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This performance report
This performance report for Midland Nursing Home (the service) has been prepared by R Beaman, delegate of the Aged Care Quality and Safety Commissioner (Commissioner)[footnoteRef:1].  [1:  The preparation of the performance report is in accordance with section 68A of the Aged Care Quality and Safety Commission Rules 2018.
] 

This performance report details the Commissioner’s assessment of the provider’s performance, in relation to the service, against the Aged Care Quality Standards (Quality Standards). The Quality Standards and requirements are assessed as either compliant or not compliant at the Standard and requirement level where applicable.
The report also specifies any areas in which improvements must be made to ensure the Quality Standards are complied with.
Material relied on
The following information has been considered in preparing the performance report:
· the Assessment Team’s report for the assessment contact (performance assessment) – site, which was informed by a site assessment, observations at the service, review of documents and interviews with staff, consumers/representatives and others;
· the provider’s response to the Assessment Team’s report received 7 June 2025; and
· the performance report dated 24 April 2025, from an assessment contact undertaken 18 March 2025 to 19 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
	Not Compliant

	Standard 5 Organisation’s service environment
	Compliant

	Standard 6 Feedback and complaints
	Not Compliant

	Standard 7 Human resources
	Not Compliant

	Standard 8 Organisational governance
	Not Compliant


A detailed assessment is provided later in this report for each assessed Standard.
Areas for improvement
Areas have been identified in which improvements must be made to ensure compliance with the Quality Standards. This is based on non-compliance with the Quality Standards as described in this performance report.
Standard 1 requirements (3)(b), (3)(c), (3)(d), and (3)(e) 
The provider ensures: 
· assessment and planning captures consumers’ cultural needs, and care and services are delivered in a culturally safe manner;
· consumers are supported to make and express decisions about their care and services, who is included in the decision making, and consumers are supported to make connections;
· consumers are supported to take risks to live the best life they can and are able to do so in a safe manner; and
· consumers receive sufficient, accurate, and timely information to support decision making. Information is to be provided to a consumer in a manner appropriate to their identified communication needs. Written information is to be displayed in a manner and location to support consumer access and understanding, and changes to schedules or calendars are to be communicated in advance.   


Standard 2 requirements (3)(b), (3)(c), and (3)(d)
The provider ensures:
· assessments and planning includes the consumer’s current needs, goals and preferences for care and services, including in relation to end of life care;
· assessment and planning processes are based on ongoing partnership with the consumer, providers of care and services, and others the consumer wishes to be involved; and
· outcomes of assessment and planning are effectively communicated with consumers or representatives, and a copy of the care plan is made available to them. 
Standard 3 requirements (3)(b), (3)(c), (3)(e), (3)(f) and (3)(g)
The provider ensures:
high impact or high prevalence risks associated with consumers’ care are identified, managed, planned for, and monitored, including risks relating falls and post falls management;
changes to consumers’ health and wellbeing, including clinical deterioration, and end of life care are identified, and appropriate and timely monitoring and management strategies are implemented; 
· information sharing and communication processes are reviewed to ensure information relating to consumers’ personal and clinical care needs is identified, documented and effectively communicated to consumers, representatives and others involved in consumers’ care; and
· processes and guidance to minimise infection related risks available to guide staff practice is reviewed; staff are provided related training; related staff practices are monitored; and the benefits of influenza and COVID-19 vaccination is promoted.
Standard 4 requirements (3)(b), (3)(c), (3)(e) and (3)(f)  
The provider ensures: 
consumer needs for emotional, spiritual and psychological supports are identified in care planning and used to develop tailored strategies;   
consumer interests, and connections with community within and outside the service, are recognised within assessment and planning processes and ongoing consultation and used to support ongoing engagement. The lifestyle activities program is developed with input from consumers to meet their interests within group and individual activities;  
they develop a network of services and support providers and organisations to connect consumers to meet their needs and preferences through referrals; and 
meals provided are of suitable quality and quantity, including choice of meals for consumers, temperature, and presentation.  
Standard 6 requirements (3)(b), (3)(c), and (3)(d),
The provider ensures: 
consumers have access to and are aware of advocacy and language services to raise and resolve complaints. Information about advocacy services are in areas that are accessible to consumer;
appropriate action is taken in response to complaints made or feedback provided; and
consumer feedback, including complaints is used to improve the quality of care and services.
Standard 7 requirements (3)(a), (3)(b), (3)(d) and (3)(e)
The provider ensures: 
the workforce is planned with the right mix and number of staff to enable the delivery of safe and quality care and services;
workforce interactions with consumers is kind, caring and respectful, including communication with consumers who have language barriers; 
the workforce is trained, equipped and supported to deliver the outcomes required by these Standards; and
there is regular assessment, monitoring and review of the performance of each member of the workforce.
Standard 8 requirement (3)(c), (3)(d) and (3)(e)
The provider ensures: 
there are effective organisation wide governance systems in place, including for continuous improvement, workforce governance, regulatory compliance and feedback and complaints;
the organisation’s risk management systems and practices, including in relation to managing high impact or high prevalence risks, supporting consumers to take risks to live their best life, and managing and preventing incidents are reviewed to ensure effectiveness; and  
the organisation’s clinical governance framework is reviewed to ensure effectiveness. 


Standard 1
	Consumer dignity and choice
	

	Requirement 1(3)(a)
	Each consumer is treated with dignity and respect, with their identity, culture and diversity valued.
	Compliant

	Requirement 1(3)(b)
	Care and services are culturally safe
	Not 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.
	Not Compliant

	Requirement 1(3)(d)
	Each consumer is supported to take risks to enable them to live the best life they can.
	Not 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.
	Not Compliant

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


Findings
This Quality Standard is not-compliant as 4 of the 6 requirements have been found not compliant. The Assessment Team recommended requirements 1(3)(a), 1(3)(b), 1(3)(c), 1(3)(d) and 1(3)(e) in this Standard not met and requirement 1(3)(f) met, and provided the following evidence gathered through interviews, document review and observations. 
Requirement 1(3)(a) Care and services were not delivered in a respectful manner that maintains consumers’ dignity or valued their identity or culture. Most consumers reported being treated fairly, however, 2 consumers were not satisfied and described staffing issues meant they had to wait extended time periods for assistance. One consumer was impacted by not being able to make the toilet in a timely manner and soiled themselves, and another consumer had to wait on the floor for a lengthy period following a fall. One named consumer confirmed they would sometimes like personal care delivered by gender specific staff as they feel embarrassed but feel they don’t have a choice. Staff described how they only seek consent for care delivery from consumers who are cognitive and speak English.  
Care documentation did not reflect consumer input on how they wished care and services to be delivered to meet their needs in relation to dignity and respect. Staff were observed standing over consumers to provide meal assistance on multiple occasions during the assessment contact. 
The provider refuted most of the findings in the Assessment Team’s report and included additional information and commentary with their response. The provider asserts the named consumers, and their representatives have expressed satisfaction with care and services and have raised no concerns. For the consumer who fell, the provider asserts witnesses interviewed confirmed it was not a 20-minute wait on the floor but approximately 4 minutes, acknowledging the view of staff simultaneous breaks, however, state that a process was not in place at the time of the consumer’s fall. In relation to the consumer who requested gender specific care, the provider contends the consumer has been consulted on care delivery and indicates they have no preference, providing documentation, including the consumer’s care plan and progress notes which show this information.
In relation to delivery of care, the provider asserts cue cards are in the room of each consumer who is culturally and linguistically diverse to assist staff to communicate and deliver care in a way that meets their needs and preferences.
I acknowledge the information in the Assessment Team’s report, however, have come to a different view and find consumers are treated with dignity and respect, and their culture valued. In coming to my finding, I have considered the information in the Assessment Team’s report that includes most consumers considered they were treated with dignity and respect, and for the 3 consumers who raised concerns, information included in the provider’s response shows they are delivered care in a way that meets their needs and preferences. 
In relation to consumers not being consistently consulted on the way care is delivered, I have considered this further in requirement (3)(c) of this Standard where it better aligns. The observation of staff providing meal assistance to consumers in a way that is not respectful, I have considered this information in requirement 4(3)(f) of Standard 4. For the consumer who had to wait on the floor an extended period following a fall, I have considered that further in requirement 7(3)(a) of Standard 7.
Based on the information above, I find requirement 1(3)(a) compliant.
Requirement 1(3)(b) Consumers said they are not always consulted in relation to their cultural needs, with one consumer confirming their preferred choice for lifestyle activities to be gender specific to support their cultural needs has not been supported. Staff confirmed cultural needs are not documented, interpreters are not always available, and there are no activities held specifically to cater to consumers’ cultural needs. Documentation, including cultural assessments did not record person centred information about consumers to guide staff practice, with generic goals of care or incomplete information for multiple consumers.
The provider acknowledges most of the findings in the Assessment Team’s report and included actions they have taken or are planned to address the deficits identified. In relation to the delivery of culturally safe services, the actions include, but are not limited to, running cultural safety training with all staff, a cultural assessment review for all consumers, interpreter access being advertised throughout the service and communicated, and monitoring compliance with cultural safety through internal audits.  
I acknowledge the provider’s response, however, find care is not consistently delivered in a culturally safe manner. In coming to my finding, I have considered information in the Assessment Team’s report, including feedback from consumers that confirmed they are not consulted about their cultural needs to inform care delivery in a way that can meet those needs. I have also considered staff confirmed care is not delivered in a manner that acknowledges the various cultural differences and needs of the consumer cohort, including the lifestyle program which does not include culturally specific activities and events. I acknowledge the provider has implemented actions to address the deficits identified, including completing a cultural assessment for the named consumer, however, find these will need time to be fully embedded to ensure efficacy and improved outcomes for consumers.
Based on the information above, I find requirement 1(3)(b) not compliant.
Requirement 1(3)(c) The service was unable to demonstrate it supported consumers to exercise choice for care and services, make decisions or connections with others. Observations in the memory support unit showed consumers did not have choice around meals, or how care was delivered. Staff confirmed care is delivered based on what staff see as the best option to limit risk to consumers. Staff confirmed the care delivered to consumers who speak a language other than English is not person-centred as they are unable to communicate with those consumers to understand their preferences. Documentation for 5 consumers showed preferences for care was not documented to guide staff practice.
One consumer confirmed their preference is for personal care to be delivered by male care staff, but felt they did not have that choice. Another named consumer said their preference to mobilise to other areas of the service is not supported as staff encourage them to not mobilise due to risk of falls and they have no choice but to stay in their room. Another consumer said they were not supported to engage with other areas of the service and unable to make connections with other consumers.
Management acknowledged the need to communicate with consumers and support their choice for care and services.
The provider acknowledges most of the information included in the Assessment Team’s report and included actions implemented and planned to address the deficits identified in their response. Actions include, but are not limited to, staff education, care plan reviews for all consumers and strengthened communication strategies. I acknowledge the actions the provider has taken and plans to implement, however, I find each consumer is not supported to exercise choice and independence. In coming to my finding, I have considered information in the Assessment Team’s report that shows multiple consumers are not able to exercise choice over areas of care, including meals. I have also considered observations made by the Assessment Team of consumers residing in the memory support unit not being provided a choice of meals, and feedback from staff that confirmed it was normal practice for all consumers to receive the same meal. I have also considered care documentation does not consistently reflect consumers have been supported to exercise choice and make decisions about the way they prefer care to be delivered.
In relation to consumers making connections, I have considered information about one named consumer that shows they have not been supported to access other areas of the service to make connections, and for another named consumer that shows they are not supported to mobilise and feel they need to stay in their room to reduce risk. I acknowledge the provider’s assertion that the for the consumer who does not mobilise as they wish to prevent falls, this is their personal experience and not indicative of systemic issues in relation to supporting consumers’ choice and independence. However, I find the intent of this requirement is for each consumer to be supported to exercise choice and independence, and evidence presented in the Assessment Team’s report shows for multiple consumers this has not occurred.
Based on the information above, I find requirement 1(3)(c) not compliant.
Requirement 1(3)(d) The service was unable to demonstrate consumers are supported to take risks to live their best life. Outcomes of dignity of risk assessments for consumers wishing to take risks were not consistently communicated to staff to ensure those consumers were supported to take risks, and mitigation strategies were not recorded or discussed with consumers to ensure informed consent was obtained and safety maintained.
One named consumer who requires assistance to mobilise outdoors to undertake their activity of choice was not supported to do so and unable to participate in that activity. Two consumers who had a dignity of risk completed for their choice of food which is outside recommended dietary requirements did not have this information recorded to ensure they could make this choice. One representative confirmed mitigation strategies were not always implemented to ensure food was consumed safely, and another representative advised their consumer is not always provided with their food of choice even though there is a dignity of risk assessment in place.
One consumer with known risks of choking who expressed a choice to have food outside of recommended dietary requirements has a mitigation strategy in place of not consuming food whilst lying down. On multiple days and times during the assessment contact the consumer was observed to be eating and drinking whilst lying down in bed.
Care and clinical staff confirmed information is not communicated with them when a consumer initiates a dignity of risk assessment, and they are not always aware of mitigation strategies in place.
The provider acknowledges the deficits identified in the Assessment Team’s report and included improvement actions underway and planned to address those. Actions include, but are not limited to, a review of all dignity of risk forms, updates to consumers’ care plans and dietary lists to reflect risks and mitigation strategies and staff education. I acknowledge the provider’s response and actions proposed and underway, however, find that each consumer is not supported to take risks to live the best life they can. In coming to my finding, I have considered and relied upon information in the Assessment Team’s report that shows for multiple consumers where they have exercised choice to undertake activities of risk, they have not been supported to do so in a safe manner, and care documentation does not reflect consumers’ risk choice or the strategies to take to mitigate the risk. I have also considered observations made by the Assessment Team where one named consumer exercising choice to safely eat foods was not supported by staff to do so.
I acknowledge the actions the provider has underway and plans to implement, and I encourage them to continue with those. However, I find the improvement actions will need time to be full embedded for efficacy.
Based on the information above, I find requirement 1(3)(d) not compliant.
Requirement 1(3)(e) Consumers and representatives said they are not provided relevant information to exercise choice, including menus or activity calendars.  Multiple consumers provided examples of how information is not always accurate or communicated in a timely manner. One named consumer described how they only know what meal they are getting when it is put in front of them at a meal service. Two consumers said information about activities is not always accurate and is available on a noticeboard that requires them to mobilise to, or staff advise them when they come to assist them to the activity. Two named consumers confirmed information, including medication changes and allied health visits are not communicated to them in a timely manner.
The noticeboard displayed information for consumers, including activity calendars which was not always accurate and out of date.  One named consumer confirmed information about activities and other areas of interest for consumers is located on noticeboards in an area consumers do not frequently pass by and too high for those in wheelchairs to be able to read.
Multiple consumers said they had made several requests to the service for a routine newsletter to provide relevant information but have not heard anything back about these requests. Management acknowledged the requests for newsletters and said it was in the process of being implemented.
The provider acknowledges the findings in the Assessment Team’s report and included additional actions they have underway and planned to address the deficits identified. Actions include the transition to a day ahead meal ordering system, distributing activity calendars to consumers’ rooms, introducing a monthly newsletter, and processes for communication where changes in scheduled activities occur.  
I acknowledge the actions the provider has planned and taken, however, find each consumer is not provided with information that is current, timely or accurate, or communicated in a way that supports choice. In coming to my finding, I have considered information presented in the Assessment Team’s report that shows information in relation to areas, including food, activities and allied health are not communicated in a way that enables consumers to exercise choice in those aspects of care. I have also considered observations that showed information for the lifestyle program was out of date or displayed in areas that were not easily accessible for consumers.
I acknowledge the provider is undertaking actions to address the identified deficits and encourage them to continue with those to enable consumers to exercise choice in this manner and to have information about areas of their care in a timely, accurate and current manner.
Based on the reasons above, I find requirement 1(3)(e) in this Standard not compliant. 
In relation to requirement 1(3)(f), consumers confirmed their privacy is respected by staff and they felt confident their personal information was maintained in a confidential manner. Staff showed understanding of ensuring consumers’ privacy was priority when delivering care and described ways they did this in practice. Staff confirmed the electronic management system they access is password protected, and each member has their own unique log on. Documentation showed there are policies and procedures to guide staff practice.
Based on the information in the Assessment Team’s report, I find requirement 1(3)(f) compliant.

Standard 2
	Ongoing assessment and planning with consumers
	

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

	Requirement 2(3)(e)
	Care and services are reviewed regularly for effectiveness, and when circumstances change or when incidents impact on the needs, goals or preferences of the consumer.
	Compliant


Findings
This Quality Standard is not-compliant as 3 of the 5 requirements have been found not compliant. The Assessment Team recommended all 5 requirements in this Standard not met, and provided the following evidence gathered through interviews, document review and observations:
Requirement 2(3)(a) was found not compliant following an assessment contact conducted in March 2025, due to inconsistent use of assessments to identify risks and develop strategies to inform care.
The Assessment Team reported this requirement remains not met as assessment and planning was not consistently undertaken, even when requested by consumers and representatives, and specific to their clinical needs. A consumer commenced on an end-of-life pathway did not have a palliative care plan or evidence of ongoing pain assessments, and when addressed following feedback this lacked detailed assessments within it to inform care. Behaviour support plans for consumers had only recently been developed, and medical indications for use of psychotropic medications were not included in medication charts. Care planning documentation for consumers assigned responsibility for complex clinical care, however, consumer feedback and charting demonstrated this was not undertaken by clinical staff as directed, and the occurrence and impact had not been recognised by the service.    
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. Whilst the provider acknowledges deficiencies relating to development of behaviour support plans and indications and consent for psychotropic medication use, these issues were already identified and actions underway, reflected within the plan for continuous improvement (PCI). For consumers with complex clinical care, they refute the feedback from the consumer who said they self-manage this care, as the consumer’s physical condition limits their independence, including for this specialised care. With regards to the second named consumer, the provider believes the Assessment Team have misunderstood the care model, explaining delegations for the different components of care. The provider contends there may be isolated documentation gaps, but these are not reflective of a systemic failure to assess, plan, or deliver safe and effective care. 
Evidence provided for the consumer commencing an end-of-life pathway includes documentation dating back to 27 February 2025, outlining declining condition, communication with the representative, engagement and ongoing reviews by palliative care specialists, and implementation of specialist advice, including for management of pain and comfort. A palliative care plan was already in place, with documentation evidencing ongoing care planning, symptom management, engagement with family and other providers, and regular review, although lacked detail. The provider states the lack of completion of the document had not impacted staff understanding or care delivery and follow up after the consumer’s passing included an audit and positive feedback from the family. 
The provider states the information within the Assessment Team report does not accurately reflect the information provided during the assessment contact, including activities on the PCI which had been commenced. They explain this information was also provided to the Commission as part of the compliance remediation information. Organisational improvement actions had been developed and included on the PCI on 30 April 2025 in response to the previous non-compliance.
I acknowledge the provider’s response and supporting information, and after reviewing all information, I have come to a different view than the Assessment Team. The service had been implementing improvement actions following previous findings of non-compliance, and I find these demonstrate understanding of the importance of undertaking detailed assessment and planning to inform staff of consumer risks and care needs. 
I find evidence of deficiencies within palliative care planning align better with requirement 2(3)(b) of this Standard, and I have considered it accordingly within my finding.
In coming to a finding on compliance, I have also considered evidence in requirement 1(3)(d) of Standard 1, demonstrating most consumers choosing to take risks have risk assessments undertaken with some mitigating strategies developed. I have also placed weight on the provider’s acknowledgement and actions to address remaining gaps in documentation, and I would encourage the provider to ensure this considers more than clinical and personal care, particularly in relation to identified gaps in requirement 4(3)(f) of Standard 4 relating to food assessments.  
Based on the information above, I find requirement 2(3)(a) compliant.
Requirement 2(3)(b) Care planning documentation did not include current goals, needs, and preferences of consumers. Staff did not demonstrate understanding of processes within the palliative care policy, and advance care plans had not been reviewed when end of life care was commenced. Service documentation reflected many consumers had not been involved in discussions relating to their goals and preferences for end-of-life care. 
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. They acknowledge documentation was not consistently updated, however, contend this is a documentation and system use issue rather than a failure to assess or plan care, and staff were collectively identifying and responding to changing needs, goals, and preferences, including for consumers receiving end of life care. Improvement actions are being implemented, including providing training with engagement from the software provider for support, and auditing effectiveness. 
Explanations and information for each of the named consumers has been provided, including acknowledging findings in failing to review one consumer’s advance care planning when they were transitioned to a palliative care pathway, as outlined above within requirement 2(3)(a), however, this was identified and remediated prior to the assessment contact.  
The provider contends that whilst a number of consumers did not have documented advance care directives, this does not demonstrate an omission of discussions, as it is dependent upon the consumer’s willingness to engage.  
I acknowledge the provider’s response and supporting information. I also accept potential for some consumers not being ready to discuss advance care and end of life directives, although consider this should be clearly reflected within documentation for staff awareness and subsequent reviews. However, I find the evidence before me, including examples brought forward in Standards 1 and 4, do not demonstrate assessment processes are used to identify and capture individualised needs, goals, and preferences of each consumer. The provider contends the service’s care team identified and responded to changes, but this is not demonstrated in current practices and documentation. Further to this, the failure to consistently capture this information does not ensure all staff, including visiting, temporary, or new staff, can access person-centred information and incorporate it into delivery of care and services. 
Based on the information above, I find requirement 2(3)(b) not compliant.
Requirement 2(3)(c) Consumer and representatives reported a lack of involvement in assessment and planning, including reviews. Care planning documentation did not reflect involvement of consumers or representatives in reviews. Staff said they tried to communicate changes in care as they occurred, and along with management, explained recent recruitment of an additional staff member to support and improve assessment and planning processes.
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. Whilst they acknowledge inconsistencies within available documentation, as identified by the Assessment Team, they contend staff were actively engaging with consumers and families during assessment and planning processes. The provider states case conferences and care plan reviews were in place and reflect a consistent partnership approach. Improvement activities to address this were already underway, but not completed, at the time of the assessment contact and these include reviewing all care and services plans, implementing new case conference processes, updating policies and protocols, training staff, and monitoring assessment outcomes. Circumstances and supporting documentation have been provided for each named consumer, including acknowledgement communication with a representative was not always consistent or proactive. 
I acknowledge the provider’s response and supporting information. I note the improvement actions underway were developed 30 April 2025 and due for completion in June and July 2025, and I recognise limited opportunities for implementation. The provider’s response references, but has not included evidence of, case conferences regularly occurring with consumers and representatives. I find the supporting evidence, in the form of progress notes for the named consumers, demonstrates consultation on specific matters but does not demonstrate holistic engagement within assessment and planning processes. 
My finding also places weight on information brought forward in requirement 3(3)(a) of Standard 3 in relation to consumers and representatives reporting the medical officer was not always accessible, did not undertake timely medical reviews, and did not always document directives in consumer care files. Whilst the provider’s response includes actions being undertaken to ensure consumers received timely medical care, these will take time to embed and evaluate for effectiveness. 
Based on the information above, I find requirement 2(3)(c) not compliant.
Requirement 2(3)(d) Consumers and representatives said they did not always receive explanation of assessment outcomes, and changes were sometimes made without consultation. Some consumers and representatives were not aware of the availability of care and services plans, or that they could be provided a copy. Management advised the recruitment of an additional staff member will improve assessment and planning processes.
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. They contend outcomes of assessment and planning were effectively communicated and documented. Whilst they acknowledge one consumer had medications changed without consultation with the consumer, this was initiated by the medical officer and not a decision made or endorsed by the service. Actions were taken immediately when the matter was identified, including application of open disclosure with the consumer. For another named consumer, the provider has submitted a care evaluation document to demonstrate the consumer’s care is being actively managed and reviewed. 
The provider states activities to ensure outcomes of assessment and planning are clearly communicated were created on 30 April 2025, and remain in progress, with additional mentoring and oversight of care planning improvements. 
I acknowledge the provider’s response and supporting information. Whilst the provider’s response has addressed the specific examples for consumers, and demonstrated there is a care and services plan developed, I find the evidence before me does not demonstrate it was explained and made available to consumers. The provider contends care is actively managed, showing care and services plan evaluations routinely occur, and information is shared, however, this is not sufficient to demonstrate compliance with this requirement. The intent of this requirement is to ensure consumers, or their representatives can review their care and services plan, including their needs, goals, and preferences, to support understanding and ownership, and I find this has not been demonstrated within the evidence before me. 
For these reasons, I find requirement 2(3)(d) not compliant.
Requirement 2(3)(e) Documentation evidenced consumers’ care and services plans had undergone routine review. However, one consumer’s care and services plan did not reflect timely inclusion of new strategies from referred providers, and one consumer’s care documentation captured changes made in response to representative feedback but did not trigger a review of assessment and planning.
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. They contend the recommendations from the provider were interim, received during the assessment contact, and were communicated immediately to staff through progress notes and handover practices. The provider asserts the delay in updating the consumer’s care and services plan was an administrative lag, rather than a failure to review or adjust care, and to incorporate it during the remaining hours of the assessment contact was not reasonable. The provider acknowledges whilst the recommendation for pain charting to be undertaken was commenced and reflected minimal pain, it could have been done more frequently and will be addressed through increased training and monitoring. 
For the other named consumer, the provider acknowledges the care, and services plan was not updated in a timely manner, however, they contend this was a failure in administration rather than process, as staff were aware of the consumer’s needs and implemented changes in care. The provider has recognised the importance of timely changes to ensure information within care and services plans is accurate through developing associated improvement actions to strengthen timeliness and accuracy of documentation, and oversight.
I acknowledge the provider’s response and supporting information and have come to a different finding than the Assessment Team. The provider has acknowledged deficits in documentation identified in multiple areas of the Assessment Team report. However, this is not the same as an omission of evaluating and reviewing care and services. The evidence before me reflects routine reviews are undertaken, and documented strategies are evaluated for effectiveness or requirement for specialist input. 
For these reasons, I find requirement 2(3)(e) compliant.


Standard 3
	Personal care and clinical care
	

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

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

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

	Requirement 3(3)(f)
	Timely and appropriate referrals to individuals, other organisations and providers of other care and services.
	Not 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.
	Not Compliant


Findings
This Quality Standard is not-compliant as 5 of the 7 requirements have been found not compliant. The Assessment Team recommended all 7 requirements in this Standard not met, and provided the following evidence gathered through interviews, document review and observations:
Requirement 3(3)(a) The Assessment Team reported care was not consistently delivered in line with tailored directives, including observed provision of assistance with meals to one consumer. Consumers and representatives reported the medical officer was not always accessible and did not undertake timely medical reviews, and medical officer directives were not always documented to inform safe and effective care. The service could not demonstrate antibiotic prescribing aligned with best practice antimicrobial stewardship guidelines. Monthly weight monitoring was not consistently undertaken in line with policies and procedures, with omission of monitoring in March 2025 for 6 consumers. Discrepancies in one consumer’s weight measurement had not been identified or acted upon despite being recognised within the clinical indicator report. 
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. Issues relating to documentation and system limitations have been acknowledged, and improvement actions implemented to improve oversight and governance. However, the provider contends delivered care was safe, effective, and aligned with best practice. Actions are also being taken to improve access to medical officers, with enhanced clinical oversight to monitor and address outstanding escalation and reviews.
For the named consumer prescribed antibiotics, the provider contends they had been tested for infection prior to commencement, although corroborating documentation was not available at time of submission. Weight monitoring had occurred for 5 of the named consumers, as evidenced and explained in supporting documentation, and the provider did not have record of the sixth named consumer. The clinical indicator report was incorrect and does not reflect a systemic failure in monitoring of consumer weights but a data entry error, however, the recruitment of additional personnel in the quality and compliance team will enhance monitoring. The provider contends management and support for best practice care is evidenced within documented guidelines, monitoring practices, and audits, however, the actions have been developed to ensure these are effective and staff suitably trained.
I acknowledge the provider’s response and supporting information. I have come to a different finding than the Assessment Team, finding the absence of documented medical directives better aligned within my findings for requirement 2(3)(c) of Standard 2, and best practice antimicrobial stewardship within requirement 3(3)(g) of this Standard. I find the provider has demonstrated ongoing monitoring and management of consumer weight in line with directives, and the provider acknowledges improvements in documentation to maintain clear oversight.
Whilst there are deficiencies in capturing personalised needs, goals, and preferences, as outlined in Standard 2 requirement 2(3)(b), I find the evidence before me does not indicate impact on personal or clinical care. 
Based on the information above, I find requirement 3(3)(a) compliant.
Requirement 3(3)(b) was found not compliant following an assessment contact conducted in March 2025, due to deficiencies in managing risks associated with falls, refusal of medication and care, changed behaviours, and prevention of pressure injuries. 
The Assessment Team recommended this requirement remains not met as consumer falls were not consistently being managed in line with policies, including undertaking neurological observations and timely physiotherapy reviews. Where the physiotherapist recommended undertaking visual monitoring as a management strategy, there was limited documented evidence this had been undertaken. 
Recommendations from behaviour support specialists to commence pain charting for a consumer had not been implemented. Wound care management plans were not individualised, and reviews not undertaken as scheduled, with management acknowledging progress is not always monitored.
The provider's response indicates they accept most of the findings, particularly those in relation to falls, pain, incomplete monitoring regimes, and delays in reviews. Improvement actions have been developed, including, but not limited to, staff training, enhanced oversight, updated policies, and improved access to and communication pathways from allied health reviews. The provider has refuted reported deficiencies in wound care and relating statements from management, providing supporting evidence of attendance in line with documented dressing regimes, and although there are similarities in wound care management strategies, this is because they are standard practices in line with national guidelines.
I acknowledge the provider’s response and supporting information. In relation to wound care, I accept the provider’s explanation and evidence. However, the service has not demonstrated management of some of the high impact or high prevalence risks in line with their policies and procedures, particularly relating to falls and pain monitoring and management. 
As the provider has accepted other findings, including the overall recommendation, requirement 3(3)(b) is not compliant. 
Requirement 3(3)(c) The Assessment Team found assessment and planning had not always captured needs, goals, and preferences for consumers nearing end of life. Staff were not aware of available guidance to inform palliative and end of life care. A consumer transitioning to end of life care did not have a palliative care plan or regular review of pain. When the consumer was observed demonstrating signs of restlessness, clinical staff did not prioritise reviewing the consumer's symptoms despite concern being raised by another consumer and care staff, with delays in attending for assessment and management.
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. The provider recognises potential improvements in documentation and staff awareness of where to locate the palliative care plan in the electronic care management system and capturing ongoing record of pain assessments. The provider also acknowledges the one observed delay in responding to the consumer’s symptoms was not consistent with expectations. However, they contend care was delivered in a manner to meet the consumer’s needs, including through working with palliative care specialists and the medical officer, to maximise comfort, and preserve dignity. Systemic improvement actions have been developed and will ensure ongoing improvement. 
I acknowledge the provider’s response and supporting information. Whilst I find there is evidence of early referral to palliative care specialists and implementation of most directives, I am not satisfied with the provider’s explanation of monitoring and management of pain for consumers nearing end of life. The service could not demonstrate consistent and regular assessment of pain undertaken in line with directives in place at time of the assessment contact, and my finding places weight on a delay in staff responding to symptoms identified and reported by another consumer. Whilst improvement actions have been implemented, it will only be when another consumer receives end of life care that they can be demonstrated and evaluated. 
For the reasons above, I find requirement 3(3)(c) not compliant.
Requirement 3(3)(d) Change of consumer condition was not recognised and responded to in a timely manner. Abnormal blood glucose readings for a consumer were not monitored in line with the organisation’s policy. Whilst a consumer with ongoing weight loss had been reviewed by a dietitian, recommendations were not implemented, and management and staff were unaware of ongoing weight loss. Management advised monitoring practices of care managers would be enhanced through recruitment of new staff. 
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. Whilst gaps in documentation are acknowledged, provided care was responsive, appropriate, and in line with policies and procedures. One consumer with blood glucose levels outside accepted clinical range did not trigger escalation as they were clinically stable and asymptomatic, and the other consumer did have timely reassessments with improvement, and the medical officer was also notified. Omissions in monitoring for the named consumer were due to other issues requiring priority at the time, including changed behaviours and sleep related issues. The consumer with cited weight loss had overall weight loss of 0.5 kg over 3 months and did not meet threshold for escalation, however, they were under dietitian care and had review with recommendations implemented. 
I acknowledge the provider’s response and supporting information. I have come to a different finding than the Assessment Team. I find overall, the provider’s evidence supports effective monitoring for deterioration and responsive action taken. My finding also places weight on evidence brought forward in other requirements, including the service appropriately recognising and responding to deterioration leading to an end-of-life pathway.
For these reasons above, I find requirement 3(3)(d) compliant. 
Requirement 3(3)(e) Consumers and representatives said consumers’ needs, goals, and preferences were not always communicated with other providers involved in their care, including the medical officer and allied health. Care planning documentation did not always reflect accurate information on consumer needs or include outcome of medical reviews. 
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. They acknowledge delays in updating documentation for one named consumer, however, staff were aware and had implemented the change in care. The provider contends other concerns are not supported by available evidence, and there are clear processes for documentation and communication of information about consumers. Documentation provided as evidence for named consumers reflects ongoing communication and responsive actions. Whilst the medical officer did not directly enter documentation, they dictated directives to clinical staff who would enter it into the electronic care management system which was subsequently confirmed by the medical officer. The provider contends whilst they have comprehensive processes to communicate consumer information, including through progress notes, care planning, and handover, actions have been developed to strengthen and enhance practices.
I acknowledge the provider’s response and supporting information. My finding has placed weight on findings in requirement 1(3)(d) of Standard 1, outlining deficits in communicating outcomes of dignity of risk assessments and strategies to staff, which the provider has acknowledged resulted in inconsistent use and at times incongruent application. I have also considered evidence within requirement 2(3)(b) of Standard 2, identifying needs, goals, and preferences were not routinely captured and the provider’s acknowledged deficiencies in clinical care documentation in other requirements of this Standard. Furthermore, the reported challenges of senior clinical staff in navigating the electronic care management system impacted monitoring and clinical oversight as outlined in Standard 8 requirement 8(3)(c). 
Accordingly, I am not satisfied information about consumer condition, needs, and preferences is documented and effectively communicated within the organisation and find requirement 3(3)(e) not compliant.
Requirement 3(3)(f) Consumers and representatives raised concerns related to the lack of timely referrals for consumers, particularly for physiotherapy. Care planning documentation did not reflect these referrals or demonstrate appropriate action. 
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. They contend named consumers have received timely and appropriate referrals in response to their concerns, including from external providers, evidenced through supporting documentation. The provider acknowledges for one consumer, follow up documentation on tracking the referral was lacking, however, they consider this does not reflect non-compliance with the requirement. Medical reviews were undertaken in line with service protocols, although the provider acknowledges access to the medical officer was limited at times and is being addressed through improvement activities captured in the PCI. 
I acknowledge the provider’s response and supporting information. My finding has placed weight on evidence brought forward in other requirements, including Standard 1 requirement 1(3)(d), identifying consumers who had not been consistently referred to and reviewed by allied health specialists in relation to risks of choice, and Standard 3 requirement 3(3)(c), relating to requests for physiotherapy review which was not undertaken in a timely manner. 
The evidence before me does not demonstrate the service has consistent processes for referral and follow up to ensure consumers are reviewed by suitable providers in a timely manner, and accordingly I find requirement 3(3)(f) not compliant.
Requirement 3(3)(g) Infection prevention and control measures, including vaccination programs, were not demonstrated. Management advised a vaccination clinic was scheduled, but cancelled due to lack of completed consent forms, but did not demonstrate actions to vaccinate consumers who had provided consent or address the absence of response. Documentation showed the majority of consumers did not have 2025 influenza vaccination, and there was no record of vaccination history for over a third of current consumers. Consumers prescribed antibiotics did not have supporting documentation verifying antimicrobial stewardship practices.
Staff did not demonstrate understanding of infection prevention practices and were observed undertaking poor infection control practices in relation to food handling and reusing disposable syringes and medication cups. Staff said they were aware it wasn’t best practice, and raised concerns with management, but did not have alternate options as there was insufficient supply. Management advised they believed the practice had ceased, as supply issues had been addressed. Clinical and catering supplies were observed being stored in conjunction with open chemicals, storerooms were cluttered and shelves buckling from the weight.  
The provider's response indicates they accept most of the findings, particularly those relating to the vaccination program, food handling practices, and reusing disposable items. Actions have been commenced to remedy this and prevent recurrence, including, but not limited to, strengthening communication and consent for vaccination processes, providing training to staff, immediate and ongoing stock audits, and observation monitoring to ensure change of observed practices. However, the provider refutes deficiencies in antimicrobial stewardship practices, as named consumers had confirmation of infection pathology prior to commencement of antimicrobials. The provider also disagrees with comments about storage of items near open chemicals, with strict measures applied to ensure compliance with the chemical storage policy. Catering equipment observed is no longer in use, and nutritional supplements are stored in dedicated clinical storage areas. 
I acknowledge the provider’s response and supporting information. In relation to antimicrobial stewardship, I accept the provider’s explanation and evidence. Whilst the provider states most consumers have had a vaccination within the past year, they have not included the referenced attachment to demonstrate what these vaccinations were or when they occurred, however, they have acknowledged insufficiencies with their 2025 influenza program. 
As the provider has accepted other findings, including the overall recommendation, requirement 3(3)(g) is not compliant.




Standard 4
	Services and supports for daily living
	

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

	Requirement 4(3)(b)
	Services and supports for daily living promote each consumer’s emotional, spiritual and psychological well-being.
	Not 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.
	Not 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.
	Not Compliant

	Requirement 4(3)(f)
	Where meals are provided, they are varied and of suitable quality and quantity.
	Not Compliant

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


Findings
This Quality Standard is not-compliant as 4 of the 7 requirements have been found not compliant. The Assessment Team recommended requirements 4(3)(a), 4(3)(b), 4(3)(c), 4(3)(d), 4(3)(e) and 4(3)(f) in this Standard not met and requirement 4(3)(g) met, and provided the following evidence gathered through interviews, document review and observations. 
Requirement 4(3)(a) Consumers and representatives said consumers are not supported to maintain their independence through services of daily living. Four consumers provided examples of how they are not supported to maintain their independence, including one consumer who has been requesting allied health intervention to assist with strategies to remain independent in getting out of bed but have not been provided that support; one consumer wanting to mobilise to other areas of the service to engage in the service community has not been reviewed by allied health to assist this process despite requests; and one consumer said they do not like the activities and there is nothing to do. Staff could not describe how they support consumers to remain safe and independent, and documentation did not record the needs, goals and preferences for multiple consumers on how they wish to be supported to remain independent.
The provider refutes the findings in the Assessment Team’s report and included additional information and commentary in their response. The provider acknowledges consumer feedback but asserts this is not indicative of systemic failures in this requirement. The provider included additional commentary and information for the named consumer who requested allied health interventions to remain independent through exercise, demonstrating referrals to allied health were actioned during February 2025 and March 2025 to provide appropriate strategies. For the named consumer who wished to independently transfer out of bed, the provider asserts, and included additional information to show, referrals to allied health for review were initiated after a family meeting in April 2025. The provider included actions they had underway prior to the assessment contact and still in the process of implementing, including conducting a lifestyle survey during May 2025, appointment of a new lifestyle coordinator, of the addition of new activities to the lifestyle program, undertaking a review of care plans to ensure consumers’ needs, goals and preferences for lifestyle services are captured, and staff education.
I acknowledge the information in the Assessment Team’s report, however, I have come to a different view and find the service has demonstrated consumers get safe and effective services and supports to meet their needs, goals and preferences, and optimise their independence, health and wellbeing. In coming to my finding, I have considered and place weight on the additional information included in the provider’s response that shows consumers are supported in various ways to maintain their independence. I have also considered the actions the provider has already taken and plans to take to address the deficits identified.
In relation to consumer feedback, including around activities, I have considered this further in other requirements within this Standard where they better align.
Based on the information above, I find requirement 4(3)(a) compliant.
Requirement 4(3)(b) The service was unable to demonstrate it supports each consumer’s emotional, psychological and spiritual wellbeing. Five named consumers said their emotional and psychological wellbeing was not supported, including when they felt emotional. Consumers said staff do not sit and comfort and support them, leaving them feeling isolated, unsupported, and depressed, and 3 of the 5 consumers expressed suicidal ideation during interviews. Care documentation for 4 consumers did not include individualised, meaningful activities to guide staff to support consumers.
Management confirmed there was no process in place to provide services and supports for consumers’ spiritual, emotional and psychological wellbeing, and this had been added to the organisation’s PCI with specific actions to be implemented by June 2025.
The provider has refuted the overall recommendation and most of the findings in the Assessment Team’s report and included additional commentary, information and actions they have taken or plan to implement in their response. Actions include, but are not limited to, implementing a new emotional, spiritual and psychological needs policy and process, education for staff, reviewing care plans for all consumers with mental health or emotional support needs, and including emotional and wellbeing risks on the high-risk register.
I acknowledge the provider’s response, and the actions they have taken and planned to implement, however, find services and supports for daily living do not promote each consumer’s emotional, spiritual, and psychological wellbeing. In coming to my finding, I have considered information in the Assessment Team’s report, including feedback from multiple consumers who expressed feeling depressed, had suicidal ideation, or staff did not have time to provide emotional support. While I acknowledge the provider’s response that this is not reflective of systemic failure, this is an each consumer requirement and I have no evidence before me that the provider has undertaken assessments to determine those consumers’ emotional, spiritual or psychological needs. Further, for the consumer who said staff don’t have time to support them when they need it emotionally, I do not find the evidence included in the provider’s response demonstrates this has occurred. I acknowledge progress notes included in the provider’s response for this named consumer, however, entries include recording social leave occurring and the consumer coming back, or the consumers settled and sleeping, or the consumer had no complaints during the shift. I acknowledge the one entry where staff have provided activity therapy of reviewing reading, however, do not find this is reflective of emotional support being provided or staff being responsive to the emotional needs of the consumer.
In relation to the consumer who expressed suicidal ideation, I acknowledge the additional commentary in the provider’s response showing they have taken steps to ensure their emotional wellbeing is appropriately supported and monitored and acknowledge the provider has recorded an emotional needs referral to be made in their response. However, I have no evidence before me to show the referral has been made, a review undertaken or what steps are being taken to support the consumer’s emotional needs and wellbeing.
In relation to the named consumer who expressed dissatisfaction with the activities, I have considered this further in my finding for requirement (3)(c) of this Standard. 
Based on the information above, I find requirement 4(3)(b) not compliant.
Requirement 4(3)(c) Consumers and representatives said the service does not offer activities or support consumers’ interests, including building social and personal relationships within or outside the service community. One named consumer confirmed they had made several requests for more exercise activities to be added to the program and described the activities offered at the service as boring, and their requests had not been actioned. Multiple consumers said they will often arrive at an activity and find the staff member is late, or the activity has been changed or cancelled without any communication or replacement. Consumers confirmed there had been no bus outings for more than 12 months and said they wanted these to occur. Management confirmed there was no current process in place to monitor activities and was unaware of consumer concerns in relation to the lifestyle program. Management said actions had been added to the PCI to improve lifestyle services.
The provider refutes most of the findings in the Assessment Team’s report and included additional information, actions, and commentary in their response. The provider acknowledges individual consumer feedback but asserts this is not reflective of the wider cohort, with a lifestyle survey conducted on 15 May 2025, the last day of the assessment contact, reflecting 68% satisfaction rate. The provider asserts for the consumer who raised concerns around not making connections or building friendships, they have added the consumer’s feedback to the service’s register and an activity group as suggested by the consumer was launched at the end of May 2025.
I acknowledge the provider’s response and actions taken, however, find the services and supports do not assist each consumer to participate in the community within and outside the service, do the things of interest to them, or support consumers to have social and personal relationships. In coming to my finding, I have considered, and place weight on information in the Assessment Team’s report in this requirement and other areas throughout this report, including Standards 1, 6 and requirement 4(3)(a) and 4(3)(b) in this Standard that shows multiple consumers are not satisfied with the lifestyle program offered, including variety of activities, choice over activities, information being out of date or activities cancelled without notice. While the provider had included the satisfaction results of the lifestyle survey on 15 May 2025, less than half of the consumer cohort at the time of the survey participated. Further, a third of survey participants said they either did not like the activities or did not attend. 
I have also considered information in requirement 1(3)(c) in Standard 1 that includes a consumer’s experience of not feeling supported to make connections with others in the service. I acknowledge the actions the provider is and has taken towards improvements in the lifestyle program, however, find these have not been fully embedded, of which the negative experience of multiple consumers with the lifestyle program is reflective of this.  
For the reasons above, I find requirement 4(3)(c) not compliant.
Requirement 4(3)(d) The service was unable to demonstrate that consumers condition, needs and preferences are communicated within the organisation, or with others where care is shared. Staff were observed providing meal assistance to one consumer at risk of choking with incorrect sized cutlery. Staff said they were not aware of any specialised cutlery requirements. The consumer was observed putting their hand up to prevent staff from continuing until they had finished their mouthful. The consumer’s care plan did not provide the size of cutlery, and management identified the correct size of cutlery which was smaller than what staff were using. Documentation for one consumer recorded they had been reviewed by the dietitian 4 days prior to the assessment contact visit, with recommendations noted as the consumer requiring twice daily protein milkshakes in the morning and afternoon. Staff were observed not referring to the consumer’s dietary information for food and fluid, and said they were not aware the consumer required protein shakes. The dietary information sheet for the consumer was not updated with correct information.
The provider refutes the findings in the Assessment Team’s report and included additional information, commentary and actions that have been taken and planned. The provider has undertaken actions, including, but not limited to, updating care documentation and assessments following changes in condition or clinical review, ensuring dietary documentation is current, and ensuring timely communication of consumer clinical updates.
I acknowledge the information in the Assessment Team’s report, however, find the service has demonstrated it has processes in place to ensure communication about consumers’ condition, needs and preferences is communicated within the organisation and with others where care is shared. In coming to my finding, I have considered and placed weight on additional information in the provider’s response that includes for the named consumer who requires assistance with meals and the use of a spoon for that, the reason for the spoon is not due to swallowing deficits but the consumer having no teeth. Further, I acknowledge the provider’s actions to ensure communication to staff on this issue was prompt and undertaken immediately following the assessment contact. In relation to the consumer who did not have their dietary information updated in a timely manner, I acknowledge and accept the provider has since updated the care plans and has actions in place via their PCI to ensure consumers’ dietary information is updated and communicated in a timely manner.
For the reasons above, I find requirement 4(3)(d) compliant.
Requirement 4(3)(e) The service was unable to demonstrate referrals to individuals or other providers of care and services are actioned in a timely and appropriate manner. Six consumers said they were not aware they could be referred to other services if they wished to be connected to other activities. One consumer advised they were part of a craft community for many years prior to moving to the service and was not informed by the service they could be referred to other external services. Management did not provide the Assessment Team with information to demonstrate consumers had been referred to other providers of care and services for lifestyle supports.
The provider refutes most of the findings of the Assessment Team’s report and included additional information and commentary along with actions taken and planned in relation to this requirement. The provider acknowledges consumer care documentation was not sufficiently provided during the assessment contact visit and submitted with their response additional information, including referrals to allied health, and providers of personal care, including in relation to dental and weight loss. In relation to the consumer who accesses an external craft group, the provider acknowledges this was not formally documented and has as part of their actions care plan updates underway.
I acknowledge the provider’s response and additional information included, however, I find timely and appropriate referrals to individuals, other organisations and providers of other care and services was not effectively managed. I also find the provider's response has not differentiated between referrals for clinical and personal care, as outlined in Standard 3 requirement 3(3)(f) and referrals for services and supports for consumers. 
In coming to my finding, I have considered and place weight on information included in the Assessment Team’s report that shows multiple consumers were not offered service and supports to be referred to, and the service did not provide the Assessment Team with evidence to show referrals to other providers of lifestyle services and supports are made. 
The provider has acknowledged they have not had processes to inform consumers of access to external services and supports, and have not demonstrated staff awareness of relevant providers and referral processes. Whilst the provider has developed improvement actions, including enhancing the lifestyle program to connect consumers to external community based activities and groups, these will take time to embed and achieve efficacy.
Based on the information above, I find requirement 4(3)(e) not compliant.
Requirement 4(3)(f) The service was unable to demonstrate meals provided are varied and of suitable quality and quantity. Multiple consumers raised concerns about the quality of the food and meals they receive and provided examples, including the meat is chewy, food is cold and never hot, they are not included in menu design, food is watery, barely edible, and needs salt. Documentation, including resident relative meeting minutes from February 2025 and the service’s complaints register showed consumers have raised multiple complaints about the quality of food, including temperature, lack of choice and taste. 
Staff in the memory support unit confirmed all consumers receive the same meal and are not offered choice of meal options. Management were not aware consumers in the memory support unity were not provided choice with their meals. Management acknowledged most complaints the service received were about the food, including the temperature, quality and taste. Bain Maries were purchased on day 2 of the assessment contact to assist with improving temperature. 
Eighteen consumers were spoken to after the lunch meal service on the final day of the assessment contact and they advised the food had not improved in temperature or quality and meat was chewy and covered in gravy which not all liked.
The provider acknowledges the deficits identified in the Assessment Team’s report and included actions they have underway or planned in their response.  Actions included, but were not limited to, the introduction of a new menu, installation of a new Bain Marie to maintain food temperatures, engagement with an additional qualified chef, establishment of a food focus forum d, and daily menus on dining room walls and tables to support consumer choice. In addition, the provider has included on the organisation’s PCI actions for consumers in the memory support unit to have choice with meals.
I acknowledge the provider’s response and the actions they are taking to address the deficits identified in the Assessment Team’s report. However, I find meals provided are not varied and of suitable quality and quantity.  In coming to my finding, I have considered information in the Assessment Team’s report that includes multiple consumers expressing dissatisfaction with the meals provided, including their quality, and the lack of choice they had over them. I have also considered the Assessment Team’s observations showing consumers in the memory support unit are not able to exercise any choice over the meals they have and are provided with one option for every meal service.  
I acknowledge the actions the provider has and is taking, however, have considered information in Standards 1 and 6 that show consumers have raised concerns about meals, the quality and lack of choice for some time and this has not been rectified. I encourage the provider to continue with their improvement actions to achieve improvements for consumers.
Based on the information above, I find requirement 4(3)(f) not compliant.
In relation to requirement 4(3)(g), consumers confirmed they have access to equipment to engage with lifestyle services, which is clean, and they feel safe using it. Staff described processes in place to have equipment fixed if they identify any issues and confirmed maintenance is done in a timely manner when requested. Staff confirmed there is enough equipment for consumers when they need or want to use it.
Based on the above information, I find requirement 4(3)(g) compliant.







Standard 5
	Organisation’s service environment
	

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

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

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


Findings
This Quality Standard is compliant as all requirements have been found compliant.  
Consumers confirmed they were able to move throughout the service, including consumers who use mobility aids. Consumers expressed satisfaction with the cleanliness of the service environment, felt safe and confirmed where an item required fixing this was done in a timely manner. Consumers were observed moving freely and accessing indoor and outdoor areas when they wished to. The service environment included multiple communal areas where consumers could go, and smaller more private spaces where consumers could have visitors. Outdoor communal areas were well maintained and free from clutter.
Staff described processes for cleaning and disinfecting equipment as it is used to ensure consumer safety from infection. Documentation confirmed there is a process in place for maintenance and the service has a register for both routine and preventative items.
For the reasons above, I find all requirements in Standard 5 compliant.

Standard 6
	Feedback and complaints
	

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

	Requirement 6(3)(b)
	Consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints.
	Not Compliant

	Requirement 6(3)(c)
	Appropriate action is taken in response to complaints, and an open disclosure process is used when things go wrong.
	Not Compliant

	Requirement 6(3)(d)
	Feedback and complaints are reviewed and used to improve the quality of care and services.
	Not Compliant


Findings
This Quality Standard is not compliant as 3 of the 4 requirements have been found not compliant. The Assessment Team recommended requirements 6(3)(b), 6(3)(c), and 6(3)(d) in this Standard not met and requirement 6(3)(a) met, and provided the following evidence gathered through interviews, document review and observations. 
Requirement 6(3)(b) The service was unable to demonstrate consumers are made aware of and have access to advocates, language services and other methods for raising and resolving complaints. Two consumers said they had not received information about accessing advocates by the service, with one of the consumers stating they were only aware of external support because they had found this information on their own. Information about raising complaints with the Commission was available in the foyer of the service, and admission documentation included this also but only in English.  The service has multiple consumers who are non-English speaking.
The provider acknowledges most of the findings in the Assessment Team’s report and asserted improvement actions are part of the wider organisation plan for continuous improvement. I acknowledge the provider’s response and commitment to implement improvements in this requirement, however, find consumers do not have access to advocacy and language services to raise and resolve complaints. In coming to my finding, I have considered and placed weight on the information included in the Assessment Team’s report that shows there was no formal process in place to support consumers to access language or advocacy services if required. I have also considered staff did not demonstrate an understanding of how to support consumers to access those services.
Based on the information above, I find requirement 6(3)(b) not compliant.
Requirement 6(3)(c) Consumers and representatives expressed dissatisfaction with the actions taken in relation to complaints raised. Multiple consumers said the service had not taken appropriate action in relation to their concerns, including for food and the suggestion of creating a newsletter. One consumer said they had lodged a complaint 6 to 8 weeks prior to the assessment contact visit in relation to food and had not yet had a response. One consumer described how they had been providing feedback and suggestions about the quality of food and lack of suitable activities for almost 18 months and minimal action had been taken.
The service’s complaint register for February, March and April 2025 had no actions recorded in response to consumer feedback and concerns raised or and did not evidence if open disclosure had occurred. Management provided a PCI which had added actions to address complaints issues, including an audit to monitor compliance with complaint management processes.
The provider acknowledges the findings in the Assessment Team’s report and has included additional information and commentary, including actions taken and planned to address those deficits. Those actions include, but are not limited to, implementing a shared feedback register with weekly audits of entries logged, formally documenting feedback from resident relative meetings and food focus groups, refresher training to all staff around handling consumer feedback, and implementation of a monthly newsletter. I acknowledge the provider’s response and the actions they are taking and plan to take, however, find appropriate actions are not consistently taken in response to complaints. In coming to my finding, I have considered information in the Assessment Team’s report which shows for multiple consumers feedback and complaints they had been making, including in relation to meal provision and the lifestyle program, have not been actioned appropriately or in a timely manner.  
I acknowledge the actions the provider has taken immediately following the assessment contact visit and planned and encourage them to continue along that path.
Based on the reasons above, I find requirement 6(3)(c) not compliant.
Requirement 6(3)(d) The service was unable to demonstrate feedback, and complaints are reviewed and used to improve the quality of care and services.  Multiple consumers have raised concerns through the complaints system, food focus groups and resident relative meetings about the quality of food and activities run at the service since January 2025 with no implemented improvements to those. Documentation showed actions, including on the PCI for complaints management, had not been completed.
The provider acknowledges most the findings in the Assessment Team’s report and included various actions taken to address the deficits identified.  Improvement actions include, but are not limited to, a shared feedback register with oversight siting with the facility manager and a weekly audit of entries logged on the register, feedback from resident relative meeting and food focus groups being recorded on the register and embedding complaints data into governance reporting. 
I acknowledge the information in the provider’s response and actions taken following the assessment contact, however, find an effective system was not in place to ensure feedback and complaints are reviewed to improve the quality of care and services. In coming to my finding, I have considered and placed weight in information in the Assessment Team’s report in this requirement and other areas, including Standards 1, 4 and 6 that shows multiple consumers providing feedback and making complaints in relation to meals provided, the lifestyle program and the lack of choice and input into those without effective actions taken to improve care and services.
I acknowledge the actions the provider has taken and planned and encourage them to continue to implement and embed those.
Based on the information above, I find requirement 6(3)(d) not compliant.
In relation to requirement 6(3)(a), consumers and representatives confirmed they were able to provide feedback and make complaints and were not worried to do so. One consumer described how they are encouraged to provide feedback during the scheduled food focus groups. Staff were aware of the feedback processes in place and described ways they support consumers to make complaints if they wish to. Documentation confirmed feedback is collected and maintained on a feedback register by the service.
Based on the information in the Assessment Team’s report, I find requirement 6(3)(a) compliant.



Standard 7
	Human resources
	

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

	Requirement 7(3)(b)
	Workforce interactions with consumers are kind, caring and respectful of each consumer’s identity, culture and diversity.
	Not Compliant

	Requirement 7(3)(c)
	The workforce is competent and the members of the workforce have the qualifications and knowledge to effectively perform their roles.
	Compliant

	Requirement 7(3)(d)
	The workforce is recruited, trained, equipped and supported to deliver the outcomes required by these standards.
	Not Compliant

	Requirement 7(3)(e)
	Regular assessment, monitoring and review of the performance of each member of the workforce is undertaken.
	Not Compliant


Findings
This Quality Standard is not compliant as 4 of the 5 requirements have been found not compliant. The Assessment Team recommended requirements 7(3)(a), 7(3)(b), 7(3)(d) and 7(3)(e) in this Standard not met and requirement 7(3)(c) met, and provided the following evidence gathered through interviews, document review and observations. 
Requirement 7(3)(a) Consumers expressed dissatisfaction with the number if mix of staff and this did not always meet their expectations for care delivery, with one consumer stating they are often waiting for assistance to mobilise and end up moving independently, which presents a safety risk. A representative said extended wait times for assistance had led to the consumer not making it to the bathroom in time, and a consumer said they had to be independent to get to the bathroom when they would prefer assistance. A representative said their consumer had to wait on the floor after a fall for an extended period before they received assistance and there is a lack of assistance with meals due to scheduled staff break times.  
Staff said due to the way the simultaneous breaks are rostered, they often turn call bells off and return to provide assistance later to meet service response times. Staff described how they are not always able to meet consumers’ needs, including providing assistance to a consumer to mobilise to undertake her their activity of choice, and staff availability is impacted by breaks, medication rounds, meal assistance, and incident responses.
Observations showed one named consumer receiving end of life care did not receive timely medications when they were noted by another consumer to be symptomatic, and multiple consumers were seen waiting for assistance with meals whilst staff were managing other priorities.
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. They explain care minutes exceeded targets, and the structured break roster ensured continuous coverage, and rostering systems considered skill mix and staffing levels. Breaks do not coincide with meal services or morning and afternoon tea to ensure consumers have sufficient help. Staff may express a desire for additional staff, however, this does not demonstrate inadequate staffing levels or impact on care. 
The provider has conducted further review of feedback from consumers and representatives, stating the consumer who did not receive assistance when needed has now advised they did not require assistance. The provider states they consulted the representative who raised concerns at lack of timely assistance to the bathroom who denied this was said, and there was no evidence the other named consumer had raised concerns with the service. The provider states a witness to the consumer’s fall said staff attended promptly and the wait time was approximately 4 minutes. Whilst the Assessment Team observed one occasion where a consumer was eating and drinking without the documented required supervision, this was not due to insufficient staffing, and staff have been reminded of the importance of adhering to protocols. The provider refutes other observations relating to lack of available assistance at meals, relying on a dining experience observation conducted prior to the assessment contact which rated staff engagement and assistance as ‘appropriate’.
I acknowledge the provider’s response and supporting information. My finding has placed weight on feedback from consumers and staff, and observations from the Assessment Team. Where the provider contends a consumer no longer wishes to have assistance to undertake an activity of choice, this does not align with information in either the original or updated dignity of risk assessment. I also do not consider the absence of a complaint sufficient to demonstrate the consumer was not experiencing delays or absence of assistance. For the consumer with a fall, I find there is no evidence before me to corroborate the length of time they spent on the floor, and the provider has not submitted details of the incident or number of staff in the wing on shift at the time to support their position. I consider the food and dining experience is relevant to the day it was conducted rather than evidence of ongoing monitoring of staffing.
The Assessment Team brought forward evidence throughout the report of staff being interrupted or delayed in the provision of care, including whilst providing meals or attending to reported needs of consumers, including assessment of pain, and these have been acknowledged by the provider. My finding has also considered evidence within the provider’s response of the recognised need for increased clinical oversight and subsequent recruitment of clinical nurse managers, however, I have not been provided information on how long the position had been vacant.
Whilst care minutes may have been met, this does not guarantee the workforce have the skills, experience, and knowledge of consumers to deliver timely, quality, and safe care and services. The provider has committed to revising the roster, however, along with reminders to staff, this will take time to monitor and evaluate for improvements.
For these reasons, I find requirement 7(3)(a) not compliant. 
Requirement 7(3)(b) The service was unable to demonstrate workforce interactions with consumers are kind, caring and respectful.  Staff were observed to be standing over consumers whilst providing meal assistance, not interacting or providing attention to those they were assisting. Consumers confirmed staff treat them with a kind and caring manner, however, staff outlined challenges in caring for consumers who did not speak English, including obtaining consent before providing care and understanding and meeting specific cultural needs. 
The provider’s response refutes most of the findings, providing further context, explanations, and supporting evidence. Observations of staff assisting with meals is acknowledged, as are the deficiencies in providing culturally safe care. However, the provider refutes staff comments about communicating with consumers who do not speak English and failure to seek consent to provide care, with communication cue cards and translating services available to staff. The provider also refutes evidence brought forward in other Standards reflects a lack of kindness of staff.
I acknowledge the provider’s response and supporting information. On balance, I find the evidence before me demonstrates consumers consider staff to be kind and caring. However, I am not satisfied workforce interactions are always respectful and consider each consumer’s identity, culture, and diversity. Whilst I acknowledge this was known by the provider, with actions already implemented to improve cultural safety, the provider’s explanation of available translation and interpreter options does not demonstrate staff awareness. I remain concerned with comments from staff saying they are not finding methods, including using available tools, to ensure they have obtained consent for provision of daily care. My finding also takes into account observations of staff being distracted during provision of care, rather than focusing on the consumer.
For the reasons above, I find requirement 7(3)(b) not compliant.
Requirement 7(3)(d) Consumers and representatives were not satisfied staff were adequately trained to deliver care in a way that meets consumers’ needs, goals and preferences. Two consumers confirmed they must either repeat information about their care to new staff or show staff what to do to deliver care the way they prefer. One consumer said staff ask them how to complete the tasks for them.
Staff did not feel they were supported to undertake their roles, specifically newer staff who said the induction training did not prepare them sufficiently for their roles. One staff member said they had requested additional face to face training that had not been provided. Staff confirmed buddy shifts are not always completed due to staff shortages. Multiple staff were not able to describe areas of the requirements, such as serious incident response scheme (SIRS) and code of conduct and their responsibilities within those.
Management said they have implemented several online training modules for staff, following the previous findings of non-compliance, including for cultural safety, SIRS, open disclosure, diabetes management, assessment and planning and privacy and dignity. The service’s training register showed staff had completed mandatory training, including manual handling, infection prevention and control and medication management.
The provider's response indicates they accept most of the findings and the recommendation, particularly relating to deficits in onboarding, training, and performance feedback. The response acknowledges and accepts there are required improvements in staff knowledge of SIRS and code of conduct. They explain the identified issues are already being addressed through appointment of senior clinical staff, advisory staff, and undertaking a training needs analysis. However, the provider contends consumer feedback on staff capability relates to agency and new staff, and the service has appropriate systems to ensure staff are trained, supervised, and supported to deliver safe and effective care. The provider also has not accepted the comments made by staff are reflective of the experience of all or evidenced within documentation.
I acknowledge the provider’s response and supporting information. I consider the feedback from consumers and staff does not support the provider has an effective onboarding and supervision process for new staff. As the provider has accepted other findings, including the overall recommendation, and improvement actions will take time to implement and evaluate, requirement 7(3)(d) is not compliant.
Requirement 7(3)(e) The service was unable to demonstrate there is an effective process to regularly assess or review the performance of each member of the workforce. Documentation showed almost half of all staff are overdue for performance appraisals. Three staff who are within the probationary period said they had little to no engagement from management in relation to performance to assist their transition to their roles. Seven staff of various delegations said they had never had a performance review. 
Management said they were aware of staff not practicing safe infection prevention and control and reusing clinical supplies but had not conducted any performance management interventions with those staff.
The provider's response indicates they accept most of the findings and the recommendation, particularly in relation to overdue formal performance appraisals due to vacancies in clinical nurse manager positions. They refute statements by staff about not being supported to develop skills or improve performance, outlining details of the structured learning and development plan implemented. They also refute reported statements relating to management awareness relating to the reuse of clinical supplies, stating management was only made aware of the issue during from Assessment Team feedback.
I acknowledge the provider’s response and supporting information. I note the learning and development plan actions were created after the assessment contact, and the provider has acknowledged they have not conducted assessment, monitoring, and performance of each staff in line with organisational processes. As the provider has accepted other findings, including the overall recommendation, and improvement actions will take time to implement and evaluate, requirement 7(3)(e) is not compliant. 
In relation to requirement 7(3)(c), the Assessment Team identified recruitment processes considered qualifications and knowledge of staff to perform roles, and this is managed at organisational level for consistency in processes. Staff verified qualifications were requested as part of employment. 
For the reasons above, I find requirement 7(3)(c) compliant.


Standard 8
	Organisational governance
	

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

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

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

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

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


Findings
This Quality Standard is not compliant as 3 of the 5 requirements have been found not compliant. The Assessment Team recommended all 5 requirements, 8(3)(a), 8(3)(b), 8(3)(c), 8(3)(d) and 8(3)(e), in this Standard not met and, provided the following evidence gathered through interviews, document review and observations. 
Requirement 8(3)(a) Consumers and representatives confirmed they were not engaged to develop and evaluate care and services. Consumer meeting minutes for 2025 monthly meetings did not show engagement with consumers on care and service development or delivery. Management confirmed they have not established a consumer advisory board (CAB), they had not invited consumers directly to be part of the CAB, and requests had gone to some representatives in August 2024. The service’s PCI did not include actions that supported consumer engagement.
The provider refutes the findings in the Assessment Team’s report and included additional commentary, information and actions taken and planned. In relation to a CAB, the provider asserts corrective actions had been initiated towards its implementation following the last assessment visit in March 2025, and included a terms of reference group occurred in early May 2025. The provider also asserts feedback provided through surveys is collated, a formal report prepared and presented to the organisation’s board, with negative feedback going through the complaints management process.
I acknowledge the information in the Assessment Team’s report, and I have come to a different view. I find the provider has demonstrated consumers are engaged in the development, delivery and evaluation of care and services. In coming to my finding, I have considered information in the Assessment Team’s report in other areas, including Standards 1, 4 and 6 that shows surveys are undertaken, consumers have confirmed they provide feedback, attend focus groups around food and activities. I have also considered documentation shows consumers have attended meetings. I acknowledge the Assessment Team’s report includes a consumer who is recorded as attending a meeting does not attend those, however, additional information shows the consumer as attending with the feedback they provided.  
While the service does not have a CAB embedded, I acknowledge and place weight on this being an action the service has worked towards establishing prior to the assessment contact visit, with additional information showing the service is actively working towards the forming of the CAB.  While the provider acknowledges representatives were only invited to join, they assert and included actions to show consumers are part of that process now.
In relation to the service’s PCI not including actions around consumer engagement, I have considered this further in requirement (3)(c) of this Standard.
Based on the information above, I find requirement 8(3)(a) compliant.
Requirement 8(3)(b) was found not compliant following an assessment contact conducted on 18 and 19 March 2025, as the provider did not demonstrate its governing body promoted or embedded a culture of safe, inclusive, or quality of care. 
The Assessment Team recommended this requirement remains not met as the governing body does not promote safe care and is not accountable for its delivery. Documentation from board meetings does not include actions to hold the service accountable for deficits in governance, including incidents not being investigated to determine causal factors or identify mitigation strategies to improve clinical care. Documentation reflects complaints data is reported to the board, with no action taken to ensure they are being resolved and improvements to care made. 
The organisation has a new dashboard for oversight of performance, including tracking and managing clinical care, incidents and complaints. Management said the live dashboard reflects complaints and incidents had not been managed in line with the organisation’s policies.
The provider has refuted most of the findings in the Assessment Team’s report.  The provider asserts incidents referenced did not meet the severity threshold that would be raised with the governing body and are managed at service level. In relation to audit findings, the provider asserts the findings of the previous assessment contact visit in March 2025 superseded internal audit findings in February 2025 and is the reason for their inclusion on the PCI. The provider asserts the governing body has oversight of the performance of the service and improvement actions that are underway and planned and included those in their response.  
I acknowledge the information in the Assessment Team’s report, however, have come to a different view and find the governing body promotes a culture of safe, inclusive and quality care and services and is accountable for their delivery. In coming to my finding, I have considered the actions the provider has taken and plans to implement to address the previous deficits identified, including the reporting of incidents to the board and the oversight of performance through internal audits. I have also considered additional information and commentary from the provider that shows incidents that have a higher risk are escalated to the board for consideration on actions and those with low and medium risk levels are managed at service level. Further, the provider identified, improvement actions required to the identifying and reporting of serious incidents, including to the board which is now in place and part of monthly meetings.
In relation to the oversight of complaints and ensuring the service is accountable for appropriate action and timely resolution, I acknowledge the actions the provider has taken and have considered this further in requirement (3)(c) of this Standard.
Based on the information above, I find requirement 8(3)(b) in this Standard compliant.
Requirement 8(3)(c) Effective organisation wide governance systems were not demonstrated. Several consumers and representatives were not satisfied with communication from the service and confirmed they were not informed of changes. There is an electronic care management system in place which clinical management could not navigate easily to provide clinical oversight. The service’s PCI has mostly actions recorded in relation to deficits identified at the previous assessment contact in March 2025. Two entries in relation to consumer care do not have any documented actions that support improvements across care and service delivery. The service has not identified any additional areas of improvement across care and services during 2025 from audits, clinical incidents or consumer feedback.
The board has oversight for financial governance and the service reports organisational finances from a service level directly to the board via the monthly meetings. Appropriate oversight for the management of the levels of single sue medical supplies was not demonstrated with observations of items, including syringes and medication cups being washed for reuse. Staff said they were instructed to undertake this practice. Management acknowledged being aware of the practice, and said it was not an instruction to staff to follow.
The service did not demonstrate they had an effective process to monitor the performance of the workforce, to ensure the workforce was adequately trained or there was the right mix and number of staff to deliver care and services.
The service did not have an effective system in place for monitoring informed consent in relation to restrictive practices. The service does not have a CAB in place and does not consistently identify incidents that are required to be reported via the SIRS. 
The service was unable to demonstrate feedback and complaints governance processes effectively monitor complaints to ensure they are actioned appropriately and drive improvement actions to care and services.
The provider acknowledges most of the findings in the Assessment Team’s report and include actions taken and planned to rectify the deficits identified. Actions include, but are not limited to, implementation of a clinical dashboard, undertaking internal audits to identify improvement actions for the PCI, training for staff on the use of the electronic care management system, new policy and procedures for reporting of incidents, and monitoring processes in place for complaints.
I acknowledge the provider’s response, however, find effective organisational governance systems, specifically in relation to workforce governance, regulatory compliance and feedback and complaints were demonstrated. In coming to my finding, I have considered for continuous improvement, information in Standard 6 shows the service is not using consumer feedback to drive improvements to care and services. While the provider asserts the organisation’s PCI has actions included from audits, many of those as identified by the provider have been identified through findings of the previous assessment contact and not internally through the service’s own continuous improvement mechanisms.
In relation to workforce governance, I have considered and place weight on information identified in Standard 7 that shows the organisation’s governance systems did not identify issues with the mix and number of staff, and the monitoring of staff training and performance was not effective or consistent.  
I have also considered information in Standards 1,4 and 6 which shows consumer feedback around exercising choice, meals choice and quality and the lifestyle program have not effectively been managed. I have further considered evidence in the Assessment Team’s report in requirement 8(3)(b) in this Standard that shows information about consumer feedback and complaints was not being escalated for board oversight. While the provider has implemented changes to address those issues, I find to achieve efficacy these will need time to be fully embedded and evaluated.
In relation to regulatory compliance, I acknowledge and accept the provider’s assertion of their progress towards implementing a CAB with the actions in place to address that, however, find the oversight of ensuring incidents are reported to SIRS as required or when reported they are done so within legislative timeframes shows the governance systems are not working in an effective manner.
For information management and financial governance, I find the provider’s actions have addressed the deficits identified and have considered information in other areas of this report.
For the reasons above, I find requirement 8(3)(c) not compliant.
Requirement 8(3)(d) was found not compliant following an assessment contact conducted in March 2025, as there were deficiencies in systems, processes, and oversight in relation to management of high impact or high prevalence risks. Incident reports were not consistently submitted, and monitoring practices had not identified the omission. 
The Assessment Team recommended this requirement remains not met as the service did not identify risks to consumers or use information to minimise those risks, incidents are not investigated to identify mitigation strategies, and the service did not identify incidents required to be report via SIRS.
The service’s risk register did not always identify consumers with risks, including choking risks or those who expressed suicidal ideation. The service’s incident management system did not ensure incidents to be reported to the SIRS were done so within required timeframes, and multiple incidents were identified, including missed medications, physical aggression, and neglect that had not been reported via the SIRS. Incident data, including clinical incidents, is not always analysed to identify mitigation strategies to prevent recurrence
Consumers wishing to take risks to live their best life did not consistently have risks assessed and mitigation strategies in place to minimise risks.
The provider acknowledges most of the findings in the Assessment Team’s report, including gaps in incident management and reporting of incidents, management of specific risks, such as choking and the emotional wellbeing to consumers, and the dignity of risk system and processes. The provider asserts corrective actions have been added to the organisation’s PCI to address those deficits, including the implementation of the clinical data dashboard, review and restructure of the incident management system, and updating the high risk register.
I acknowledge the provider’s response, including additional information and actions taken and planned, however, find the service did not demonstrate its risk management system was effective.  In coming to my finding, I have considered information in relation to the incident management system that shows the service, and staff did not consistently recognise incidents, record them or identify when incidents should be reported via the SIRS. Further, incidents were not always investigated to identify if they should be further reported or identify mitigation strategies to prevent those which indicates the system is not effective. I have also considered the risk management system did not effectively identify and mitigate risks for consumers wishing to take risks to live their best life. 
While the provider has implemented improvement actions to address deficits with the management of high impact or high prevalence risks and inclusion of consumers on the high risk register for strengthened oversight, I have considered information in requirement 3(3)(b) in Standard 3 that shows high impact risks, including falls are not managed effectively.
I acknowledge the actions the provider has taken and continues to implement to address the deficits identified, however, find they will need time to achieve full efficacy.
For the reasons above, I find requirement 8(3)(d) not compliant.
Requirement 8(3)(e) The Assessment Team reported the clinical governance framework had been developed but not effectively implemented, evidenced through deficiencies in oversight and monitoring of consumer care. These deficiencies were identified within quality review meeting, however, minutes did not capture consideration or commencement of remedial actions or insight into reasons for occurrence. Complaints documentation did not consistently record use of open disclosure in response to incident and complaints. Policies relating to antimicrobial stewardship, minimising the use of restraint, and use of open disclosure within complaints had been updated, but not fully implemented or communicated with staff, however, management said training would be provided in the near future.
The provider has refuted most of the findings in the Assessment Team’s report. Whilst there are areas for improvement in documentation and policy rollout, they contend the clinical governance framework is in place, with recent steps to strengthen governance and oversight, and actively operating across the 3 named domains. Policies were either implemented or in the final stages of deployment at the time of the assessment contact, and existing policies remained in effect in the interim. Internal audits monitored staff awareness of obligations for antimicrobial stewardship, restrictive practices, and open disclosure, with high level of comprehension. 
Whilst action tracking was not captured in meeting minutes, corrective actions were being monitored separately and escalated through governance channels, and the provider has requested consideration be given to the ongoing enhancements still being implemented.
I acknowledge the provider’s response and supporting evidence. I also acknowledge there were improvement actions still being implemented at the time of the assessment contact, which were not yet at evaluation stage. 
However, the intent of this requirement is to demonstrate clinical governance and safety and quality systems to maintain and improve the reliability, safety and quality of clinical care, and to improve outcomes for consumers. The provider’s response refers to the 3 named domains of antimicrobial stewardship, restrictive practices, and open disclosure, however, fails to recognise the requirement of clinical governance to apply to all areas of clinical care. The service has been found not compliant in 3 of 5 requirements relating to assessment and planning and 5 of 7 requirements relating to delivery of personal and clinical care, which does not reflect there is an effective clinical governance framework. Evidence of an error in clinical indicator reporting, brought forward in requirement 3(3)(a) in Standard 3, was not identified or addressed prior to the assessment contact, which is not reflective of effective reporting processes and oversight. 
For these reasons, I find requirement 8(3)(e) not compliant.
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