent in relation to the use of restrictive practices (specifically chemical restraint) 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. The risks and benefits were not clearly articulated for all consumers reviewed regarding chemical restraint. Additionally, the restrictive practices form includes all prescribed psychotropic medications and does not contain which medications are being used as chemical restraint or why the medication is necessary specific to each consumer. 
The service did not demonstrate best practice use of psychotropic medications or effective monitoring and review of the use of all psychotropic medications to determine efficacy and the ongoing need for the use of these high-risk medications, including medications used as chemical restraint. For example:
· For a consumer administered a regular (twice daily) psychotropic medication (commenced July 2023) for agitation, staff and clinical documentation confirmed the consumer did not display changed behaviours of agitation. 
· Another consumer remains on regular psychotropic medications despite no evidence of any changed behaviour.
· A consumer was not monitored following a change in medication dosage, despite documentation recording increased confusion.
Staff do not always used person-centred behaviour support strategies when providing care to consumers. For example, a consumers’ care documentation recorded that staff continued providing personal care even though the consumer resisted assistance, without considering person-centred behaviour support strategies, including assessing pain. 
Staff had varying degrees of understanding about restrictive practices. For example:  
· Most care staff did not understand restrictive practices or know chemical and environmental restraint were used as part of some consumers’ care.
· Registered staff had some understanding of restrictive practices but said often resourcing challenges meant they were unable to persist with non-pharmacological strategies and chemical restraint was administered.
· Clinical management had varying degrees of understanding about what constitutes chemical restraint.
Diabetes
Consumers’ diabetes management plans were not followed, including in line with best practice and the service’s processes. For example, for two consumers with insulin dependent diabetes, monitoring, actions and escalations were not consistently taken in response to blood glucose levels (BGLs) readings outside set parameters and one of the consumers did not have a diabetes management plan to guide staff practice. 
In response to feedback from the Assessment Team, management developed an action plan that included reappointment of a nurse advisor, education, and establishing the psychotropic medication register in the electronic medication system. 
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 and personal care, with planned completion dates until 30 November 2025. 
· A document that listed named consumers and relevant concerns/risks in the Assessment Contact Report, that recorded the actions taken by the service in response to concerns/risks and outcomes.
· An organisational training plan to address issues noted in the Assessment Contact Report. 
Actions related to this requirement included:
· Actions noted above in requirements 2(3)(a) and 2(3)(e) related to restrictive practices and behaviour support.
· Review clinical policies and procedures, including for complex clinical needs, diabetes management and restrictive practices. 
· Implement clinical monitoring systems to ensure care is delivered as per the care plan.
· Various actions to assess, monitor and escalate the use of psychotropic medications.
· Residential Medication Management Review (RMMR) to support medication monitoring and reports to be made available to the medication advisory committee meeting 
· Staff education:
· For all staff on various topics associated with behaviour support, restrictive practices and psychotropic medications, diabetes and BGL monitoring. 
· For clinical staff relating to PRN chemical restraint, and assessment, monitoring and evaluation.
· A Clinical Pharmacist will deliver in-service education sessions for nursing staff and care staff on medication therapy and will include education on high-risk medications and use of psychotropic medications. 
· For consumers named in the Assessment Contact Report, assessment and planning documents were updated, and review of care was completed.    
Whilst the provider has identified several planned actions to 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, particularly for those consumers prescribed and administered psychotropic medications. 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 that high-impact and high-prevalence risks relating to falls, pain and time-sensitive medication are not effectively managed. Also, incidents were not effectively managed to identify and mitigate risks to consumers. 
Falls and pain management
The Assessment Contact Report identified the following relevant findings:
· Consumers’ care documentation did not consistently record appropriate post falls management, or investigation of falls incidents to review falls strategies and mitigate future risks to consumers. 
· Care staff said they found it challenging to ensure falls mitigation strategies, such as ensuring the use of mobility devices, while completing their tasks. 
· Consumers’ pain was not effectively identified and managed following a fall and/or when consumers exhibit changed behaviours. 
· Consumer examples included:
· For three consumers who experienced frequent falls, care documentation recorded post fall management (eg head-to-toe assessment), however neurological observations were not consistently completed as per the service’s policy. 
· For all consumers sampled, investigation into contributing factors to the falls or review of the effectiveness of falls prevention strategies were not considered. 
· For three consumers, PRN chemical restraint was administered post fall, however, there was no evidence staff considered pain as a contributing factor to their changed behaviours or considered the increased risk of administering medication with sedative qualities post fall. 
· For a consumer who had experienced 10 falls since 15 May 2025:
· Incident records contained limited information, and did not evidence consideration of contributing factors, review of existing measures for effectiveness or development of additional strategies.
· Regular monitoring of pain was not undertaken.
· No update to care plan or documentation regarding the management of the consumer’s fractured wrist following a fall, including a physiotherapist’s recommendations about mobility and care requirements.  
· Additionally, for two incidents of excoriation, there was no investigation recorded on incident reports, no pain monitoring and no reassessment of skin integrity or strategies for prevention recorded. 
Time sensitive medication
The Assessment Contact Report included evidence that time sensitive medications were not administered within a 30-minute window of the prescribing time. Care staff said they did not have a dedicated medication administration time, but complete medication tasks while performing other tasks such as personal care and housekeeping duties. Management said monitoring and oversight of time sensitive medication was not occurring and incidents had not been identified. The Assessment Contact Report included two examples of consumers prescribed time sensitive medication for Parkinson’s disease:  
· One consumer experienced 27 occasions from 23 July 2025 to 21 August 2025 where the medication was administered more than 30 minutes outside prescribed times, and one occasion where the medication was not administered. Additionally, an anticoagulant medication was not regularly administered in the recommended timeframe.   
· A second consumer also at a high risk of falls experienced 17 occasions between 24 July 2025 to 14 August 2025 where the medication was administered more than 30 minutes outside of recommended timeframes. On two dates in this period on which the consumer experienced a fall, the medication was not administered as prescribed. 
Following feedback from the Assessment Team, management communicated with staff that registered staff would administer all time sensitive medication and included a document with details of the specific medications. Management also said education would be provided to staff on time sensitive medications. 
Approved provider’s response
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. 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 incidents and 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. 
· As of 8 September 2025, time sensitive medications are administered by nursing staff, monitored daily and a report is provided to the service for follow up, and incidents are completed/reported for late medications. 
· For consumers named in the Assessment Contact Report, a review of care was completed and assessment and planning documents updated.  
The provider has identified improvement actions completed and planned relevant to this requirement to the management of risks associated with falls, pain and time sensitive medications. However, these have not been fully implemented and will need to be tested and reviewed for effectiveness. I have also considered evidence under other requirements related to the management of restrictive practices and psychotropic medications, under this requirement, noting the associated 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 recognise and respond to a deterioration or change in consumers’ condition. For example:
· Management said staff have guidance documents to assist with actions to take when a consumer’s condition deteriorates. However, registered staff were unaware of any guidance material. 
· Consumer representatives said they felt there were not enough staff to effectively identify changes in a consumers’ condition. 
· The Assessment Team reviewed a sample of consumer care documentation and found:
· Care documentation recorded a change in a consumer’s condition in the days prior to their hospital admission, which included an increase in the use of PRN medication (chemical restraint) and changed behaviours, however, this was not recognised by staff in a timely manner.
· Discrepancy in the frequency of monitoring, including vital sign observations, for another consumer who deteriorated, was transferred to hospital and passed away. 
In response to feedback from the Assessment Team during the assessment contact, management advised that staff would be required to complete further assessment prior to the administration of chemical restraint and an additional medical officer would be engaged. 
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 staff training plan. Actions relevant to this requirement planned for completion by 30 November 2025 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. 
· Implement a death review tool to review all deaths and include learnings from reviews in the monthly incident analysis report.  
· Staff education and training on clinical deterioration, including recognition and management of deterioration and behaviour charting processes. 
·  An after-death audit was conducted for a consumers named in the Assessment Contact report that identified learnings and opportunities to improve staff recognition and response to consumers’ deteriorating condition. 
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 had implemented several improvement actions related to this requirement including:
· Establishing a clinical care manager and a team leader role, and increasing registered staff, clinical support nurses, floater shifts. 
· Developing a workforce logistics group to oversee workforce management related issues.   
However, the Assessment Contact Report included evidence the provider did not have robust processes to monitor staff sufficiency, and there was an insufficient number of staff to deliver safe and quality care to consumers. For example:
· Some consumer representatives raised concerns that there are not enough staff.
· Some staff raised concerns that staff were not always available to support consumer care needs or provide behaviour support.   
· The Assessment Team observed that staff were not always available to support consumers. 
· 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 did not identify risks posed to consumers due to excessive wait times. 
· Review of PRN psychotropic medication usage showed high use of the medications, including in the evenings and overnight when staffing levels are lower. Registered staff said they would usually trial non-pharmacological strategies, however, often time was a factor in their decision to administer chemical restraint, particularly in the evening and night. Management had not identified patterns of PRN psychotropic medication use, including overnight. 
· The service uses agency staff to fill shifts, and an agency staff member during the assessment contact working alone in an area of the service was unable to identify who the consumers were or their care needs. 
In response to the feedback from the Assessment Team, management developed a ‘call bell management and escalation path’ document which included escalation processes for unanswered calls, daily and weekly monitoring of call bell reports, follow-up of any response times over 10 minutes, and staff training in the system.
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 training plan. Actions relevant to this requirement planned for completion by 30 November 2025 included:
· Implement the workforce plan that includes targeted recruitment to increase permanent clinical and care staff, reducing reliance on agency workers, and other strategies such as flexible rostering. 
· Established a monthly workforce review meeting to monitor staffing levels, skill mix, and use of agency hours. 
· Review of staffing levels and allocation, and adjust rosters to ensure adequate coverage during peak call times. 
· Monitor and audit workforce and 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. 
· Review staffing to assess whether lower staffing levels overnight contribute to increased PRN psychotropic medication use and respond accordingly.  Review and analyse current PRN psychotropic medication usage to identify frequency, timing, reasons for use and trends. 
· Allocate ‘call bell responders’ as designated team members during busy periods to prioritise call bell responses. 
The provider has identified multiple improvement actions relevant to this requirement to improve staffing levels, 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:
· Management advised that a training needs analysis had not been undertaken.
· The provider’s training matrix showed most staff had completed mandatory annual training on various topics and that knowledge quizzes are an element of the training. However, staff interviewed by the Assessment Team did not demonstrate knowledge of various topic areas covered in mandatory training, and requirements for the use of restrictive practices were not consistently implemented by staff. 
· The service’s training plan primarily focused on mandatory training and continence management and did not include more advanced training for clinical staff. 
Examples identified throughout the Assessment Contact Report where staff did not have the necessary knowledge and skills to effectively undertake their roles, included, but are not limited to, restrictive practices (particularly chemical restraint), behaviour support, and incident management.  
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 on 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 training plan. Actions relevant to this requirement are planned for completion by 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 developed an annual training plan and identified the need to appoint new roles to support training, these have not been implemented. 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. 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 and followed to ensure risks are effectively managed. Risks have not been 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 requirements 2(3)(a), 3(3)(b) and 7(3)(a) for further information.
· A consumer was discussed at the high-risk meeting related to falls, but consideration was not given to assessment and planning, effectiveness of existing fall prevention strategies or further measures to prevent falls.
· 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 provider had policies and procedures for identifying and responding to abuse and neglect, and staff have attended training about SIRS. However, registered nurses and care staff interviewed by the Assessment Team had limited knowledge of what incidents were reportable to the SIRS. 
· The organisation has policies regarding consumers’ right to make choices and take risks, however there is no documented process for how staff assess, manage or monitor identified risks. Concerns outlined in standard 2 and 3 requirements related to changed behaviours and use of restrictive practices that do not support consumers to live their best life. 
· The provider did not have an effective incident management system. Incidents were not consistently reported, reviewed and investigated, and consumers were not routinely reassessed and monitored following an incident. Incident reports did not include detailed descriptions of incidents and were not investigated to identify underlying causes and consider strategies to prevent future incidents. Refer to Requirement 3(3)(b) for details.
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 risk management systems and practices, with planned completion dates until 20 January 2026. A training plan was also included. 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 and tools 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. 
· 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 included evidence that while the organisation had a clinical governance framework in place, it had not been effective in identifying and addressing clinical risks. For example:
· Organisational-level trending of incidents and clinical indicators is undertaken and some clinical risks, areas for improvement and recommendations are reported to clinical governance subcommittee and governing body. However:
· where recommendations are recorded, there are no details about actions taken in response, and
· analysis of data in the monthly service-level clinical incident and analysis report was not consistently completed. For example:
· Risks to consumers associated with extended call bell response times and actions to address response times were not identified.
· Trending data for psychotropic medication use and consumer movements (eg transfer to hospital) is documented but not analysed. 
· The clinical incident and analysis reports for May 2025 to July 2025 showed an increase in chemical restraint use but no trending or analysis of the data.  
· 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 does not have processes or systems to minimise the use of restraint at the service. 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, and registered nurses interviewed were unaware about the term or practices to support antimicrobial stewardship.
· 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 attended education on open disclosure, however registered nurses and care staff could not discuss open disclosure concepts. Application of open disclosure was not evident in incident documentation.  
In response to feedback from the Assessment Team, management provided an action plan which included re-instating support from external consultants to monitor clinical care and support the clinical team at the service, and implementation of a third-party auditing schedule.
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 between until 20 January 2026 and a training plan. 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 identity 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. 
· 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. 

[bookmark: _Hlk144301213]Name of service: Korongee	RPT-OPS-0043 v1.2 
Commission ID: 8083	OFFICIAL: Sensitive 
		Page 13 of 13
image1.jpeg




image2.jpeg
Australian Government Engage
Empower
Aged Care Quality and Safety Commission Safeguard

w




image3.jpeg
Australian Government Engage
- Empower
© Aged Care Quality and Safety Commission Safeguard





