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This performance report
This performance report for Lee Roshana Care (the service) has been prepared by Julia Durston, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:2].  [2:  The preparation of the performance report is in accordance with section 40A of the Aged Care Quality and Safety Commission Rules 2018.] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or non-compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the assessment team’s report for the Site Audit report was informed by a site assessment, observations at the service, review of documents and interviews with staff, older people/representatives and others.
· the provider’s response to the assessment team’s report received 14 March 2025.


Assessment summary 
	Standard 1 Consumer dignity and choice
	Not Compliant

	Standard 2 Ongoing assessment and planning with consumers
	Not Compliant

	Standard 3 Personal care and clinical care
	Not Compliant

	Standard 4 Services and supports for daily living
	Compliant

	Standard 5 Organisation’s service environment
	Not Compliant

	Standard 6 Feedback and complaints
	Compliant

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
Requirement 1(3)(a) – the approved provider must demonstrate all consumers are treated with dignity and respect, and staff are aware of and value consumer’s identity, culture and diversity. Staff practices and workforce planning is effective in ensuring respectful and dignified care and services for consumers. 
Requirement 2(3)(e) – the approved provider must demonstrate care and services are reviewed for effectiveness when circumstances change or incidents impact on the needs, goals or preferences of the consumer. Incidents are investigated to assist in identifying interventions to minimise risk of reoccurrence and to support safe care. 
Requirement 3(3)(a) – the approved provider must demonstrate consumer clinical and personal care is best practice, tailored to the consumer’s needs and optimises their health and well-being, in the areas of regarding personal cares, pressure area prevention, skin integrity, wound management and behaviour support.
Requirement 3(3)(b) – the approved provider must demonstrate the high impact or high prevalence risks associated with the care of consumers are effectively identified and managed. This includes risks associated with behaviours requiring support, reporting of SIRS incidents in line with SIRS legislation. 
Requirement 5(3)(b) – The approved provider must ensure the service is safe and clean through the effective and timey reactive and regular preventive maintenance of the internal and external environment.
Requirement 5(3)(c) – the approved provider must demonstrate furniture fittings and equipment are safe, clean and well maintained and the service has effective processes in place to identify and actions risks to the safety, cleanliness and maintenance of furniture, fittings and equipment.
Requirement 7(3)(c) – the approved provider must demonstrate staff are competent and have the knowledge required to effectively perform their roles. Systems to monitor staff competencies are effective in ensuring staff have the required knowledge to perform their roles on an ongoing basis and ensuring all staff have completed required competencies. 
Requirement 8(3)(b) – the approved must ensure the governing body receives timely and accurate service reports with detailed information on consumer risk trends, incidents, complaints and feedback so it can provide informed direction on, monitor and be accountable for targeted organisational strategies to minimise high impact high prevalence risks to the health, safety and wellbeing of consumers. 
Requirement 8(3)(d) – the approved provider must demonstrate risk management systems are consistently effective in identifying and managing high impact or high prevalence risks associated with the care of consumers, including that their high impact high prevalence risk register is current and complete and incidents reportable under the serious incident response scheme are identified and responded to appropriately in a timely manner.


Standard 1
	Consumer dignity and choice
	

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Not Compliant

	Requirement 1(3)(b)
	Care and services are culturally safe
	Compliant

	Requirement 1(3)(c)
	Each consumer is supported to exercise choice and independence, including to: 
(i) make decisions about their own care and the way care and services are delivered; and
(ii) make decisions about when family, friends, carers or others should be involved in their care; and
(iii) communicate their decisions; and 
(iv) make connections with others and maintain relationships of choice, including intimate relationships.
	Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Compliant

	Requirement 1(3)(e)
	Information provided to each consumer is current, accurate and timely, and communicated in a way that is clear, easy to understand and enables them to exercise choice.
	Compliant

	Requirement 1(3)(f)
	Each consumer’s privacy is respected and personal information is kept confidential.
	Compliant


Findings
This Quality Standard has been assessed as not compliant as 5 of 6 specific requirements are compliant for the service.
Findings of non-compliance 
The Assessment Team found the service did not demonstrate each consumer is treated with dignity and respect, with their identity, culture and diversity valued. Sampled consumers and representatives, and some staff members described undignified care practices that are regularly used for some consumers. The Assessment Team observed the majority of staff speaking to consumers in a kind and respectful manner, but also observed some staff were disrespectful in their interactions and practices when caring for consumers. Observations included a staff member telling a consumer to close their mouth while eating and physically closing their mouth. The Assessment Team report noted some wound photos were observed that unnecessarily showed consumers’ private body parts that could have been covered to preserve dignity.
When this was raised with management by the Assessment Team, they advised staff members observed by the team had been re-educated, and noted they were unable to address the concerns regarding some individual consumers due to their request for anonymity.
In their response the Approved Provider disputed several of the Assessment Team’s findings for this requirement. The provider noted the Assessment Team found most staff were observed to be treating consumers with kindness, respect, and professionalism, and that while isolated disrespectful incidents were observed, they were not reflective of the overall culture and practices at the service and did not necessarily represent systemic issues across the service. Further the provider noted that a recent consumer experience survey indicated 96% of consumers felt they were treated with ‘dignity’ and ‘respect’ with 4% responding they were ‘sometimes’. 
I acknowledge the service’s positive consumer survey result. However, I consider that even if most consumers are treated with dignity and respect, which does not negate the degree of risk to and negative impact on the health, safety and wellbeing of those consumers found to be treated in an undignified and/or disrespectful manner. 
The provider stated that consumer feedback about consumers being treated ‘like children’ at mealtimes should be considered as subjective, because those observations did not take into account staff are trained to simplify communication to meet the differing cognitive and physical abilities and specific needs of consumers. I acknowledge the importance of consumer centred communication. However, I encourage the provider to consider that it is not only the complexity of message content, but how the message is delivered and perceived by consumers receiving and observing it, that should be considered in the analysis of this feedback. 
The provider stated the evidence regarding concerns raised by several consumers and representatives in relation to continence management and consumers left in soiled underwear could not be further verified because they were made by ‘others’ and this was not observed by the Assessment Team. However, I consider this evidence has significant weight because there were multiple consumers and representatives who consistently provided this information to the Assessment Team. I encourage the provider to continue with its continence training and commend the provider for delivering refresher training in March 2025.
In relation to the findings about that undignified wound photos that included consumers’ ’private parts’, the provider advised these were isolated incidents. The provider stated nursing staff are educated on appropriate wound photography to minimise exposure of private body parts. Regarding the consumer reported to be only wearing a continence aid in public areas of the service on several occasions, the provider referred to this as an incident rather than multiple incidents. The provider advised the service has suitable dress protocols in place to support consumers who remove their clothes and will use the incident to inform continuous improvement. I note the risk of harm to the dignity and wellbeing of any consumer involved in both incidents.   
The provider stated that based on CCTV footage reviewed, it did not agree with the Assessment Team’s reported observation that meal assistance provided by a staff member to a consumer, was ’disrespectful’ or ‘forceful’. In its response the provider supplied the consumer’s dietary assessment form as evidence, which included directions regarding the consumer’s diagnoses and their associated eating support needs, including provision of verbal and physical cues to start the consumer eating and drinking, and to prompt as appropriate. However, the reported observation of a staff member physically closing the consumer’s mouth is not consistent with the examples of physical prompts noted in the consumer’s assessment form, which recommended moving a cup to the consumer’s lips and spoon to their mouth to encourage drinking and eating. 
Having weighed up the evidence presented in the provider’s response and the Assessment Team report, I do not concur with the provider’s assertion that the evidence in the Assessment Team report points to isolated incidents of undignified and disrespectful treatment of consumers. The Assessment Team provided several examples illustrating different types of treatment that undermined consumer dignity and respect, despite most consumers and representatives providing positive feedback in relation to this requirement. I therefore consider there are systemic issues to be addressed to achieve compliance with this requirement. I acknowledge the provider for the steps it has already taken to implement improvements in this area and for its stated dedication to creating a respectful and dignified environment for all consumers at the service. However, I consider it will take time for the improvements to be embedded and sustained in practice. 
Accordingly, I find the service is not compliant in Requirement 1(3)(a).
Compliant Requirements
The Assessment Team found the service demonstrated care and services are culturally safe. Consumers and representatives confirmed they felt safe and comfortable to express themselves and to be themselves within the care of the service. Staff were aware of consumers’ cultural needs and preferences. Care documentation, the lifestyle calendar, organisational policy, service newsletters and the resident handbook demonstrated care and services provided were culturally safe.
The Assessment Team found the service demonstrated each consumer is supported to exercise choice and independence, make decisions about their care delivery, the way services are delivered and those involved in their care, to make connections with others and maintain their relationships of choice. This was confirmed by feedback from consumers and representatives who said staff listen to and respect consumers’ choices. Staff described consumers’ friendships within the service and externally, the people important to them and how they supported consumers to maintain those relationships, consistent with feedback provided by consumers.
The Assessment Team found the service demonstrated consumers are supported to take risks to enable them to live their best life in areas such as leaving the facility to access the community independently and choosing to use personal items such as kettles in their room. Documentation showed risk assessments and dignity of risk discussions were conducted with consumers and their representatives and forms have been completed to mitigate risks regarding their choices.
The Assessment Team found the service demonstrated each consumer receives information that is current, accurate and timely, communicated in a way that they can understand and enables them to exercise choice. Consumers said they are assisted by staff to make choices and different options are discussed with them. They said information regarding meals, activities, and meetings is provided on a daily basis, and 2 consumers with visual impairments advised they always feel up to date because staff read information out to them on areas such as menus and activity programs. 
The Assessment Team found the service demonstrated each consumer’s privacy is respected and personal information is kept confidential. Consumers and representatives advised they felt confident that their information was kept safe and confidential. The Assessment Team observed care to be provided within consumer rooms and consumer information was kept securely within the nurses station. The organisation has policies to guide staff practice in handling and protecting all consumers’ personal information. Some deficits in relation to consumer privacy issued identified in relation to dignity and respect were considered in Requirement 1(3)(a).


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.
	Compliant

	Requirement 2(3)(b)
	Assessment and planning identifies and addresses the consumer’s current needs, goals and preferences, including advance care planning and end of life planning if the consumer wishes.
	Compliant

	Requirement 2(3)(c)
	The organisation demonstrates that assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the consumer wishes to involve in assessment, planning and review of the consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other care and services, that are involved in the care of the consumer.
	Compliant

	Requirement 2(3)(d)
	The outcomes of assessment and planning are effectively communicated to the consumer and documented in a care and services plan that is readily available to the consumer, and where care and services are provided.
	Compliant

	Requirement 2(3)(e)
	Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
	Not Compliant


Findings
This Quality Standard has been assessed as not compliant as 4 of 5 specific requirements are compliant for the service.
Findings of non-compliance 
The Assessment Team found the service did not demonstrate care and services are reviewed for effectiveness when incidents occur or when circumstances change impacting the needs, goals and preferences of the consumer. Although reviews for care and services are attended, these reviews are not always performed thoroughly enough or in a timely manner to meet consumer changing needs, identify and develop strategies to address and mitigate risks to consumers in areas such as behaviour support and cognitive decline, management of wounds, skin integrity and pressure area care, leading to deterioration and pain for consumers. 
In their response to the Assessment Team report the Approved Provider disagreed with the Assessment Teams findings in relation to behaviours and cognitive decline, including that ongoing review of challenging behaviours is not timely or focused on safety and effectively meeting individualised consumer needs. 
The provider disputed the finding that the care of one consumer with a history of dementia since early 2024, who experienced ongoing cognitive and behavioural decline and several falls, was not adequately monitored and reviewed including specialist dementia assessment and support. The provider stated the consumer’s cognitive behavioural condition had not deteriorated to the extent they required external specialist support. The provider noted 4 behavioural assessments were conducted between September 2024 and February 2025, and behavioural charting ceased in late 2024 due to no adverse behaviours being observed. A copy of the behavioural assessment documentation was not supplied in the provider’s response. The provider did not provide evidence in response to the findings that the consumer’s progress notes indicate changed behaviours, including wandering, are being exhibited regularly with their GP requesting staff to observe the consumer for their safety, the consumer’s changing condition has been observed by staff and other consumers to upset the consumer, and that throughout the Site Audit the consumer did not appear to have many dementia related activities or brain stimulating supportive materials or interactions with care and clinical staff to aid their experience of dementia.
I consider the provider’s response indicates ongoing review of the consumer’s care in relation to falls was conducted with effective mitigation strategies implemented, in the context there is a dignity of risk in place as the consumer chooses not to have a floor sensor and sometimes does not wish to wear their call bell pendant to aid prevention of falls. However, I note copies of care documentation and falls assessment and management plan were not supplied in their response. 
The provider disagreed with several of the Assessment Team’s findings regarding skin integrity and wounds. Copies of the service’s high risk register and wound list were supplied in the provider’s response. The provider disputed the finding that the service’s wound numbers are high relative to the number of consumers at the service and provided the context that some named consumers declined to adopt various recommended pressure injury risk prevention interventions and skin/care/checks, resulting in delayed detection by the service. The provider said the consumer identified in the report with a high number of pressure injuries had signed ‘disclaimers’ to decline the use of various pressure relieving devices, they are independent with their personal care and did not report their pressure injuries until they became painful. (A copy of the consumer’s dignity of risk form was not included in the provider’s response.)
The provider disputed the finding that one named consumer’s wound had deteriorated. Wound charts and photographs were supplied by the provider as evidence of improvement. However, it was not possible to accurately observe or conclude the progress of the consumer’s wounds from this evidence because the photographs were taken at different angles, with shadows obstructing the rulers and wounds being measured and depths and widths of wounds were not recorded for most dates. Further, the photographs taken in February 2025 did not confirm the provider’s assertion that the wounds had improved since their identification in January 2025, nor did the evidence refute the finding that some wounds were not staged correctly and identification by the service was delayed.
The provider disputed the finding that the service did not thoroughly review the wound care and skin integrity of one named consumer in a timely manner, resulting in deteriorating, continuous incontinence associated dermatitis (IAD) for 11 months. The provider advised the consumer had multiple incidents rather than continuous of IAD over that time but did not provide documentary evidence of separate IAD incidents experienced by the consumer. While I acknowledge the consumer may not have had IAD continuously over the period, the provider’s response does not address the report’s finding regarding lack of timely review when circumstances changed and/or deterioration occurred for this consumer, such as when the consumer had repeated episodes of IAD. 
Having considered all the information before me, I am not satisfied that the provider demonstrated consistent and timely review of care and services when consumers’ circumstances or condition changed impacting their needs, goals or preferences. I found the evidence in the Assessment Team report more compelling in relation to gaps in timely care review to manage risk of pressure injuries, wounds and repeated episodes of incontinence associated dermatitis; and in relation to the lack of timely referral to specialist dementia support services and review of recreational activities for to maximise their health safety and wellbeing of a consumer experiencing cognitive and behavioural decline
Accordingly, I find the service is not compliant in Requirement 2(3)(e).


Compliant Requirements 
The Assessment Team found the service demonstrated assessment and planning considers risks to the consumer and informs delivery of safe and effective care and services. Consumer and representative feedback regarding risk identification and planning was mostly positive. The majority of consumers and representatives stated they are approached to discuss risk prevention strategies for the consumer on admission, on a yearly basis and when an incident occurs. Staff were able to identify consumer risks when asked. Care documentation for sampled consumers showed regular, ongoing risk assessments are occurring and family conferences are conducted on an annual basis and when needed. However, for some consumers comprehensive analysis of causal factors for incidents has not been conducted and effective risk mitigation strategies have not been developed. This is considered in Standard 2, Requirement (3)(b).
The Assessment Team found the service did not demonstrate that consumers’ current needs, goals, preferences and risks are effectively identified and strategies developed in assessment and care planning to ensure consumers’ health, safety and wellbeing when incidents occur. Consumer feedback, care documentation and staff and management interviews showed for some consumers ongoing risk identification, causal analysis and mitigation strategies developed to minimise risk of consumer harm in the areas of medication management, behaviour support, falls, skin integrity and wound care, are not effective. However, the Assessment Team found the service demonstrated advance care planning and end of life planning is attended if the consumer chooses. This was supported by consumer and representative feedback and care documentation.
In their response to the Assessment Team report the Approved Provider disputed the service was not providing adequate care and ongoing review of the emotional, psychological and specialist support for one consumer withdrawing from opioid medication used for pain relief. The provider stated the consumer’s progress notes detailed non-pharmacological interventions used to support the consumer’s behaviours and anxiety. Documentary evidence containing detailed supports was not supplied in the provider’s response. However, the provider supplied copies of file notes by the GP that showed they reviewed the consumer during the week of the Site Audit while their opioid dosage was being reduced. The provider stated the GP who was managing the methadone dose reductions, said there was no requirement for a specific “withdrawal management directive” nor to involve external drug and alcohol services.
The provider disputed the finding that the toileting schedule for one consumer, who experiences frequent falls, was not adjusted in response to incident reports that indicated the majority of their falls occurred while attempting to go to the bathroom. The provider stated 80% of the falls were mechanical, caused by factors such as loosing balance walking without their mobility aid. Documentary evidence of this was not supplied in the provider’s response.  However, the provider supplied a copy of the consumer’s falls risk assessment that showed one out of their last 3 falls involved seeking the bathroom.
The provider acknowledged the number of skin events could be considered ‘high’ relative to the number of consumers at the service. However, the provider noted some of the wound charts remained open after wounds had healed to monitor skin post healing where there was still a potential for risk, skin cancers/lesions were identified as individual wounds and a large number of wounds present at the time of the audit have since healed. The provider advised all wound charts and assessments have been revised to ensure appropriate strategies and preventive interventions are in place. Documentary evidence of this was not supplied in the provider’s response. The service’s plan for continuous improvement includes actions to complete a wound management audit and refresher training as required by the end of April 2025 and to review all care plans by the end of May 2025.
Having reviewed the Assessment Team report and the Approved Provider’s response, I consider the provider supplied persuasive documentary evidence in relation to the ongoing care planning to meet the needs for consumers referred to in the requirement, and the Assessment Team found advance care and end of life planning is being addressed by the service.
Accordingly, I find the service is compliant in Requirement 2(3)(b).
The Assessment Team found the service demonstrated assessment and planning is performed in partnership with the consumer and those they wish to be involved in their care, such as including allied health teams and other organisations or providers of care where appropriate. Consumers and their representatives said they are satisfied with the level of consultation and input they have in planning their care and services and were encouraged for their input. Care documentation reflected ongoing involvement of consumers, representatives and other care providers such as physiotherapists, speech pathologists, podiatrists, dieticians and GP in assessment, planning and review.
The Assessment Team found the service demonstrated the outcomes of assessment and planning are effectively communicated to the consumer and documented in the care plan that is readily available to the consumer and where care and services are provided. Consumers and representatives confirmed they are offered a copy of their care plan if they wished to have it. Sampled representatives advised they understood the care plan provided and any concerns they had were clarified promptly by the clinical staff who knew their family member. Two sampled representatives stated ongoing clinical risks and risk management strategies for their consumers were discussed with them.

Standard 3
	Personal care and clinical care
	

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

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

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

	Requirement 3(3)(d)
	Deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely manner.
	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.
	Compliant

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 3(3)(g)
	Minimisation of infection related risks through implementing:
(i) standard and transmission based precautions to prevent and control infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to support optimal care and reduce the risk of increasing resistance to antibiotics.
	Compliant


Findings
This Quality Standard has been assessed as non-compliant as 5 of 7 specific requirements are compliant for the service.
Findings of non-compliance 
The Assessment Team found the service did not demonstrate each consumer receives safe and effective clinical and personal care that is best practice, tailored to their needs and optimises their health and wellbeing. Feedback from sampled consumers and representatives included their concerns regarding personal cares, pressure area prevention, wound management and behaviour management. The Assessment Team observed deficits in staff practice and knowledge during staff interviews and incomplete care documentation. There was a lack of adherence to policy and procedure by clinical staff due to a lack of understanding of administered medications and safe administration practice.
Regarding personal care, the Assessment Team found staff were able to accurately describe the preferences of some consumers. However, some sampled consumers and their representatives raised concerns about the need for them to provide ongoing prompting to staff about aspects of their personal care. In their response the Approved Provider disputed the finding that one consumer advised they regularly have to instruct care staff about the help they need in the shower. The provider stated the consumer’s individual preferences outlined in their care plan include that staff are to assist the consumer with showering when requested, as the consumer wishes to maintain their independence. I consider this does not refute the finding of the Assessment Team report. It shows that when the consumer does request assistance, they have to prompt staff to meet their needs.
Regarding personal care, the Assessment Team found clinical staff did not always follow the organisation’s policies and procedures for pain management, pain was not always considered for each consumer, and some sampled consumers, and representatives raised concerns that consumers experience unnecessary pain. The Assessment Team observed one consumer with multiple wounds who was in pain on the fourth morning of the Site Audit. The consumer takes regular pain medications and their pain was last assessed at 11pm the night before. The consumer advised they are always in pain, and said they feel staff are unable to manage it.  They mentioned pressure relieving boots trialled on their feet overnight that caused swelling and blisters. In their response the provider advised boots were one of the alternative interventions trialled by the service because the consumer declined traditional pressure relieving options such as an air mattress and bed cradle, but they were removed when the consumer expressed pain. The provider advised the consumer ‘s care plan includes pain management, detailing their different types of pain, interventions and goals, and the consumer’s previous paint chart entries found no pain was present. Copies of this documentation were not supplied as evidence in the provider’s response. 
The provider disputed the finding that the pain charts were incomplete for another consumer, observed by a staff member and representative to be constantly in pain and always asking about pain relief. The provider disputed that pain charts were incomplete, noting that the chart allows for completion of the Abbey Pain Scale or a numeric score rather than both. When the pain score indicated no pain further information was not required to be entered. The provider supplied copies of the consumer’s daily pain charts for the preceding week. I note that the charts show pain was reviewed for 2 hours each morning at the same time. This would not monitor/capture the reported constancy of pain nor the ongoing effectiveness of pain medication/interventions. The provider noted the consumer declines the use of pressure relieving air mattress and regular repositioning, impacting their recovery. I consider this to be a contributing factor to the consumers wounds, but it does not negate the service has not provided sufficient and effective monitoring and review of pain levels and intervention effectiveness to meet the needs of the consumer.
The provider disputed the finding the service demonstrated ineffective day to day management of wounds and the service’s policies and procedures are not followed, including insufficient repositioning of one consumer with a history of pressure injuries on the first day of the Site Audit. The provider supplied care documentation that showed regular repositioning occurred and that consumer had pressure area care management interventions in place.  The provider disputed that another rash was not treated for 5 days after it was reported by the consumer. The provider advised an incident form was completed. A skin integrity assessment and wound management plan documented, and the GP reviewed the consumer’s rash the following day. I consider the provider has supplied sufficient documentary evidence that the consumer received regular pressure area care on the date specified in the Assessment Team report. However, although the provider quoted progress notes as evidence that   timely treatment was provided for the consumer’s rash, copies of the actual progress notes were not provided as evidence.
The provider disputed the finding that the wound photographs for one consumer were unclear or difficult to follow with measuring devices not present or not aligned with the wound being measured and the instructions were unclear as to which wound dressing should be applied to which each wound in the photographs. Copies of the wound photographs were included in the provider’s response. I have discussed the inadequacy of the photography in Requirement 2(3)(e). The provider did not respond to the finding that pressure wounds were classified incorrectly based on wound characteristics observed in the photographs, leading to under staging of wounds when identified, and indicating delayed identification of the wounds. I consider these two 2 areas of wound management have not been addressed by the provider’s response. I note both are critical to effective accuracy of wound assessment, measurement, tracking, and review for appropriate treatment intervention, assessment and management of pain levels and progress towards recovery. 
In relation to medication management, the provider acknowledged the finding that a medication trolley was left unlocked and unattended outside a consumer’s room during the Site Audit, which posed the risk of harm to consumers who could access the medications. The provider disputed the finding that a registered nurse did not complete the standard checks for safe medication administration by leaving a consumer’s medications on their walker in their room, posing a risk of harm to the consumer due to delay in taking the high-risk and time sensitive medications. The provider stated the medications were not time sensitive causing risk to the consumer. Further the provider noted the consumer’s care plan states they have been approved by their GP that it is safe to administer some of their medications.  The provider stated that when the registered nurse signed the medication chart earlier that morning, rather than signifying all medications had been taken by the consumer, it reflected the time the medications were administered to the consumer to self-administer. The provider did not supply a copy of the medication chart or the medication administration procedure to confirm this practice, nor a copy of the consumer’s care plan noting the consumer’s preference and GP approval they are safe to self-medicate. I consider this sign off-practice has the potential to miss incidents where medication is not taken by consumers and the associated risk of harm.
The provider disputed the finding that registered nurses were unable to describe the side effects of 2 psychotropic medications. The provider advised when staff were interviewed by the Assessment Team, they became confused because the Assessment Team referred to both medications as opioids, when one was a benzodiazepine. The provider said as a result the clinicians deferred to the GP’s management of the consumer’s medication. 
On balance, when I consider all the information before me, I am not satisfied that the provider demonstrates compliance with this requirement. Based on my comments above, I found the evidence in the Assessment Team report more compelling than the evidence supplied in the provider’s response in the areas of personal care, pain management, skin integrity and wound management and medication management. Further I note the provider has not supplied documentary evidence to corroborate it’s response in several areas, which have been noted. I acknowledge the provider has submitted a comprehensive plan for continuous improvement and I encourage the provider to embed those improvements into sustainable practice. 
Accordingly, I find the service is not compliant in Requirement 3(3)(a).
The Assessment Team found the service did not demonstrate effective management of high impact high prevalence risks associated with consumers’ care. Management described risks present for consumers to include falls, challenging behaviours, skin integrity and wounds. Care documentation included identified risks. However, consumer and representative feedback and care documentation showed that for some consumers there were not effective risk mitigation strategies in place to prevent and/or manage their risks in a timely manner; and there have been ongoing near miss incidents and injuries due to failure to implement risk mitigation strategies. Further, several incidents such as ongoing falls and the acquisition of wounds were not identified and reported to the Serious Incident Response Scheme (SIRS) in line with legislative requirements.
In their response the Approved Provider disputed the finding that the service did not identify and treat pressure injuries and infections appropriately and noted several consumer wounds have healed since the Site Audit. This was documented in a copy of the recent wound list supplied in the provider’s response. The provider refuted consumers’ wounds have deteriorated due to a lack of management and referred to documentary evidence in their response regarding wound monitoring, GP reviews, external service supports, nurse practitioner input and appropriate interventions; including a progress note confirming a named consumer from the report attended their ambulatory care appointment and was informed their wound was improving with nil signs of complication or infection. 
The provider disputed the finding that 7 consumer infections were reported in January 2025 were of the type usually related to lack of hygiene, such as 2 urinary tract infections (UTS) sustained by 2 male consumers. The provider stated the consumers had diagnosed medical conditions known to increase the risk of UTIs, and both infections were resolved with antibiotic treatment. I consider the provider’s assertion that the diagnosed conditions of the 2 male consumers who sustained UTIs in January 2025 are plausible contributing factors that were not considered in addition to/instead of hygiene factors raised in the Assessment Team report. Further, the provider advised the service reports urinary tract infections as part of monthly quality indicator data in its external benchmarking audit which has not indicated any risk flags in the past 6 months. The Assessment Team report did not name the other 5 consumers with infections in January nor were the details of their infections provided. However, I acknowledge the provider did not provide evidence of causal analysis and preventive / mitigation strategies developed in each case. 
The provider disputed the finding that for a consumer who had a high number of falls in the last 6months the service did not consider alternative falls risk factors and mitigation strategies, such as the discomfort of the consumer’s perineal rash increasing the urge to use the bathroom, unattended. The provider supplied a copy of the consumer’s falls assessment in its response, which identified the risk factors mentioned in the Assessment Team’s finding and mitigation strategies. Based on the documentary evidence supplied by the provider, I am persuaded that there was ongoing consideration of alternative falls risk factors and mitigation strategies put in placer, taking into account the consumer’s choices such as not to use a sensor mat. The Assessment Team’s finding that the consumer’s falls were mostly caused by the urge to use the bathroom, was not supported by the falls assessment report considered in Requirement 2(3)(b).
The provider disputed the finding that the service did not provide effective behaviour support to multiple consumers. However, copies of behaviour assessment and care plan and behaviour monitoring charts supplied by the provider in its response did not reflect that the behaviour of one consumer living with cognitive decline had significantly deteriorated since they were Assessed by Dementia Services Australia (DSA) 12 months earlier. The behaviour charts described 2 behavioural incidents that occurred on the same day. The behaviours were described as wandering and interfering, verbal disruption, constantly physically agitated, very restless and ‘socially inappropriate’ that negatively impacted the consumer and other consumers. The behaviour charts showed the behaviour support interventions applied by staff had little and/or short-lived effect on the consumer’s behaviour, and the behaviour  support plan did not include the consumer’s current behaviours or a revised support strategies  The provider has not supplied evidence to demonstrate that the consumer’s cognitive and behavioural decline have been recently reviewed by a specialist dementia service , nor has their care plan been updated to minimise the risk of negative impacts on the consumer and other residents at the service. 
The provider disputed the finding that the service had not effectively managed the psychological and behavioural decline experienced by another consumer, whose behavioural chart recorded observed sadness, frustration, and agitation, and disturbing others. The provider noted the consumer has a behavioural support plan in place, specialised services were provided and there have been no behaviours reported since 19 February 2025. Documentation showed the consumer was referred to a mental health service for psychological support to manage their depression and anxiety. However, the outcomes for ongoing care and support for the consumer’s mental health were not documented. The provider stated evidence had been supplied to the Assessment Team regarding supports provided to the consumer, including counselling, psychiatry input, emotional support, spiritual services, older adult mental health services and safety planning. Copies of the consumer’s behaviour monitoring charts and behaviour support plan were not supplied as evidence in the provider’s response, nor was there documentation that showed psychological counselling for the consumer was currently in place to assess and support the consumer’s current psychological and behavioural decline. A discharge summary for previous mental health and psychological counselling from a local specialist mental health team was provided.
The provider disputed the finding that the service did not meet SIRS legislative reporting requirements. The provider stated the management team utilises the Aged Care Quality and Safety Commission SIRS decision support tool when determining if an event or allegation is classified as reportable and the correct priority. The provider advised all staff had training on SIRS identification. Training records supplied in the provider’s response did not evidence all staff received training in SIRS but included 9 items of staff feedback on SIRS training delivered. I note the Assessment Team provided specific examples of legislatively reportable SIRS incidents not reported by the service in Requirement 8(3)(d). 
While I acknowledge the provider’s response demonstrated its compliance in some areas identified in the Assessment Team report for this requirement, on balance I consider the risk of harm associated with gaps in behaviour management and SIRS reporting remain significant for consumers at the service and it will take time to embed improvements into sustainable practice.  
Accordingly, I find the service is not compliant in Requirement 3(3)(b).
Compliant Requirements
Requirement 3(3)(c)
The Assessment Team found the service demonstrated the needs, goals and preferences for consumers nearing end of life are recognised and addressed with their comfort maximised and their dignity preserved. Management advised there were no consumers currently receiving end of life care at the service. Staff described how they assist consumers on their end of life pathway. Care staff said they provide oral care and personal care, such as a bed bath and changing of clothing, to help maintain the comfort and dignity of consumers at the end of their life. Lifestyle staff provide one on one support such as organising pastoral care. Clinical staff described pain management protocols an escalation process for when a consumer reaches the end of their life. All consumer sampled documentation reflected advanced care planning in use and actively being updated.
Requirement 3(3)(d)
The Assessment Team found the services did not demonstrated deterioration or change of a consumer’s mental health, cognitive or physical function, capacity or condition is recognised and responded to in a timely and effective manner. Care documentation for all sampled consumers who experienced deterioration or a changing condition showed there was not a timely and immediate escalation and response to deterioration. Although staff were able to recognise when a consumer deteriorated in physical or mental function, actions such as referrals to supportive organisations or allied health professionals, as well as continuing assessments for the ongoing monitoring of changes in consumer conditions (such as pain) are reactive in nature. The Assessment Team found multiple consumers, had wounds that were not identified in a timely manner, with several wounds being identified when they had reached stage 2 or stage 3. Several consumers had wounds which had become infected or had a negative progression. The Assessment Team report noted 5 consumer who did not receive ongoing support for their changing and deteriorating cognitive conditions. Further information on untimely response to changes and deterioration of consumers’ condition was considered in Standard 2, Requirement (3)(e) and Standard 3, Requirements (3)(a) and (3)(b).
In their response the Approved Provider refuted that the service did not respond in a timely manner to consumers’ deteriorating conditions. The provider responded to information provided on 2 named consumers mentioned in relation to this requirement in the Assessment Team report. For one consumer the provider quoted from progress notes stating the consumer’s excoriation rash was reviewed by the GP the day after the consumer reported it to staff which was inconsistent with the consumer’s reported advice to the Assessment Team that it took 5 days for the GP to review the rash. However, I note a copy of the progress notes were not supplied in the provider’s response. 
Regarding the consumer that the report stated advised the Assessment Team they had to alert staff members that they were developing tinea between their toes prior to them noticing and treatment being commenced, the provider stated the consumer’s preference as to the level of assistance they require with personal cares fluctuates between stand by supervision to washing and drying hair/body. Hence it is possible the skin issue on their feet was not identified by staff. This was noted by the provider in their response to Requirement 3(3)(a). 
I have considered the evidence in the Assessment Team report and in the provider’s response. Several of the consumer examples noted for this requirement in the Assessment Team report were already considered in Requirements 3(3)(a) and 3(3)(b) in relation to support for deteriorating behaviours, and identification and prevention of wounds including pressure injuries. I found the documentary evidence supplied by the provider regarding timely treatment of the named consumer’s rash to be more compelling than the evidence of the consumer’s concern raised in the Assessment Team report that treatment took 5 days to commence. Further I consider the possible cause put forward by the service as to why it did not initially identify a consumer’s tinea infection to be plausible, based on the consumer’s care preferences. 
Accordingly, I find the service compliant in Requirement 3(3)(d). 
The Assessment Team found that overall, the service demonstrated information about consumers’ condition, needs and preferences is documented and communicated within the organisation and with others who share their care. Consumers and their representatives said care needs and preferences are communicated to them and they receive communication from staff regarding consumer conditions and when incidents or a change in condition occurs and care documentation showed GPs are also contacted when this happens. Documentation, including written hand over notes, meeting minutes and information provided on the services electronic care management system, which demonstrated safe sharing of consumer information in providing care. However, the Assessment Team also found that progress notes for one consumer written by some clinical staff members over a 2-month period between September and October 2024, including information on weekly assessments, appeared to be copied on a weekly basis into the consumer’s care file. The regional manager said the service identified this issue late last year and staff were re-educated regarding the expectations of legal documentation.
The Assessment Team found that on balance the service demonstrated timely and appropriate referrals are made to individuals and other providers of care and services. However, the Assessment Team observed these referrals to be delayed at times. This was considered in in Standard 2, Requirement (3)(e) and Standard 3, Requirements (3)(a) and (3)(b). Clinical staff were able to describe the referral process for consumers and advised the Assessment Team that the majority of referrals are made in consultation with the consumer’s GP and their representative consent. Consumer documentation supports referrals made to dieticians, physiotherapists, speech pathologists, GPs, podiatry services and, in some instances, wound care specialists. Referrals to external organisations such as DSA and mental health support services were delayed in most cases. Management advised availability of allied health, clinical specialists and other organisations in the region was a factor.
I have considered the evidence in the Assessment Team report and in the provider’s response. Several of the consumer examples noted for this requirement in the Assessment Team report were already considered in Requirements 3(3)(a) and 3(3)(b) in relation to support for deteriorating behaviours, and identification and prevention of wounds including pressure injuries. I consider the possible cause put forward by the service as to why it did not initially identify a consumer’s tinea infection to be plausible, based on the consumer’s care preferences. In the absence of further evidence provided in the Assessment Team report for this requirement, I find the provider’s evidence more compelling. 
Accordingly, I find the service is compliant in Requirement 3(3)(d).
Standard 4
	Services and supports for daily living
	

	Requirement 4(3)(a)
	Each consumer gets safe and effective services and supports for daily living that meet the consumer’s needs, goals and preferences and optimise their independence, health, well-being and quality of life.
	Compliant

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Compliant

	Requirement 4(3)(c)
	Services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them.
	Compliant

	Requirement 4(3)(d)
	Information about the consumer’s condition, needs and preferences is communicated within the organisation, and with others where responsibility for care is shared.
	Compliant

	Requirement 4(3)(e)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Compliant

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Compliant

	Requirement 4(3)(g)
	Where equipment is provided, it is safe, suitable, clean and well maintained.
	Compliant


Findings
This Quality Standard has been assessed as compliant as 7 of 7 specific requirements are compliant for the service.
Compliant Requirements 
The Assessment Team found the service demonstrated each consumer gets safe
and effective services and supports for daily living that meet their needs, goals and preferences and optimise their independence, health, wellbeing and quality of life. Consumers discussed how the service provided support for their interests and staff described how consumers enjoyed spending their time. Care documentation was consistent with the feedback provided consumers and staff.
The Assessment Team found the service demonstrated that services and supports for daily living promote each consumer’s emotional, spiritual and psychological wellbeing. Assessment Team observations and consumer documentation showed consumers are engaging in the lifestyle program and activities provided aligned with their needs and preferences in areas such as attendance at church services and regular phone calls with religious leaders. Staff were observed to provide consumers with emotional support and lifestyle staff described ways in which consumers’ psychological needs are met, including through exercise classes, pet therapy, and one on one visits from community volunteers.
The Assessment Team found the service demonstrated services and supports for daily living assist each consumer to participate in their community within and outside the service, have social and personal relationships and do things of interest to them. This was confirmed by consumer feedback, with consumers noting they are encouraged to and enjoy visiting local community shopping centres and restaurants and bus trips to local areas. Lifestyle staff advised consumers attend activities at the local men’s shed, preschools, libraries and churches.  Care documentation included detailed information about consumers’ likes, dislikes, preferences and history to assist in identifying who and how consumers can be supported in this area by staff.
The Assessment Team found the service demonstrated information about the consumer’s condition, needs and preferences is communicated within the organisation and with others where responsibility for care is shared. Staff described how consumer information is communicated, such as through verbal handover, written handover sheets, staff meetings, and ensuring the electronic care system is updated regularly. Nutrition, hydration and dietary requirement folders in the kitchen reflected consumer dietary needs and preferences, including allergies, likes and dislikes, were included in care plans.  Consumers confirmed they felt staff understood their care needs and representatives confirmed they are kept well informed when changes occur.
The Assessment Team found the service demonstrated timely and appropriate referrals to individuals, other organisations and providers of other care and services, such as the Men’s shed, spiritual services and counselling services. Two consumers experiencing blindness have been referred to Vision Australia for devices such as clocks and calendars which were observed in their rooms. 
The Assessment Team found the service demonstrated where meals are provided, they are varied and of suitable quality and quantity. Most consumers said they enjoy most meals, but they are offered alternative meals when food is not to their liking. Sampled consumers said they have input into the menu, are supported to provide feedback for meal options and improvements have been mad after feedback has been provided by the residents. Staff described how they accommodate consumer’s needs and preferences and how they seek feedback regarding meal and menu changes. Documentation demonstrated consumer dietary needs and preferences, including allergies, likes and dislikes were included in care plans.
The Assessment Team found the service demonstrated where equipment is provided, it is safe, suitable, clean and well maintained. Consumers provided positive feedback regarding equipment available to support them to maintain their social and mental wellbeing and lifestyle. The Assessment Team observed equipment to be appropriate, well maintained and safe for consumer use. For consumers with vision impairment, the Assessment Team observed items such as large clocks and large button radios provided by Vision Australia within consumer rooms to aid them with their everyday life. 


Standard 5
	Organisation’s service environment
	

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

	Requirement 5(3)(b)
	The service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors.
	Not Compliant

	Requirement 5(3)(c)
	Furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer.
	Not Compliant


Findings
This Quality Standard has been assessed as non-compliant as 1 of 3 specific requirements are compliant for the service.
Findings of non-compliance 
The Assessment Team found the service did not demonstrate the service environment is safe clean and well maintained and enables consumers to move freely, both indoors and outdoors. The service has preventive and reactive maintenance systems in place. However, the external service environment was observed to be unsafe in several with broken equipment and unmaintained gardens and pathways, placing consumer health safety and wellbeing at risk. Sampled consumers and representatives provided mixed feedback about the cleanliness of the service environment, including consumers’ rooms. Some raised concerns including insufficient cleaning staff to effectively clean common areas, bins and ensuites are not maintained on weekends and staff prompting is required to complete these tasks when areas become unmanageable for consumers. 
The Assessment Team observed the main corridor and dining area floors were sticky and dirty throughout the Site Audit, handrails and had sanitizers were dusty and unclean and the maintenance shed containing accessible poisonous chemicals, gardening and tools was unlocked and accessible to consumers. Gardens at the rear of the service were overgrown with weeds and front gardens were maintained but had litter such as empty biscuit packets in them. The fire safety assembly point was unsafe for consumer use, as it was littered with tree cuttings, the ground uneven with unfilled holes and deepened tire marks where previous cars had been parked. The consumer smoking area appeared unkept with ash trays overfilled and fire blankets that appeared weathered, were untested and did not contain a fire testing tag. The Assessment Team found service management were responsive to and promptly addressed some of the issues raised by the Assessment Team regarding the safety, cleanliness and maintenance of the service environment, but the extent of maintenance and cleaning required indicated there were systemic maintenance and cleaning issues.
In their response to the Assessment Team report the provider acknowledged that certain areas identified required immediate attention, but also advised the service took proactive measures both prior to and during the audit, and has strategies in place to ensure a well-maintained, safe, and comfortable environment for all consumers, including a preventive and reactive maintenance system. The provider noted they had had recruited an additional cleaner in December 2024 following review of the cleaning roster, but had experienced difficulties refilling the position after they left the same month and stated a new cleaner was commencing at the end of February to address any identified concerns. 
The provider advised environmental audits were conducted in August and November 2024, resulting in the employment of an external garden design contractor and an action plan to address the deficits. The provider noted the environmental audit report demonstrates a commitment to identification of risk and continuous improvement rather than systemic neglect. The provider supplied a copy of the report in their response. The provider stated the finding that bins and bathrooms were not maintained on weekends is not consistent with service protocols, but did not provide evidence to support the cleaning had occurred. The provider advised service maintains a regular cleaning schedule for high-traffic areas and that during the Site Audit, additional foot traffic and external factors may have contributed to the conditions observed. However, I do not consider this assertion to be correct, based on the extent and the lack of cleanliness observed in those areas.
I acknowledge the evidence provided by the service that several measures have been implemented to address and mitigate the concerns raised by the Assessment Team. However, I am more persuaded by the evidence presented in the Assessment Team report that clearly shows despite the maintenance and cleaning systems and process in place, and an environmental audit conducted in late 2024 there were extensive and systemic gaps in the safety, cleanliness and maintenance of the internal and external environment that placed consumers’ health safety and wellbeing at considerable risk of harm. I encourage the provider to continue to review and improve its maintenance, cleaning and environmental auditing systems and processes to address and prevent these environmental safety issues.
Accordingly, I find the service is not compliant in Requirement 5(3)(b).
The Assessment Team found the service did not demonstrate furniture, fittings and equipment are safe, clean, well maintained and suitable for the consumer. The team observed the communal activity room, walls, floors, furniture and areas behind furniture appeared to be unclean and dusty. Chairs and lounges in this area were noted to appear cracked and dirty with rubbish, spilt food and bird excrement present. In consumer private outdoor areas furniture, windows, screen doors and mobility aids were observed to be coated in dirt, cobwebs and built-up leaf litter. Indoor furniture was observed in the courtyard that showed signs of mould on the coverings and was unsteady on the ground. There was wrought iron furniture exposed to the sun without coverings posing a risk of burns to consumers.  Broken furniture was observed scattered throughout the courtyard, including a princess chair, broken lamp and broken tray tables covered in cobwebs and bird excrement. Throughout the service, blinds and some window furnishings appeared heavily discoloured with dirt. The Assessment Team found management were responsive to the concerns raised during the Site Audit, and advised they were adding further equipment and furnishing maintenance to the maintenance checklist.
In their response the Approved Provider disputed several of the Assessment Team’s findings for this requirement. The provider advised certain issues were identified and reviewed prior to the Site Audit and plans were already in place to address those issues. The provider stated it does not believe there was any evidence to suggest consumers were harmed as a result of these deficits. Further the provider noted the results of a consumer survey conducted in February 2025 showed that all consumers who indicated they require special equipment responded that the equipment is always clean, well maintained and they always feel safe using it. Documentary evidence of the survey results was not supplied in the provider’s response.
The provider outlined improvements that were made during and since the Site Audit to address the concerns raised in the Assessment Team report. The service’s Plan for Continuous Improvement (PCI) supplied with its response included further actions, such as evaluating the actions implemented since the November 2024 audit and review hazard reporting to determine new risks. 
The provider respectfully noted that the concerns raised by the consumer in relation to the environmental safety in the Assessment Team report were not based on verification of the consumer’s reported background and expertise in background in work health and safety. The provider noted the current work health and safety representative for the service is compliant with all expected training modules for both roles and attends the quarterly provider level WHS committee meetings. 
Having considered the evidence put forward in the provider’s response and the Assessment Team Report, I find that at the time of the Site Audit there was substantial evidence of deterioration, lack of cleanliness and maintenance of furniture and equipment in the indoor and outdoor areas that posed a risk of harm to the health safety and wellbeing of consumers. I acknowledge the provider had identified a broad plan for maintenance and furniture replacement for some of the items mentioned in the report. However, at the time of the Site Audit many of the issues identified in its environmental audit had not been rectified, nor were interim mitigation strategies in place to protect consumers from harm associated with those risks. I encourage the provider to follow through with the actions in its PCI to ensure there is continuing action, evaluation and confirmation of the progress towards meeting this requirement.
Accordingly, I find the service is not compliant in Requirement 5(3)(c).
Compliant Requirements 
The Assessment Team found the service demonstrated the service environment is welcoming and easy to understand, and optimises each consumer’s sense of belonging, independence, interaction and function. The service environment was observed to have furniture that is positioned appropriately and there are art works and other furnishings around the service. The building design is easy to navigate with signage to support consumers. Some sampled consumers and representatives provided mixed feedback as to whether the service feels homely and some noted they are not able to independently go outside due to the concern of uneven pathways. This is considered in Requirement 5(3)(b). However, overall, the Assessment Team found consumers said they were happy with their rooms, the service is easy to navigate and the environment is welcoming.


Standard 6
	Feedback and complaints
	

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

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

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

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


Findings
This Quality Standard has been assessed as compliant as 4 of 4 specific requirements are compliant for the service.
Compliant Requirements 
The Assessment Team found the service demonstrated consumers, their family, friends, carers and others are encouraged and supported to provide feedback and make complaints. Sampled consumers and representatives said they felt supported to make complaints, provide feedback and are aware of the of the supports available to do so. They advised they provide feedback verbally to staff at resident and representative meetings and through surveys. Staff and management described how they support consumers to give feedback according to organisational policies such as taking consumers to attend the various meetings and assisting and directing consumers and representatives to use the feedback form.
The Assessment Team found that, overall, the service demonstrated consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints. Some sampled consumers and representatives advised they were not aware of on the various ways to make external complaints and/or access advocacy services regarding their consumer rights, but said they would ask their family for assistance. Staff were able to describe how they support and assist consumers to make complaints. The Assessment Team observed brochures and posters on how to make a complaint to Commission and the Charter of Aged Care Rights and there was information in the admissions pack and consumer handbook. The service currently has one consumer from a culturally and linguistically diverse background (CALD) who understands and communicates in English. Management demonstrated they know how to access the interpreter service to support consumers if required.
The Assessment Team found the service demonstrated appropriate action is taken in response to complaints and open disclosure is used when things go wrong. Most consumers and representatives provided positive feedback on their experiences when they have raised concerns with management. Although there were some consumers who expressed concerns about responses to their complaints, overall, the feedback from consumers and representatives was positive. The feedback register and most sampled consumers confirmed open disclosure is used when consumers have raised concerns and their concerns are responded to and addressed appropriately.
The Assessment Team found the service demonstrated feedback and complaints are reviewed and used to inform improvements to the quality of care and services. Sampled consumers and representatives said their feedback was used to improve services they received. Complaints records showed the service effectively documents complaints and the steps taken to resolve them. The plan for continuous improvement showed various consumer feedback and complaints recorded as the source for improvements.


Standard 7
	Human resources
	

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

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Compliant

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Not Compliant

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Compliant

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Compliant


Findings
This Quality Standard has been assessed as non-compliant as 4 of 5 specific requirements are compliant for the service.
Findings of non-compliance 
The Assessment Team found the service did not demonstrate the workforce is competent and members of the workforce have the qualifications and knowledge to perform their roles. The report noted there were significant competency gaps demonstrated by care staff, registered nurses and members of the clinical management team regarding the management of some high impact high prevalence risks. Several consumers and representatives commented on the lack of knowledge displayed by clinical and care staff regarding the provision of their clinical and personal care and services.
Examples provided included one representative stated they have to regularly prompt staff to attend to personal care, to ensure the consumer wears clean clothes and clean incontinence products. One named consumer advised staff do the best they can, but they did not foresee the complications / risks of placing a pressure relieving bootie on their feet that caused swelling and blisters. 
Further the Assessment Team report noted management informed the Assessment Team that competencies were developed for registered nurses who were involved in a medication administration incident. However, this had not occurred.
In their response the Approved Provider disputed the Assessment Team’s findings for this requirement. The provider stated that all staff have the appropriate qualifications, skills and knowledge to perform effectively in their jobs. Further, the provider stated there was no specific evidence provided in the report that showed this was not demonstrated. The provider acknowledged the varying levels of experience within the clinical team, and advised they employed a Registered Nurse as the Facility Manager and retained the position of Clinical Nurse Manager to support and build capability in the Registered Nursing group. The provider noted oversight and governance is supported at an organisational level by the clinical risk and quality advisors, regional managers and chief operations and strategic manager who are all experienced clinicians. The provider referred to the supporting evidence supplied previously in its response in the areas of pain management, consumer deterioration, SIRS reporting and additional information provided in relation to specific consumers across the requirements.
Regarding medication competency, the provider stated education assessment is now scheduled for individual registered nurses to complete annually using courses on the electronic learning platform implemented in 2024.The platform monitors staff completions and staff are removed form medication administration and/or the roster if they remain behind with require completion in spite of prompts and support, and staff are aware of their responsibilities to maintain their practice and the consequences for non-compliance. 
Regarding SIRS reporting, the provider stated the Assessment Team report did not provide examples of SIRS incidents that should have been reported to verify the Quality Assessor’s finding. Further the provider stated it did not agree with the   incident examples the Assessment Team advised should have been reported to SIRS, during the site Audit, including some wound and falls incidents.
Regarding recruitment, the   provider acknowledged some care staff are working towards attaining formal qualifications with the organisation’s support, but noted staff are appropriately l supervised and there is no risk to consumers or impact on their care. Further the provider noted it did not appear to management that the assessors considered the limitations in recruitment given the location of the facility and available qualified staff in the area to service the aged care industry.
Having reviewed the evidence put forward by the provider and the Assessment Team report, I acknowledge the workforce has the required qualifications to perform their roles and commend the provider for supporting some of its care staff to complete relevant qualifications. I also acknowledge the recruitment challenges in the regional context. However, I find the Assessment Team’s evidence more compelling in relation to knowledge deficits demonstrated in SIRS reporting, lack of timely follow-up of competency training and assessment for the staff involved in medication incidents that posed a risk to the consumer who delayed taking their medication and risk of harm to consumers due to an unattended, unlocked medication trolly referred to in Requirement 3(3)(a). In addition, there have been several areas identified for competency improvement throughout the Assessment Team report, such as wound staging and photography considered in Requirement 2(3)(e), managing cognitive and behavioural decline considered in Requirement 3(3)(b). Further, I find the reported amount of consumer feedback about some staff not having sufficient knowledge about their specific care needs, compelling.
Accordingly, I find the service is not compliant in Requirement in 7(3(c).
Compliant Requirements 
The Assessment Team found the service did not demonstrate the workforce is planned and deployed to enable the delivery and management of safe and quality care and services. There are periods where there are insufficient staff on duty to effectively meet the complex care needs of consumers. The service has a minimum of 16 of 27 consumers who require high care or 2-3 person assist to meet their care needs and the current staffing levels heightens the risk to the health safety and wellbeing of consumers.
All sample consumers and representatives consistently reported there are staff shortages and that they have complained of care and services not being provided in a timely manner. Staff attendance documentation showed several unfilled shifts each week.
Concerns raised by sampled consumers included call bells not being responded to for assistance when pain relief is due, not seeing clinical or care staff for many hours in the afternoons, and difficulty getting help from clinical care staff at times, especially when staff take breaks.
Throughout the Site Audit, the Assessment Team was unable to locate care staff members at different times across the service, particularly between the hours of 1:00pm and 3:30pm each day. Assessment Team observed on one occasion that 4 staff members returning from a lunch break at the same time, leaving one registered nurse and the lifestyle staff member to attend to consumer needs. The team also found the service has one cleaner for 4 days per week that is also responsible for laundry duties that can take 4 hours and there are no cleaners rostered on weekends.
However, the Assessment Team found call bell records showed response times were within the service’s required standard of 10 minutes, and for any call bell responses exceeding that time, an investigation was conducted to establish the reason for the delay. Further, Care staff finishing times are staggered in both morning and afternoon shifts, to ensure 2 care staff are on duty to attended consumer needs during the handover to the next shift.  The Assessment Team found there is a 30-minute interval between 3:00pm and 3:30pm where staff numbers are at a minimum or there is a potential for no staff to be on the floor during this time. 
Management advised that it has been challenging to recruit and retain staff in their local area, necessitating the use of agency staff to fill shifts and for regular staff to be required to work across both the provider’s services in the area.
In their response to the Assessment Team report the provider disputed that the service is inadequately staffed, noting the master roster is carefully structured around care minutes requirements and updated quarterly to ensure exceed mandated staffing levels are consistently met or exceeded. The provider supplied call bell, roster, shift attendance and care minute records that provided evidence to show the service has a safe and sustainable model sufficient to meet the needs of 27 consumers. 
The provider supplied a report that showed the amount of overtime quoted in the Assessment Team report was not reflective of the actual hours worked because there is a difference between actual hours worked and paid overtime. The overtime hours were approximately one third of the amount specified in the team’s report. Documentary evidence was provided to show in January 2025, the service had only four unfilled shifts across all departments for the month which was related to sick leave. The provider advised those shifts were immediately covered utilizing internal resources. 
The provider advised 4 staff were not returning from a break at the same time but were completing different as their breaks are carefully staggered across shifts and departments to ensure continuous coverage.
For the three consumers noted in the Assessment Team report to have expressed concerns about staffing levels, the provider supplied call bell records that showed all their call bell response times in January 2025 fell within the 7- minute service standard. The provider also noted that although the Assessors did not observe staff in the corridors between 1:00pm and 3:30pm was because staff were assisting consumers with their care The provider acknowledged the concerns expressed by the consumers and committed to providing proactive check-ins to ensure residents feel supported, even when they do not require immediate assistance.
Having considered the evidence presented by the provider and the Assessment Team report, on balance, I am more persuaded by the extensive documentary evidence supplied by the provider that overall, there are sufficient numbers of staff to meet the health safety and wellbeing needs of consumers. 
Accordingly, I find the service compliant with Requirement 7(3)(a)
The Assessment Team found the service demonstrated workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity. The majority of consumers and representatives provided positive feedback regarding mannerisms and communication of staff members, and stated they feel they are respected and listened to by clinical and care staff. The Assessment Team observed consistently kind and respectful interactions from the majority of staff members at the facility. All sampled consumers and representatives said the lifestyle coordinator was always kind and respectful to them.
The Assessment Team found the service did not demonstrate the workforce is recruited trained, equipped and supported to deliver the outcomes required by the standards. The service has an orientation program for new staff and a streamlined orientation for agency staff. However, Consumers and their representatives stated that they felt staff needed further training and knowledge to perform their roles effectively. 
One consumer expressed concerns that staff did not now their medications and their side effects, and clinical and care staff do not understand how their diagnoses make them feel and that staff require the skills to assist the consumer to minimise how this affects their wellbeing and quality of life. Another consumer advised they were not confident staff were competent in providing them with correct wound management.
Training records for 2024 to February 2025 showed some of the organisation’s mandatory training programs had not been completed by all staff, such as work health and safety (WHS). The report noted that management said further training would be provided to clinical and care staff in relation to areas of clinical concern identified by the Assessment Team. 
Management informed the Assessment Team that competencies were developed for registered nurses who were following a medication administration incident, and further training would be provided to clinical care staff. However, medication competency records did not show the staff involved in medication incidents in 2024 to 2025 had completed the competencies as the report showed medication competencies were last completed in 2023. However, this was considered to in Requirement 7(3)(c).
In their response the Approved Provider disputed the Assessment Team’s findings for this requirement. The provider advised the concerns outlined in the report were not communicated during the audit process to enable further evidence to be supplied. The provider stated the organisation transitioned to a new electronic learning system in in November 2024 and provided a copy of the annual mandatory training matrix that covered key areas of compliance including but not limited to restrictive practices, infection control, open disclosure, medication competency, serious incident response scheme and clinical deterioration. Copies of the service’s comprehensive toolbox training program and a staff training feedback report showed positive staff responses to the training were also supplied in the provider’s response. 
Although I acknowledge the concerns raised by consumers recorded in the Assessment Team report, I consider the issues have already been considered throughout Standards 2 and 3. I find the approved provider’s evidence to be more compelling in relation to compliance with this requirement, based on the documentation supplied on its comprehensive mandatory training and other education programs, the commitment it has shown in introducing an electronic learning platform to deliver and track and report training completions which is an action in its plan for continuous improvement. 
Accordingly, I find the service compliant in Requirement 7(3)(d).
The Assessment Team found the service demonstrated there is regular assessment, monitoring and review of the performance of each member of the workforce. The Assessment Team sighted performance review and development documentation consisting of questions about staff members’ performance, goals, learning and development and to identify any support the staff member may need. The service has documented policies and procedures. Staff said they can approach management or senior staff at any time to discuss their progress, performance, areas of support and leave. The service has an electronic system for managing the performance appraisal process, which sends reminders to staff when their appraisal is due. Management confirmed performance is also monitored using other data such as staff observations, consumer feedback, incident investigation, review of clinical data, call bell response reports.


Standard 8
	Organisational governance
	

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

	Requirement 8(3)(b)
	The organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery.
	Not Compliant

	Requirement 8(3)(c)
	Effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints.
	Compliant

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

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


Findings
This Quality Standard has been assessed as non-compliant as 3 of 5 specific requirements are compliant for the service.
Findings of non-compliance 
The Assessment Team found the service did not demonstrate the organisation’s governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery. The chief operations and strategic manager advised that the Board’s promotion of a safe quality culture is evidenced by its engagement in and the changes it has made based on consumer feedback and reports across its regional services. However, the Assessment Team found senior management were not aware of and board meeting minutes and reports did not reflect risks of harm to consumers’ health and wellbeing.
The Assessment Team were informed by management that Board meetings are held quarterly, and the Board receives a report from the chief executive officer covering key areas of the service operations. Board meeting minutes referred to discussions on registered nursing hours, staff turnover, SIRS, clinical quality indicators, restrictive practices, weight management, falls management, hospital transfers and medication management. However, The Assessment Team found the service report dated 6 January 2024 contained minimal information on risks identified for the service and mitigation strategies implemented in response. There was no information regarding clinical indicators and a clinical trend analysis. Subjects covered in the report included occupancy, funding information, environment feedback, SIRS information and human resources. The Assessment team reported noted a member of the senior management team expressed surprise and stated they were not aware of 20 out of 27 consumers having pressure injuries at the service and that they would look into it further. 
In their response the Approved Provider disputed the Assessment Team’s findings for this requirement and supplied additional supporting information and evidence. The provider advised the governing body has clear oversight of care and services, a structured reporting system and effective risk management mechanisms in place that demonstrate accountability in meeting the Quality Standards and promoting a strong culture of care and safety. The provider stated the organization has a well-established clinical governance framework that ensures effective oversight, risk management, and continuous quality improvement. Documentary evidence of the framework was not supplied in the provider’s response.
The provider supplied a copy of the Board meeting agenda that includes items for discussion such as clinical indicators and national quality indicators from all sites, Consumer Advisory Body feedback, Serious Incident Response Scheme, 24/7 RN responsibility, workforce updates, PCI updates and outbreak and vaccination records. The Chief Operations and Strategic Manager receives regular audit reports and detailed updates from regional managers and the clinical quality advisers, ensuring continuous risk assessment and compliance with Quality Standards. Documentary evidence of sample reports was not supplied in the provider’s response.
The number of consumers with pressure injuries was 9 (as reported in the copy of the wound list report supplied in the provider’s response), not 20 as reported to the chief operations and strategic manager that was documented in the Assessment Team report. The manager has stated they do not agree they appeared surprised about the information and has reported he was aware of the current wound numbers at the service through clinical indicator reporting and did not agree with the numbers presented to him.
Having weighed up the evidence from the provider and the Assessment Team report I find the Assessment Team report’s evidence more compelling. I acknowledge the copy of the Board meeting agenda supplied in the provider’s response includes clinical indicators, risk and consumer, representative feedback and complaint trends and PCI progress, and Board meeting minutes reviewed by the Assessment Team indicated those matters were discussed. However, I am concerned about the quality of information reported to the Board in relation the service report reviewed by the Assessment Team that contained minimal information on risks identified for the service and mitigation strategies implemented in response and contained no information regarding clinical indicators and a clinical trend analysis, crucial for Board monitoring, review of and input to organisational strategies to address consumer risk.
Accordingly, I find the service is not compliant in Requirement 8(3(b).
The Assessment Team found the organisation did not demonstrate effective risk management systems and practices to manage and prevent high impact high prevalence risks. The organisation did not provide the Assessment Team with their policy or procedure to identify and monitor high-impact high-prevalence risk throughout this Site Audit. Review of services, practices and care documentation did not reflect sufficient understanding or knowledge of the identification of high-impact high-prevalence risk in line with the Quality Standards. The service has systems in place to report SIRS incidents but does not consistently meet the legislative reporting requirements. 
In their response the Approved Provider disputed the findings of the Assessment Team report and stated the organisation provided evidence to support that risks are identified, monitored, and effectively managed to minimise any impact on consumers during the audit and subsequently throughout its response to the report findings. The provider advised policies and procedure documents on risk identification and the management of high-impact, high-prevalence risks were offered to the Assessment Team during the Site Audit that included structured risk management frameworks. Documentary evidence of these policies was not supplied in the provider’s response. Further the provider stated it uses a benchmarking risk audit system to track its performance against other organisations in relation to key clinical indicators. 
The provider disputed the service’s high-risk register was not current or complete at the time of the Site Audit. The provider stated the register had been updated in February 2025. Further the provider noted assessors did not fully understand the concept of high- risk registers as it is a targeted tool used to monitor consumers with identified “high clinical risk” rather than it being a comprehensive list of all consumers who are otherwise managed via individual care plans and routine risk assessments. The provider noted one consumer identified in the report with an identified choking risk was not included in the register because a Speech pathology assessment confirmed the consumer was compliant with risk mitigation strategies and hence it is reasonable for them not to feature on the high- risk register. Documentary evidence of the speech pathology assessment report was not supplied in the provider’s response. 
However, I note high impact high risk register did not include a consumer with a high number of stage 2 pressure injuries considered in Requirement 2 (3)(e), and the consumer considered in Requirement 3(3)(b) whose significant behavioural and cognitive deterioration was not reviewed in a timely manner consumer’s changed behaviours had not been added to the risk register.
Although the provider disputed  it had not met legislative requirements for the reporting of SIRS incidents, the Assessment Team found documentation and incident reports from May 2023 to February 2025 showed legislatively required SIRS reports were not made for some incidents, such as facility acquired preventive wounds, incorrect use of pressure relieving devices including the pressure relieving boot that caused harm to a consumer and lack of timely follow up of a consumer’s mental health issues. considered in Requirements 3(3)(a) and 3(3)(b).
Having considered the evidence supplied by the provider and the Assessment Team report, I am not persuaded by the provider ‘s evidence that it’s risk management systems are fully effective, particularly in relation to the service’s high-risk register, one of the main tools used to flag and monitor high risk consumers health, safety and wellbeing. The provider noted on multiple occasions in its response to the Assessment Team report that it considered the service’s high-risk register was complete. This was despite the fact that the high-risk register did not include a consumer who had several documented stage 2 pressure injuries with risks identified in their wound Assessment and management plan, and significantly deteriorated behaviours for one consumer , (who only had their falls risk included in the register) causing  negative impacts for both the consumer and other consumers at the service. 
Accordingly, I find the service is not compliant in Requirement 8(3)(d).
Compliant Requirements
The Assessment Team found consumers are engaged in the development, delivery and evaluation of care and services and are supported in that engagement. Most consumers said they believe they have a say in how care and services are delivered. Management provided examples of different ways the service incorporates consumer feedback and suggestions. Three sampled consumers said they attend the resident and representatives meetings and advised there has been changes made to meals and the service environment as a result of issues they have raised there and at food focus groups. The organisation has a quality care advisory committee and management named a consumer form the service who is a member of the committee.
The Assessment Team found the organisation did not demonstrate there are effective governance systems in place relating to information management, continuous improvement, financial governance, workforce governance, regulatory compliance, complaints and feedback. The organisation has not in ensured information management or continuous improvement, or workforce governance have been effectively monitored. 
Information management
The Assessment Team found information provided to the organisation is not complete, accurate or thorough enough for the organisation to effectively monitor and review. Information about the service’s performance collected through the organisation’s electronic auditing systems is not accurately reflecting the operation of the service. Clinical documentation is inconsistent, monitoring charts are not routinely completed. Incident forms are often incomplete with little detail regarding investigation or root cause analysis and are not routinely reviewed or evaluated when incidents occur. Some care and service plans are not current or regularly reviewed. This was considered in Requirement 2(3)(b).
Continuous improvement
The Assessment Team found the service has a continuous improvement system, including audits, feedback and observations which feeds into a plan for continuous improvement (PCI). However, there is minimal information regarding evaluation of effectiveness of improvements made, and not all continuous improvement actions and measures are included in the service’s PCI for review. The Assessment Team was informed by management the October 2024 Board meeting identified a high number of wounds across the service. There was a directive to ensure training was provided to staff on skin and pressure area care. This action was not documented on the PCI and was not evaluated to determine its effectiveness. 
Financial governance
The Assessment Team was advised by management that the organisation has a financial governance structure which is collective in nature. The annual budget for the organisation is not allocated to individual services and is instead a combined amount which each service at the organisation can access accordingly. The chief operations and strategic manager advised they work closely with the facility manager to ensure the service has timely approvals to enable the procurement of resources for consumers.
Workforce governance
The Assessment Team found that although the organisation has systems in place to provide workforce governance, are not effective to ensure staff have the appropriate knowledge and skills to minimise risk to consumers’ health safety and wellbeing through the delivery of consistent and quality care and services. This was considered in Requirements 7(3)(c) and 7(3)(d). The service did not demonstrate it regularly reviews and assess the acuity of consumers in regard to the planning and deployment of the workforce number and skill mix. This was considered in Requirement 7(3)(a).
Regulatory compliance
Management advised information on regulatory changes is initially identified by the Board and members of the senior leadership team. Updates are sourced from various government bodies as well as industry peak organisations, and information is disseminated to staff through communication systems and meetings. 
Feedback and complaints
The Assessment Team found the organisation demonstrated it has systems and processes in place for the service to effectively identify, manage and escalate complaints. Feedback and complaints information is used to improve care and services to meet their needs and follows the principles of transparency, open disclosure and procedural fairness. 
In their response the Approved Provider disputed several of the Assessment Team’s findings for this requirement. The provider stated it has provided sufficient evidence in other areas of the response to demonstrate it is meeting organisational governance requirements, and that its history of recent successful accreditation audits across several of its facilities reinforces its systems and processes at governance level are robust and effective. The organisation has established, comprehensive information management systems in place to ensure thorough and accurate oversight of all consumers at an organisational level and the systems support all aspects of regulatory compliance included in the requirement. 
Having considered the evidence supplied by the provider and the Assessment Team report, while I acknowledge there are effective governance systems in place for several of the areas included in this requirement, I find the evidence in the Assessment Team report more compelling in relation to information management. However, the evidence provided in relation to this was considered in detail throughout this report. I acknowledge the service did not specifically include an action regarding the Board direction to deliver skin and pressure area care, but the PCI does include an action on ensuring mandatory training is completed. 
Accordingly, I find the service is compliant in Requirement 8(3)(c)
The Assessment Team found the service demonstrated where clinical care is provided there is a clinical governance framework, which includes policies and procedures that cover antimicrobial stewardship, minimising the use of restrictive practices and open disclosure. The service’s management team and clinical staff could advise the Assessment Team on safe practices in accordance with organisation’s policies and procedures. All service personnel were able to indicate how open disclosure principles were always applied in relation to their role. On review of clinical and service documentation, the organisation’s open disclosure principles were observed to be used. The organisation has ensured comprehensive clinical oversight to provide the appropriate use of antibiotics when an infection has been identified. Management of the risk of infection to consumers is considered in Requirement 8(3)(d).
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